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I . SUMMARY 


The  future  of  any  society  depends  on  the  rearing  of  healthy,  competent, 
and  caring  members.  While  American  families  are  under  pressure,  there  is 
still  consensus  they  should  and  can  be  relied  upon  to  fulfill  this  crucial 
societal  function.  Recently,  there  has  been  increasing  recognition  of  the 
highly  significant  role  families  can  fulfill  in  developing,  maintaining,  or 
restoring  the  mental  health  of  their  members  of  all  ages. 

In  the  past,  public  policies  in  many  domains  have  been  based  on  an  as- 
sumption of  family  autonomy.  While,  in  fact,  government  policies  have  al- 
ways and  inevitably  affected  families  and  intruded  in  the  family  life,  there 
appears  to  be  emerging  a new  national  debate  on  the  relationship  between  the 
family  and  the  State,  with  an  apparent  willingness  to  reexamine  basic  assump- 
tions and  make  explicit  heretofore  tacit  values  and  objectives.  Many  of  these 
values  and  objectives  are  delineated  in  this  report.  An  important  emphasis 
in  the  debate  is  on  the  possibility  that  families  are  a neglected  resource  in 
defining  and  achieving  important  national  purposes,  including  the  enhancement 
of  mental  health  of  all  citizens. 

The  heightened  awareness  of  the  family  as  a resource  to  be  protected  and 
nurtured  in  the  service  of  the  common  good  comes  at  a time  when  the  family 
itself  is  undergoing  substantial  changes.  Among  the  indicators  of  change  in 
family  functions,  role,  and  structures  are:  rising  divorce  rates,  the  in- 

crease in  number  of  single  parent  families,  the  proportion  of  mothers  with 
young  children  working  outside  the  home,  the  increase  in  number  of  children 
born  to  unmarried  parents,  the  decrease  in  birth  rate  and  in  family  size,  the 
changing  roles  of  men  and  women  in  society,  and  the  continued  swift  pace  of 
technological  change  that  is  bound  to  have  its  influence,  in  time,  on  families. 

Some  observers,  reflecting  on  the  changes  described  above,  doubt  that 
families  have  a future.  They  are  ready  to  write  the  family  off  as  the  primary 
unit  of  social  organization.  The  Task  Panel  does  not  share  these  pessimistic 
views.  The  family  evolves  just  as  other  social  institutions  do.  Family  forms 
began  to  change  in  the  late  19th  century,  and  the  changes  were  viewed  with 
alarm  then  as  today.  The  family  adapts  to  change,  to  new  demands  made  upon 
it,  and  this  is  a sign  of  vitality,  not  of  incapacity. 

The  time  seems  right  for  new  initiatives  on  behalf  of  children  and  fami- 
lies. The  past  few  years  have  seen  unparalleled  public  and  private  interests 
in  families.  There  is  a substantial  and  growing  knowledge  base  to  guide  policy 
formulation.  And  agencies  and  all  branches  of  government  appear  receptive  to 
ways  to  make  policies  responsive  to  the  needs  of  families. 

From  the  Panel’s  deliberations  emerged  evidence  of  commitment  to  such 
values  as:  the  viability  and  primacy  of  families,  a preference  for  family- 

sensitive  policies  rather  than  a single  national  family  policy,  the  desira- 
bility of  providing  essential  services  on  a universal  basis;  the  superiority 
of  natural  support  systems  over  special  extra-family  institutions;  the  impor- 
tance of  enabling  and  emppowering  parents  to  do  their  jobs;  the  crucial  nature 
of  structural  support  such  as  employment,  education,  health,  housing,  etc.; 
the  importance  of  prevention;  a belief  in  the  resiliency  of  people  throughout 
the  lifespan;  the  importance  of  achieving  a balance  between  centralization  of 
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control  and  local  autonomy;  and  a preference  for  a mixed  strategy  to  provide 
direct  services  as  well  as  resources  to  parents  to  use  at  their  discretion, 
assuming  a finite  amount  of  money  to  spend;  and  that  choices  must  be  made 
among  policy  options. 

An  overview  of  Federal  policies  affecting  families  shows  activities  ad- 
ministered through  268  programs  in  17  Federal  departments  or  agencies.  There 
is  a bewildering  array  of  programs  and  provisions  that  affect  families  often 
in  contradictory  ways,  and  sometimes  in  destructive  ways.  Reflection  on  these 
programs  suggests  that  the  development  of  Federal  policies  affecting  families 
over  the  next  decade  should  have  five  major  goals:  (1)  expanding,  reducing, 

and  improving  the  administration  of  existing  programs;  (2)  continuing  an  em- 
phasis on  enabling  parents  to  their  job  well,  on  providing  services  through 
families  where  feasible;  (3)  developing  procedures  for  assessing  the  direct 
and  indirect  impacts  of  government  action  on  children  and  families;  (4)  moving 
toward  a universal  system  of  entitlements  for  services;  and  (5)  providing  jobs 
and  income  supports  for  families  in  poverty  to  enable  them  to  exercise  maximum 
choice  managing  their  affairs. 

Policy  formulation  concerned  with  families  and  mental  health  must  take 
into  consideration  the  following  issues: 

1.  American  families  are  enormously  varied  and  no  single  pattern  of  fam- 
ily organization  is  demonstrably  preferable  to  another.  Existing  government 
policies  are  not  sufficiently  sensitive  to  these  diversities  and,  indeed,  it 

is  difficult  to  get  information  sufficiently  differentiated  by  cultural  groups, 
regions,  and  socioeconomic  status  to  make  policy  choices.  The  mental  health 
of  families  is  strongly  influenced  by  the  larger  society  and  the  state  of  the 
economy  in  which  they  live.  Undergirding  any  adequate  national  mental  health 
program  would  be  a program  to  ensure  basic  structural  supports  in  jobs,  hous- 
ing, health,  education,  recreation,  security,  and  in  income  when  jobs  are  not 
available . 

2.  The  single  parent  family  living  in  a separate  household  has  become  an 
important  segment  of  the  population  and  requires  special  attention  in  the  for- 
mulation of  public  policy. 

3.  While  women  have  always  worked  in  the  home,  in  home  related  produc- 

tion activities,  and  in  out-of-home  jobs,  there  has  been  a substantial  increase 
in  the  number  of  mothers  with  school-age  children  who  are  working  outside  the 
home.  Minority  women  in  two  parent  families  are  very  heavily  represented  in 
the  labor  force.  Child  care  has  thus  become  a high  priority  item  on  the  list 
of  family  needs.  Policy  development  in  this  area  must  be  guided  by  two  con- 
cerns: the  quality  of  the  care  the  child  receives  while  the  mother  is  working 

and  the  quality  and  quantity  of  the  interaction  between  mother  and  child  when 
the  mother  is  home  with  the  child.  Both  men  and  wome  are  better  parents  and 
spouses  when  their  work  is  satisfying.  Women  have  been  particularly  handi- 
capped in  finding  satisfying  work  because  of  inadequate  training,  interruption 
of  careers  for  bearing  children,  and  the  lack  of  available  jobs. 

4.  Divorce  presents  a rather  special  mental  health  problem.  Although 
increasingly  frequent,  it  brings  with  it  extraordinary  tensions  for  spouses 
and  for  children.  It  seems  especially  important  to  provide  services  to  fami- 
lies prior  to  the  point  where  divorce  appears  to  be  the  only  solution.  • Issues 
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of  custody,  property  settlements,  and  child  support  payments  remain  a policy 
thicket  much  in  need  of  national  attention. 

5.  The  foster  care  situation  in  the  United  States  approaches  a national 
scandal.  Much  evidence  indicates  that  children  remain  in  the  system  entirely 
too  long.  Services  are  not  available  to  rehabilitate  families,  and  there  are 
disincentives  to  foster  care  agencies  to  return  children  to  their  homes  or  to 
establish  new  permanent  homes  for  the  children.  There  are  acute  special  prob- 
lems with  minority  groups,  notably  among  American  Indian  and  Alaska  Native 
children  who  are  placed  for  long  periods  of  time  in  boarding  schools. 

6.  The  number  of  children  born  to  school-age  parents  is  increasing  at 

a rapid  rate  and  presents  many  mental  health  problems  for  the  mother,  for  the 
father,  and  the  children  involved.  A wide  array  of  public  programs  is  required 
to  meet  this  major  national  problem. 

7.  The  care  of  handicapped  and  elderly  frail  people  places  a heavy  burden 
on  families  not  now  relieved  by  adequate  public  programs.  Most  public  programs 
now  support  placement  of  handicapped  and  incapacitated  family  members  outside 
the  home.  From  a mental  health  viewpoint,  it  is  often  preferable  to  keep  the 
incapacitated  family  member  in  the  home,  and  it  is  clearly  less  expensive  to 

do  so.  However,  the  principle  of  choice  should  reign. 

8.  Violence  within  families  including  spouse  abuse  and  child  abuse  is  a 
phenomenon  only  recently  fully  apprehended  by  the  public.  Again,  complex 
social  support  systems  are  required  to  help  families  cope  with  such  problems. 

9.  Finally,  our  current  mental  health  research  capability  needs  to  be 
supplemented  by  systematic  ways  to  address  policy  issues  and  by  the  develop- 
ment of  means  of  assessing  change  in  the  status  of  children  in  families  over 
time. 
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II.  RECOMMENDATIONS  AND  PRIORITIES 


The  Task  Panel  on  Families  singles  out  three  issues  for  priority  consid- 
eration in  the  work  of  the  President's  Commission  on  Mental  Health.  The  rec- 
ommendations are  briefly  summarized  here.  Details  of  implementation  are  pre- 
sented in  policy  options  described  in  the  text  of  the  report  of  the  panel. 

First  Priority.  Strengthen  the  role  of  the  family  in  prevention,  in  the 
enhancement  of  mental  health,  and  in  the  care  of  incapacitated  members  by, 
first  of  all,  assuring  basic  structural  supports  to  the  family,  including  jobs 
adequate  housing,  health  care,  education,  recreation,  security,  and,  in  the 
absence  of  adequate  job-produced  resources,  a guaranteed  minimum  income. 

Second  Priority.  Provide,  on  a universal  basis,  a wide  array  of  family 
support  services  required  to  prevent  crises  and  to  enable  families  to  cope 
with  crises  when  they  occur.  To  the  extent  possible,  services  should  be  pro- 
vided through  families  and  the  usual  mediating  agencies  such  as  neighborhoods, 
schools,  churches,  voluntary  organizations,  and  communities,  with  minimal  re- 
liance on  specialized,  extra-family  institutions. 

Third  Priority.  Develop  a new  capability  for  study  of  mental  health  pol- 
icies through  the  establishment  of  six  university  based  and  independent  policy 
research  institutes,  each  specializing  in  a designated  aspect  of  mental  health 
including  studies  of  public  policies  affecting  families  and  children;  and  de- 
velop a system  for  assessing  the  status  of  children  in  families  through  im- 
proving governmental  and  nongovernmental  data  gathering  systems,  and  by  refin- 
ing and  formalizing  a system  of  social  indicators  reflecting  the  status  of 
children  and  families,  and  their  change  over  time. 


ADULT  7 


552 


OPTIONS 


I . Diversity  and  Pluralism  in  American  Family  Types 

(1)  Have  U.S.  Census  Bureau  provide  detailed  ethnic 
breakdown  in  its  data  collection.  The  white/non- 
white division  is  unsatisfactory.  Details  in  eth- 
nic categories  are  needed  to  give  meaningful  data 
on  diverse  American  families. 

(2)  Have  U.S.  Census  Bureau  redefine  families  and  col- 
lect data  on  the  basis  of  differentiated  and  inclu- 
sive definitions  that  reflect  the  diversity  and 
pluralism  of  American  families,  as  well  as  the 
functions  of  kinship  networks. 

(3)  Deal  evenhandedly  with  two-parent  families,  single- 
parent families,  migrant  families,  minority  fami- 
lies, and  other  family  forms. 


II . Working  Mothers 

(4)  Provide  nonsexist  guidance  and  vocational  training 
for  high  school  girls.  Encourage  qualified  girls 
to  prepare  for  professional  careers. 

(5)  Provide  continuing  education  and  retraining  programs 
for  women  and  assistance  in  helping  women  take  advan- 
tage of  these  opportunities.  Increase  the  range  of 
jobs  available  to  women,  for  example,  in  skilled 
blue  collar  occupations. 

(6)  Extend  school  hours  to  provide  recreational,  remedial, 
and  enrichment  programs  for  children  after  the  regu- 
lar school  day  until  5 or  6 p.m.  to  coincide  with  the 
schedules  of  parents.  Make  use  of  innovative  commu- 
nity education  programs  that  serve  adults  and  child- 
ren during  nonschool  hours. 

(7)  Consult  the  work  schedules  of  parents  before  making 
arbitrary  shifts  in  school  schedules. 

(8)  Encourage  employers  to  implement  job  sharing,  flexi- 
time, and  part-time  employment  options. 

(9)  Ensure  equity  in  benefit  coverage  for  all  job 
options . 

(10)  Provide  sick  leave  policies  that  permit  time  off  to 
care  for  a sick  child. 
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(11)  Consider  shortening  the  work  week  to  give  more 
time  for  both  parents  to  be  with  their  children. 

(12)  Provide  emergency  child  care  services  and  help 
with  household  operations  at  time  of  crisis,  of 
illness,  or  of  severe  stress. 

(13)  Provide  respite  care  for  working  parents  when 
needed,  including  relief  from  household  responsi- 
bilities so  that  nonwork  time  can  be  maximally 
available  to  the  child  and  the  dual  role  strain  for 
the  mother  can  be  minimized.  The  possibility  of 
encouraging  informal  support  systems  might  be  con- 
sidered. Assistance  and  financial  incentives  in 
working  out  cooperative  arrangements  among  neigh- 
boring families  is  one  possibility.  Exploring  re- 
sources for  child  care,  such  as  teenagers  or  senior 
citizens,  is  another. 

(14)  Provide  counseling  about  child  care  and  household 
operations  under  conditions  of  maternal  employment. 
Educational  efforts  to  sensitize  the  working  mother 
to  the  needs  of  the  child  with  respect  to  child  care 
arrangements  and  to  her  own  behavior  when  she  is  not 
at  work  are  important. 

(15)  Provide  family  planning  counseling  and  services. 

(16)  Accept  the  principle  that  welfare  mothers  of  infants 
and  young  children  should  not  be  forced  to  work  as  a 
routine  matter  of  policy. 

(17)  Provide  a flexible  program  supporting  a variety  of 
child  care  arrangements  with  accompanying  research 
evaluating  the  programs.  Support  programs  to  train 
the  caretakers  at  all  levels,  including  both  gradu- 
ate training  in  applied  child  psychology  and  programs 
to  recruit  and  train  caretakers  from  a wide  variety 
of  groups — educated  and  uneducated,  old  and  young. 
Monitor  the  quality  of  day  care  offered  by  small 
licensed  homes  as  well  as  larger  day  day  care  and 
drop-in  centers. 

(18)  Increase  funding  for  Title  XX  day  care  programs. 

(19)  Support  longitudinal  studies  to  determine  the  ef- 
fects of  maternal  employment  on  infants  and  young 
children. 

(20)  Public  funds  are  necessary  to  support  large  scale 
policy  oriented  studies  of  needs  and  strengths  of 
diverse  t5rpes  of  families.  These  should  include 
not  only  national,  regional,  and  survey  studies 
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but  more  detailed  multimethod  studies  of  family 
stress,  coping,  and  supports  in  a variety  of 
settings  and  populations.  Minority  researchers 
should  be  encouraged  to  participate  in  studies 
of  minority  issues. 


III.  Divorce 

(21)  Mandate  marital  counseling  as  a required  service 
at  comprehensive  community  mental  health  centers. 

(22)  Make  marital  counseling  a reimbursable  service  by 
third-party  payors  when  carried  out  by  certified 
therapists . 

(23)  The  American  Bar  Association  uniform  national  code 
on  divorce,  which  embodies  a "no-fault"  dissolution 
of  marriage  principle,  should  be  followed  in  all 
States . 

(24)  Provide  legal  aid  services  for  those  economically 
deprived  individuals  who  could  not  otherwise  afford 
a divorce. 

(25)  Ensure  that  spousal  support  be  awarded  fairly  and 
that  child  support  be  regularly  collected.  In 
cases  of  economic  need,  when  such  support  ceases, 
make  contingency  funds  rapidly  available  to  support 
the  deprived  parent  and  children. 

(26)  Provide  economic  support  to  such  mothers  (or 
fathers)  to  stay  home  with  their  children  during 
these  critical  times  if  they  choose  to  do  so,  and 
provide  general  support  services  as  well. 

Custody 

(27)  Assign  custody  in  terms  of  competence  of  the  parent 
and  living  circumstances,  with  no  bias  based  on  sex 
of  parent;  with  reasonably  competent  parents,  assure 
flexible  access  and  visitation  rights  to  children; 
encourage  continued  shared  responsibility  and  in- 
volvement in  decisionmaking  about  the  child  by  both 
parents. 

(28)  Have  courts  honor  the  decision  about  custody  made 
in  other  courts  in  order  to  eliminate  parental 
attempts  to  reopen  custody  cases  in  different  or 
more  favorable  jurisdictions. 
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IV.  Foster  Care 


(29)  Legislation  should  specify  that  parents  of  child- 
ren in  foster  care  should  receive  intense  rehabil- 
itative care.  Only  after  prolonged,  honest  efforts 
to  involve  the  parents  have  failed,  or  if  the  in- 
volvement of  the  parent  is  unequivocally  proven 
harmful  to  the  physical  or  mental  status  of  the 
child,  should  moves  be  taken  to  terminate  the 
rights  of  parents. 


Indian  Boarding  Schools 

(30)  Amend  the  Social  Security  Act  to  provide  direct 
funding  to  Indian  tribes  and  Alaska  Natives  for 
the  delivery  of  services,  with  support  for  tribal 
capacity  building  including  planning,  technical 
assistance,  and  training  of  tribal  personnel. 


General  Issues  in  Out-of-Home  Care  for  Children 

« 

(31)  At  the  Federal  level  coordinate  cross  agency  pro- 
graming, monitoring,  and  reporting  for  services 

to  children  and  families  provided  by  child  welfare, 
juvenile  justice,  mental  health,  mental  retardation, 
and  special  education  programs.  Encourage  the  de- 
velopment of  preventive  programs  that  will  reduce 
the  need  for  long  term,  permanent  placement  and 
that  will  help  restore  the  family’s  functioning 
capacities  as  quickly  as  possible. 

(32)  In  placing  children  in  out-of-home  care,  give 
preference  to  the  formal  placement  of  a child  in 
the  home  of  an  interested  relative  with  public 
reimbursement  available;  place  the  child  in  the 
least  restrictive  setting  and  within  reasonable 
proximity  to  his  family  or  home  community. 

(33)  At  the  time  of  placement  specify  the  rights,  obli- 
gations, and  responsibilities  of  both  the  parents 
and  the  agency;  review  semiannually  the  child’s 
progress  and  efforts  to  work  with  the  family,  and 
within  18  months  of  placement,  hold  a dispositional 
hearing  to  determine  whether  the  child  will  be 
returned  home,  referred  for  termination  of  parental 
rights,  and  subsequent  adoptive  placement,  or,  in 
special  cases,  placed  in  long  term  foster  care. 

(34)  Require  the  development  by  the  States  of  an  inte- 
grated data  collection  to  provide  data  to  State  and 
local  officials  on  the  status  of  children  in  their 
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care  and  at  the  national  level,  to  provide  data 
which  can  be  used  for  ensuring  compliance  with 
Federal  policies  and  programs. 


School  Age  Parents — Adolescent  Sexuality 

(35)  Make  early  parenthood  less  appealing  by  making 
adolescents  aware  of  aspects  of  adult  life  which 
might  be  impeded  by  needs  of  childrearing.  Pro- 
grams might  include: 

. providing  counseling  to  women  especially  about 
jobs  and  careers 

. increasing  employment  opportunities  among 
adolescent  girls  and  boys 

. increasing  challenge  and  relevancy  of  school 
curriculum 

^ . promoting  parenting  education  courses  with 

"hands  on"  experience  with  infants  to  learn 
realities  of  child  care 

(36)  Encourage  increased  use  of  contraceptives.  Pro- 
grams might  include: 

. Programs  in  sex  education  in  the  public  schools. 
The  endorsement  of  sex  education  does  not  imply 
the  teaching  or  encouragement  of  any  particular 
sexual  activity  or  attitude.  This  subject  like 
others  in  the  curriculum  is  value-laden  and  com- 
munities must  decide  on  approaches  which  are 
suitable  for  them.  Selection  of  teachers  might 
be  done  jointly  by  principals,  students,  and 
parents.  Candidates  from  all  departments  should 
be  considered,  based  on  ability  to  handle  affec- 
tive and  relationship  issues,  not  just  biologi- 
cal content. 

. Making  contraceptives  easily  available  through 
school  clinics,  generalized  adolescent  clinics 
(such  as  proposed  Youth  Family  Service  programs), 
in  addition  to  hospitals  and  specialized  family 
planning  clinics;  parental  consent  should  not  be 
required. 

(37)  Develop  special  family  planning  programs  for  groups 

with  special  needs  such  as:  mentally  ill,  emotion- 

ally disturbed,  mentally  retarded,  or  children  in 
juvenile  institutions. 
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(38)  Make  abortions  easily  available  as  a fall  back 
measure  and  last  resort  (without  parental  consent) . 
Provide  counseling  to  deal  with  emotional  problems 
associated  with  the  abortion  and  the  use  of  contra- 
ceptives. Make  abortions  available  to  poor  adoles- 
cents through  Medicaid  and  other  State  and  Federal 
Government  funds . 

(39)  Increase  interest  in  adoption  among  adolescent, 
unmarried  mothers  who  do  not  wish  to  utilize  abor- 
tion as  an  immediate  alternative  or  a decision  to 
be  made  later. 

(40)  Make  public  aware  of  adolescent  sexuality  and  • 
help  parents  to  deal  with  it. 

(41)  Increase  awareness  of  adolescent  pregnancy  poten- 
tial among  professionals  who  deal  with  relevant 
populations,  e.g.,  child  abuse  workers,  social 
workers,  visiting  and  public  health  nurses,  com- 
prehensive community  mental  health  center  and 
child  clinic  personnel. 

(42)  Provide  medical  programs,  specialized  adolescent 
obstetrical  services,  clinics  in  hospitals,  neigh- 
borhood health  centers,  special  schools,  mobile 
vans  for  rural  areas  to  improve  access,  extensive 
outreach  programs,  to  ensure  that  adolescents  re- 
ceive prenatal  care  through  involvement  of  school 
nurses,  counselors,  neighborhood  workers,  etc. 

(43)  Provide  counseling  in  schools  by  clinic  personnel, 
by  family  agencies,  by  comprehensive  community 
mental  health  centers,  etc.,  in  regard  to  abortion, 
adoption,  parenting,  living  arrangements,  marriages, 
etc . 

(44)  Provide  assistance  with  contraceptive  method  in 
years  after  delivery — not  leave  on  own  after  6-week 
checkup . 

(45)  Provide  counseling  about  educational  plans — options 
to  include  immediate  return  to  school  presuming  ade- 
quate arrangements  for  day  care,  full-time  mothering 
with  later  return  to  school  if  this  option  is  chosen; 
involve  the  young  mother  in  group  activities  around 
the  care  of  her  child. 

(46)  Strengthen  natural  support  systems;  encourage  young 
mother  and  child  to  stay  in  a family  situation  by 
structuring  income  maintenance  systems  to  discourage 
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establishing  independent  households  before  mother- 
child  can  manage;  encourage  grandmother  to  assist 
in  carrying  for  new  family  unless  that  home  is 
unsuitable  for  some  reason. 

(47)  Provide  flexible  school  programs  for  young  mothers; 
provide  counseling  and  long  term  follow-up  for 
social  and  medical  problems;  involve  putative 
fathers  as  appropriate;  and  involve  grandparents 
as  appropriate. 


Families  Caring  for  Handicapped  Persons 

(48)  Provide  support.  Recognize  that  families  caring 
for  handicapped  persons  have  additional  expenses. 

A policy  such  as  the  Constant  Attendance  Allowance 
of  Great  Britain,  based  not  on  means  testing  but 
on  the  determination  of  handicap,  is  desirable. 

(49)  Recognize  that  families  caring  for  handicapped  per- 
sons need  short  term  relief  to  maintain  their  phys- 
ical and  social  well-being;  and  designate  for  short 
term  care  a percentage  of  beds  in  existing  long  term 
nursing  homes,  hostels,  and  other  institutions. 

Mentally  Handicapped  Family  Members 

(50)  Develop  effective  working  alliances  between  family 
and  professionals  with  mutual  respect  and  trust. 

(51)  Provide,  through  outpatient  mental  health  clinics 
and  private  psychotherapists,  an  educational  pro- 
gram for  parents  (or  caregivers)  that  will  prepare 
them  for  their  roles.  This  should  include: 

. an  understanding  of  the  nature  of  the  disease, 
its  prognosis,  medical  treatment,  etc. 

. an  understanding  of  the  experiential  side  of 
the  illness  as  it  is  known  by  the  ill  person. 

How  does  the  world  appear  to  him/her? 

. management  techniques  useful  to  the  caregiver 
when  the  patient’s  behavior  is  highly  erratic 
and  difficult. 

. rehabilitative  know-how  to  help  the  patient 
recover  and  maximum  social  and  cognitive 
effectiveness . 
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(52)  Provide  crisis  teams  to  go  to  the  home  during 
times  of  severe  disturbance,  when  family  skills 
are  no  longer  adequate  to  the  demands. 

(53)  Provide  other  allied  services  where  needed:  visit- 

ing nurse/social  worker  to  check  on  medicines,  man- 
agement, etc.;  housekeeping  if  mother  is  overwhelmed 
by  requirements  of  patient;  temporary  shelter,  res- 
pite care,  so  families  can  get  relief  through  rec- 
reation and  vacation. 

(54)  Provide  psychotherapy  to  family  members  if  they 
need  special  help  in  coping  with  disorganizing 
emotional  reactions  to  the  illness. 

(55)  Develop  a nationwide,  broadbased  association  of 
schizophrenic  patients  and  their  families  to  be 
organized  and  run  to  accomplish  the  following: 

Education 

Social  action  in  behalf  of  patient  and  family 

Mutual  support  and  assistance  on  a person-to- 
person  basis 

Recognition  of  this  organization  as  an  impor- 
tant adjunct.  Routine  referral  by  the  involved 
professionals  of  patients  and  families  to  this 
organization 

Research 

(56)  Extensive  research  into  the  nature  of  the  day-by- 
day coping  of  these  families:  What  aspects  of 

patient’s  behavior  present  most  problem?  What 
meanings  do  S3nnptoms  have  to  caretakers?  What 
strengths  and  personal  resources  enhance  coping 
ability? 

(57)  Research  and  development  of  management  techniques 
specific  to  the  symptomatic  behavior  of  schizo- 
phrenics . 

(58)  Research  and  development  of  specific  retraining 
techniques  for  rehabilitating  social  and  cognitive 
functioning. 

(59)  Continued  research  on  the  biochemical  basis  of  the 
illness — leaving  no  leads  unexplored — metabolic, 
nutritional,  ecological,  etc. 
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Family  Violence 


Initiate  active  case  identification  and  reporting 
systems . 


(60) 

(61)  Provide  emergency  shelter  and  protection  for  abused 
women  and  their  children,  including  emergency  funds 
for  food  and  clothing  for  both  women  and  children, 
and  extended  residence  facilities  so  that  abused 
women  and  their  children  can  reorganize  their 
lives . 

(62)  Provide  adequate  and  nonsexist  mental  health  serv- 
ices for  abused  women  and  their  children. 

(63)  Provide  crisis  training  for  law  enforcement  agen- 
cies intervening  in  domestic  disputes,  and  staff 
these  agencies  properly. 

(64)  Revise  existing  State  law  and  criminal  justice 
procedures  and  practices  so  that  the  victim  of  do- 
mestic violence  who  files  a complaint  is  given  im- 
mediate assistance  and  protection  for  herself  and 
her  children  as  well  as  accurate  information  about 
her  options  regarding  legal  action;  provide  legal 
aid  services  for  victims  of  domestic  violence. 

(65)  Fund  only  those  alcohol  and  child  abuse  programs 
that  provide  adequate  attention  and  services  for 
the  wives  and  mothers  in  these  families. 

(66)  Coordinate  Federal,  State,  and  local  programs 
designed  to  identify,  treat,  and  prevent  domestic 
violence;  develop  a clearinghouse  to  collect  and 
disseminate  information  about  domestic  violence. 


Parenting 

(67)  Encourage  local  communities  to  utilize  all  avail- 
able private  resources  in  conjunction  with  public 
funds  such  as  Title  XX  to  set  up  neighborhood 
based,  around-the-clock  parenting  guidance  centers. 
Volunteers  should  be  encouraged  to  serve. 

(68)  Require  community  mental  health  centers  to  offer 
emergency  services  on  a 24-hour  basis  for  parents 
in  crisis  as  well  as  regular  marital  and  family 
counseling  services. 

(69)  Give  priority  in  community  mental  health  centers 

to  the  training  of  professionals,  paraprof essionals, 
and  volunteers  to  work  with  distressed  parents. 
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(70)  Beginning  with  junior  high  school,  offer  courses  in 
family  life  education  specifically  including  child 
development;  give  school  credit  for  elective  time 
spent  in  supervised  work  in  nurseries  and  day  care 
centers . 

(71)  Include  in  all  publicly  supported  mental  health  serv- 
ices family  oriented  counseling,  therapy,  education, 
and  related  activities. 


V.  Research 
Policy  Studies 

(72)  Establish  six  mental  health  policy  study  centers 
in  universities  or  in  independent  policy  research 
organizations,  with  each  center  accepting  respon- 
sibility for  accomplishing  the  work  described  above 
with  respect  to  some  salient  mental  health  problem 
and  for  communicating  the  results  of  its  work  to 
mental  health  policymakers  at  local.  State,  and 
national  levels. 


Social  Indicators  on  Children  and  Families 


(73)  Better  cooperation  and  coordination  among  the 
Federal  statistical  agencies  should  lead  to  more 
thorough  and  sophisticated  collection  and  analyses 
of  the  data  that  relate  to  children  and  families 
as  well  as  to  timely,  interpretive  reports  of  the 
findings  of  such  analyses. 

(74)  The  appropriate  government  agencies  should  conduct 
or  sponsor  replications  of  the  major  baselines 
they  undertake.  The  replication  of  important 
Federal  surveys  relating  to  children,  such  as  the 
comprehensive  nationwide  study  on  child  care  ar- 
rangements (see  Waldman  and  Whitmore  1974),  would 
allow  for  the  measurement  and  analysis  of  change 
over  time  in  the  characteristics,  settings,  and 
services  of  America’s  children. 

(75)  We  therefore  recommend  that  adequate  safeguards  for 
accuracy  and  personal  privacy  be  included  in  all 
data  collection  activities  and  that,  whenever 
practicable,  data  be  collected  and  maintained  in  a 
form  that  does  not  identify  particular  children  or 
families . 
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(76)  A national  research  data  center  for  families  and 
children  and  a network  of  regional  centers  around 
the  country  that  would  work  cooperatively  to  per- 
form independent  data  studies,  reassess  government 
findings,  and  disseminate  findings  to  the  public. 
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I.  INTRODUCTION 


The  future  of  any  society  depends  on  the  rearing  of  healthy,  competent, 
and  caring  members.  There  is  still  consensus  that  the  families  of  America 
are  being  equipped  to  fulfill  this  crucial  societal  function. 

Recently,  there  has  been  increasing  recognition  of  the  highly  signifi- 
cant role  families  can  fulfill  in  developing,  n;iaintaining,  or  restoring  the 
mental  health  of  their  members.  For  a long  time,  the  mental  health  functions 
of  families  have  been  most  clearly  seen  in  relation  to  the  support,  guidance, 
and  socialization  of  children.  In  spite  of  competing  influences  such  as  the 
peer  group  and  mass  media,  it  has  been  persistently  demonstrated  that  the 
family  is  the  primary  source  of  a child’s  basic  sense  of  self-worth,  values, 
and  attitudes  (Lasch  1977).  This  aspect  of  family  life  is  vitally  important. 

However,  it  should  also  be  emphasized  that  families  are  an  equally  im- 
portant mental  health  resource  for  members  of  all  ages  who  are  trying  to  cope 
with  the  demands  and  stresses  of  living.  The  mental  health  role  of  the  fam- 
ily across  the  life  span  has  been  less  appreciated  than  its  role  in  child 
rearing.  For  example,  societal  pressures  and  planning  have  often  made  it 
easier  to  extrude  than  to  include  troublesome  adolescents  or  elderly  members. 
Furthermore,  there  has  been  an  underestimation  of  the  stresses  and  strains 
experienced  by  the  adult  members  of  families  in  their  midlife  years  (Brim 
1977). 

For  all  of  these  reasons,  there  is  a need  for  realistic  social  planning, 
in  both  public  and  private  sectors,  to  strengthen  the  natural  support  struc- 
tures of  families  and  to  provide  families  with  readily  available  supplemental 
services.  At  present,  massive  government  expenditures  are  made  for  fragmented 
and  expensive  programs  that  represent  attempts  to  create  substitutes  for  the 
family  in  response  to  problems  such  as  mental  illness,  alcoholism,  drug  addic- 
tion, delinquency,  and  care  of  the  elderly,  and,  at  present,  the  private  sec- 
tor has  not  fully  recognized  its  responsibility  for  keeping  families  strong. 

In  organizing  the  studies  of  the  President’s  Commission  on  Mental  Health, 
it  was  decided  to  underscore  a life  span  view  of  mental  health  and  American 
families  by  creating  a single  Task  Panel  on  Families  with  interrelated  Sub- 
Task  Panels  on  the  developmental  periods  of  childhood,  adolescence,  midlife, 
and  the  elderly.  There  are  specific  mental  health  issues  that  need  to  be 
highlighted  for  each  of  these  developmental  epochs.  Nevertheless,  it  is  hoped 
that  meeting  individual  needs  in  the  context  of  the  family  unit,  in  all  of  its 
variety,  will  be  recognized  as  a way  of  strengthening  a major  resource  for  the 
promotion  of  mental  health  in  America. 
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II.  SOCIAL  CHANGE 


The  past  several  decades  have  seen  major  changes  occur  in  our  society, 
and  especially  in  the  structure  of  the  family.  For  some  observers,  the 
changes  are  a source  of  alarm.  Grave  fears  for  the  future  of  the  American 
family  have  been  expressed  (Goode  1971) . One  scholar  concludes  that  "the 
American  family  is  falling  apart"  (Bronfenbrenner  1974) . For  other  observers, 
the  changes,  seen  in  historical  perspective,  demonstrate  the  vitality  and 
adaptability  of  the  family  as  a social  institution.  One  scholar  with  this 
perspective  concludes  that  "the  American  family  is  here  to  stay"  (Bane  1976). 

Systematic  research  into  patterns  and  functioning  of  contemporary  fami- 
lies has  become  a lively  new  area  of  inquiry  for  historians,  economists,  po- 
litical scientists,  psychologists,  and  other  scientists  and  scholars.  In  the 
past  few  years,  scholars,  political  leaders,  and  citizens  have  called  for  a 
critical  review  of  government  policies  to  assess  their  impact  on  families; 
efforts  are  underway  to  develop  techniques  to  make  such  a review  possible. 

In  the  past,  public  policies  in  many  domains  have  been  based  on  an  assumption 
of  family  autonomy.  Barring  disastrous  economic  or  health  crises  and  the 
neglect  or  abuse  of  children  and  dependent  old  people,  it  was  expected  that 
families  should  and  would  care  for  their  own  without  public  intervention  or 
support.  While,  in  fact,  government  policies  have  always  and  inevitably  af- 
fected families  and  intruded  into  family  life  (through  conscription,  taxation, 
compulsory  education.  Medicare  and  Medicaid,  Social  Security,  etc.),  there 
appears  to  be  emerging  a new  national  debate  on  the  relationship  between  the 
family  and  the  State,  with  an  apparent  willingness  to  reexamine  basic  assump- 
tions and  make  explicit  heretofore  tacit  values  and  objectives.  An  important 
emphasis  in  the  debate  is  on  the  possibility  that  families  are  a neglected 
resource  in  defining  and  achieving  important  national  purposes,  including  the 
enhancement  of  mental  health  of  all  citizens. 

The  heightened  awareness  of  the  family  as  a resource  to  be  protected  and 
nurtured  in  the  service  of  the  common  good  comes  at  a time  when  the  family 
itself  is  undergoing  substantial  changes.  Whether  the  American  family  is 
falling  apart  or  is  here  to  stay  is  debatable;  that  it  is  undergoing  profound 
changes  in  structure,  roles,  and  functions  is  beyond  question.  Here  are  some 
indicators  of  these  changes: 

...Family  patterns  are  changing,  with  uncertain  consequences.  Two-fifths 
of  marriages  in  the  United  States  end  in  divorce  and  the  divorce  rate  is 
increasing.  Unknown  numbers  of  marriages  are  dissolved  by  desertion. 

The  number  of  single-parent  families,  mostly  poor  and  headed  by  women,  is 
increasing  rapidly.  In  1975,  one  in  every  six  children  under  eighteen 
was  living  in  a single-parent  family,  a percentage  double  that  of  1950. 
Today,  one  quarter  of  all  school-aged  children  do  not  live  with  their 
biological  fathers,  and  many  divorced  fathers  are  not  providing  financial 
support  to  their  children. 

. . .Adults  are  increasingly  unavailable  to  children.  Since  1950,  the  pro- 
portion of  mothers  with  school-age  children  working  outside  the  home  has 
doubled  (from  26  percent  to  51  percent),  and  the  number  of  working  mothers 
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with  preschool  children  has  tripled  (from  11  percent  to  37  percent). 

There  are  innumerable  "latch-key"  children,  with  no  adults  to  care  for 
them  for  much  of  the  day. 

...The  number  of  children  born  to  unmarried  parents  is  increasing.  In 
1960,  about  1 out  of  every  20  women  giving  birth  was  not  married.  Today 
the  ratio  is  about  one  out  of  every  eight.  Most  of  these  mothers  are 
but  children  themselves,  and  their  babies  are  frequently  small  and  frail. 

...The  health  of  our  children  is  not  good.  The  infant  mortality  rate 
in  the  United  States  is  scandalously  high.  Among  42  nations  having  com- 
parable data,  we  are  17th,  with  a rate  twice  as  high  as  Sweden’s.  One- 
third  of  our  children  have  insufficient  immunizations.  Malnutrition  is 
all  too  common. 

...The  incidence  of  child  abuse  is  apparently  increasing.  Suicide  among 
teenagers  is  increasing.  Juvenile  delinquency  is  rising  at  an  unprece- 
dented rate;  since  1960,  the  rate  of  juvenile  arrests  for  serious  crimes 
has  more  than  tripled. 

...The  decrease  in  the  birth  rate  and  the  increase  in  longevity  are 
changing  the  course  of  life,  especially  for  women,  by  dramatically  reduc- 
ing the  percentage  of  time  in  adult  life  that  is  spent  caring  for  children 

...The  feminist  movement  is  dramatically  altering  roles  of  women  espe- 
cially, and  of  men  as  well,  both  at  home,  at  work,  and  in  the  community, 
with  as  yet  unclear  implications  for  the  rearing  of  children. 

...Finally,  industrialization,  urbanization,  and  technological  change 
continue  to  transform  the  circumstance  of  home,  neighborhood,  and  commu- 
nity, leading  (some  observers  believe)  to  increased  alienation  and  anomie, 
to  intergenerational  conflict,  and  to  diminished  importance  of  kinship 
networks . 

Some  observers,  reflecting  on  the  changes  described  above,  doubt  that 
families  have  a future.  They  are  ready  to  write  the  family  off  as  the  primary 
unit  of  social  organization.  This  task  panel  does  not  share  these  pessimistic 
views.  The  family  evolves  just  as  other  social  institutions  do.  Family  forms 
began  to  change  in  the  late  19th  century,  and  the  changes  were  viewed  with 
alarm  then  as  today  (Lasch  1970).  The  family  adapts  to  change,  to  new  demands 
made  upon  it,  and  this  is  a sign  of  vitality,  not  of  incapacity.  Thus  new 
patterns  of  family  life  are  emerging,  and  it  is  hard  to  say,  in  our  time,  what 
our  ideal  family  is.  We  believe  that  what  is  probably  best  is  to  have  a car- 
ing mother  and  father  who  enjoy  their  children  and  spend  time  willingly  to 
help  them  grow  up.  But  many  married  mothers  and  fathers  face  demands  on  their 
time  that  draw  them  away  from  their  children,  while  many  single  parents,  women 
and  men,  are  doing  a good  job,  often  against  heavy  odds,  in  rearing  their 
children.  There  is  much  evidence  from  both  here  and  abroad  that  many  kinds  of 
families  are  functioning  well;  they  are  caring  for  their  own  in  responsible 
ways.  The  panel  is  impressed  by  the  durability  of  the  family,  by  its  tenacity 
and  adaptability,  and  by  its  extraordinary  ability  to  cope,  given  a decent 
chance. 
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The  current  efforts  to  appraise  objectively  the  status  and  potential  of 
contemporary  families  are  exciting  and  healthy  endeavors.  Strengths  of  the 
family,  as  well  as  its  weaknesses  and  vulnerabilities,  need  to  be  assessed. 
Enlightened  social  policy  must  take  current  realities  into  account  and  foster 
strengths  as  well  as  given  appropriate  supports  to  families,  with  a minimum 
of  intrusion  into  family  privacy. 

The  time  seems  right  for  new  initiatives  on  behalf  of  children  and  fam- 
ilies. The  past  few  years  have  seen  unparalleled  public  and  private  interest 
in  families.  There  is  a substantial  and  growing  knowledge  base  on  which  to 
base  policy  decisions.  Agencies  in  all  branches  of  government  are  receptive 
to  ways  to  make  policies  responsive  to  the  needs  of  families.  This  is  partic- 
ularly true  for  those  families  where  there  are  clear,  unmet  needs.  These  in- 
clude families  in  poverty;  families  with  mentally  or  physically  disabled  mem- 
bers; children  without  permanent  homes;  and  children  whose  homes  are  demon- 
strably unsuitable  because  of  gross  neglect,  physical  or  emotional  abuse; 
and  families  in  crisis. 
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III.  STATEMENT  OF  PRINCIPLES 


Underlying  all  of  the  recommendations  made  in  the  task  panel  report, 
there  are  principles  that  reflect  a set  of  values.  These  values  affirm: 

...The  viability  and  primacy  of  families,  regardless  of  specific  struc- 
ture, as  the  basic  units  of  our  society  and  a major  mental  health  re- 
source, and  the  need  to  respect  family  forms  in  all  of  their  diversity. 

. . .A  commitment  to  policies  in  all  levels  of  government  that  are  sensi- 
tive to  the  well-being  of  families  as  well  as  of  individuals,  in  pref- 
erence to  "a  single  national  family  policy"  that  is  too  narrowly 
construed. 

...The  desirability  of  providing  services,  especially  for  children,  on 
a universal  basis  and  without  a means  test. 

...The  desirability  of  government  policies  that  strengthen  families  and 
maintain  family  intactness  as  a primary  goal,  that  encourage  natural 
supports  for  families  to  the  fullest  possible  extent  before  going  on  to 
intrusive  interventions. 

...The  importance  of  giving  parents  appropriate  influence  in  decision- 
making about  their  children  and  in  the  policies  and  operating  programs 
of  social  institutions  that  support,  supplement,  or  substitute  for 
families . 

...The  importance  of  structural  support  at  an  adequate  level  for  all 
families,  i.e.,  employment,  education,  health,  housing,  and  respectful 
acceptance  of  individuals  as  valued  members  of  our  society. 

...The  importance  of  preventive  policies  in  order  to  reduce  human  suffer- 
ing as  well  as  reduce  costs  of  later  remedial  care. 

. . .A  belief  in  the  resiliency  of  people  throughout  the  life  span,  and  in 
the  reversibility  of  early  damaging  experiences,  and  thus  in  the  impor- 
tance of  eliminating  undue  stresses  through  the  life  span,  and  providing 
experiences  that  will  moderate  or  reverse  prior  harmful  effects. 

...The  importance  of  striking  a creative  balance  between  centralization 
of  family  relevant  programs  (to  ensure  adequate  planning,  quality  control, 
and  accountability)  and  local  autonomy  (to  ensure  local  initiatives,  in- 
ventiveness, and  commitment  and  to  thus  gain  acceptance  among  our  diverse 
populations) . 

. . .A  preference  for  a mixed  strategy  in  providing  resources  to  parents 
to  use  at  their  discretion  to  purchase  services  (income  supports,  vouch- 
ers, etc.)  and  the  direct  provision  of  service  by  governments,  assuming 
a finite  amount  of  money  to  spend.  Direct  services  provided  by  the 
government  should  meet  needs  of  special  groups,  set  standards  through 
model  programs,  encourage  invention,  and  provide  a yardstick  for  costs 
of  services. 
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...A  recognition  that  resources  are  finite  and  that  choices  must  be 
made  among  policy  options.  It  is  not  economically  feasible  to  support 
all  options,  nor  to  provide  income  supports  and  a full  array  of  govern- 
ment supported  services. 

Regarding  this  last  point,  the  Task  Panel  has  neither  the  time  nor  the 
capability  to  assess  the  costs  of  the  proposals  that  follow,  nor  to  put  them 
in  priority  order,  except  to  say,  as  we  do  below,  that  some  programs  seem 
especially  important.  The  options  cited  are  thus  not  constrained  by  costs. 

But  this  does  not  mean  that  they  are  unsound  or  unrealistic.  It  does  mean 
that  we  regard  them  as  desirable,  as  items  to  be  considered  in  an  overall  men- 
tal health  policy  that  has  to  reflect  both  the  interrelationships  of  specific 
programs  and  overall  costs. 

It  should  perhaps  be  added  that  the  Panel  understands  "options"  to  be 
different  from  "recommendations."  Options  are  statements  of  reasonable  things 
to  do  in  the  interest  of  mental  health  from  the  perspective  of  this  particular 
Panel;  recommendations  should  be  statements  of  what  should  be  done  on  the 
b,asis  of  all  options  presented  by  all  panels,  from  the  perspective  of  the  Com- 
mission. The  Panel  presents  (four)  recommendations  for  consideration  by  the 
Commission. 

The  wide  array  of  options  presented  by  the  Panel  reflects  a tacit  assump- 
tion about  the  proper  relationship  between  governments,  families,  and  children: 
If  families  and  children  have  important  needs  that  are  not  being  met,  the 
solution  is  to  develop  a governmental  program  to  meet  the  need.  Not  suffi- 
ciently explored  by  the  panel  is  the  possibility  that,  in  cases  of  evident 
deprivationj  the  government  might  make  available  to  deprived  families  the  re- 
sources required  to  choose  among  available  options,  to  purchase  services  on 
an  open  market,  in  sum,  to  exercise  the  same  minimum  options  as  those  fami- 
lies that  are  not  deprived  according  to  official  standards  of  poverty. 
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IV.  OVERVIEW  OF  FEDERAL  POLICIES  AFFECTING  FAMILIES 


Substantial  Federal  subsidies  provide  for  a variety  of  resources  and 
services  that  are  needed  by  individuals  and  occasionally  by  families,  such 
as  families  with  dependent  children.  These  activities  are  administered 
through  268  programs  in  17  Federal  departments  or  agencies  (as  listed  in  the 
Catalog  of  Federal  Domestic  Assistance).  There  is  a bewildering  array  of 
programs  and  provisions  that  affect  families,  often  in  contradictory  ways. 

For  example,  despite  an  avowed  public  interest  in  maintaining  intact  families, 
tax  and  income  transfer  programs  tend  to  contain  incentives  for  families  to 
split  up  or  for  people  not  to  marry.  Federal  programs  are  not  coordinated 
and  State  and  local  programs  reflect  the  disarray.  Several  different  pro- 
grams may  be  directed  at  the  same  needs.  Families  that  have  a range  of  needs 
must  deal  with  a number  of  different  agencies  and  many  service  providers.  A 
sample  of  Federal  programs  affecting  families  is  shown  in  the  following  charts. 
Only  HEW  programs  are  included.  In  fact,  all  departments  of  the  Federal 
government  have  programs  that  affect  families  and  children. 

Scrutiny  of  these  Federal  programs  suggests  that  the  development  of 
Federal  policies  affecting  families  over  the  next  decade  should  have  five 
major  goals: 

1.  Expanding  or  reducing  programs  when  necessary,  and  improving  their 
administration,  so  that  the  objectives  of  existing  legislation  are  indeed  met 
and  eligible  populations  served,  with  a new  sensitivity  to  the  effects  of 
government  programs  on  families.  This  goal  is  most  important  in  the  areas  of 
welfare  and  health  care,  including  family  planning. 

2.  Continuing  an  emphasis  on  enabling  parents  to  do  their  job  well,  on 
providing  services  to  children  and  young  people  through  their  families  when 
feasible.  The  traditional  role  of  government  in  providing  universal  educa- 
tional services  should  be  continued  and  strengthened  and  it  should  be  extended 
to  include  health  services  for  children,  and  possibly  to  child  care  and  other 
services  required  in  special  circumstances. 

3.  Developing  procedures  for  assessing  the  direct  and  indirect  impacts 
of  government  action  on  children  and  families.  These  assessments  should  then 
be  used  to  minimize  harmful  effects  of  policies  on  families. 

4.  Moving  as  rapidly  as  feasible  toward  a universal  system  of  entitle- 
ments to  services  and  the  removal  of  special  eligibility  certifications,  in 
order  to  remove  the  economic  advantages  of  poverty  status,  to  remove  stigma- 
tization from  the  use  of  public  services,  to  reduce  the  need  for  certifying 
bureaus,  and  to  enhance  the  autonomy  of  families. 

5.  Providing  jobs  and  income  supports  for  families  in  poverty  to  enable 
them  to  exercise  maximum  choice  in  the  purchase  of  services  they  desire  and 
can  afford,  as  do  families  not  in  poverty. 
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Selected  HEW  Programs 
with  Important  Features 

(Informetion  from  1977  Catalog  of  Federal  Domestic  Assistance) 


Program  & Catalogue  Number 

Budget 
Obligations 
FY  1976 

Need  Served 

Clients 

Medicaid  13.714 

8.3B 

Payment  for  medi- 
cal services 

Low  income  & medically 
needy.  24.7  million  en- 
rolled 1976  (states  de- 
fine eligibility) 

Public  Assistance  - 
Maintenance  Assistance 
13.761 

5.8B 

Cash  assistance 

Needy  families  with  depen- 
dent children  (states  de- 
fine eligibility 

Educationally  Deprived 
Children 

Handicapped 

LEA  formula  grants 

Migrants 

Institutions 

95. 9M 
1.6B 
97. IM 
27. 3M 

Education 

Children  in. low  income 
areas 

Social  Services  for  Low 
Income  and  Public  Assis- 
tance Recipients  13.771 

2.2B 

Social  services 
for  specified 
purposes 

AFDC  recipients  and  other 
low  income  families 

Child  Development  - 
Head  Start  13.600 

432. 6M 

Comprehensive 
educational  & 
other  services 

Children  3-5,  90%  must  come 
from  low  income  families 
350,000  children  served 
1976 

Maternal  & Child 
Health  Services  13.232 

219  M 

Prenatal,  infant 
& child  care, 
family  planning 

Mothers,  infants  4 chil- 
ren  in  need  of  health 
care.  2.0  million  women 
& 1.9  million  children 
served  1976 

Community  Health  Centers 
13.224 

197  M 

Health  Care 

"Medically  underserved 
areas"  164  centers  served 
2.0  million  1976 

Community  Mental  Health 
Centers — 

52  M 

Comprehensive 
mental  health 
services 

Geographical  areas , under 
state  plans:  539  staffing 

grants  1976 

Staffing  & Construction 
Comprehensive  Service 
Support  13.240 
13.295 

135  M 

Work  Incentives  Program 
13.748 

113. 8M 

Child  care  i work 
supportive  ser- 
vices 

AFDC  recipients 
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Selected  HEW  Programs 


Program 

Budget 
Obligations 
FY  1976 

Need  Served 

Clients 

Child  Support  Enforcement 
13.679 

96. 7M 

States,  for  help  in  col- 
lecting child  support 

Family  Planning  Projects 
13.217 

95 

M 

Family  planning 

Persons  who  need  services 
but  don't  have  access; 

2.6  million  served  1976 

Cripple.d  Children’s  Services 
13.211 

77 

M 

Health  care 

All  in  need:  560,000  chil- 

dren served  1976 

Drug  Abuse  Community  Service 
Programs  13.235 

56. 6M 

Treatment  of 
drug  addiction 

Drug  addicts.  102,000 
treatment  slots  1976 

Alcohol  Formula  Grants 
13.257 

55. 5M 

Alcoholism  pre- 
vention and 
treatment 

All  in  need 

Child  Welfare  Services 
13.707 

52. 5H 

Preventive  & pro- 
tective services 
for  neglect, 
abuse,  exploita- 
tion & delin- 
quency of 
children 

Families  & children  in 
need;  estimated  215,000 
children  served  1977 

Drug  Abuse  Prevention 
Formula  Grants  13.269 

35  M 

Prevention  of 
drug  abuse 

Those  in  need  of  programs: 
56  grants  to  states  & 
territories  1976 

Developmental  Disabilities 
Basic  Support  & 

Special  Projects 
13.630  & 632 

30. 9M 
13. IM 

Comprehensive 

services 

Persons  with  disabilities 
arising  from  mental  retar- 
dation, cerebral  palsy, 
epilepsy  & atuism.  Estima- 
ted 100,000  served  in  1977 

Mental  Health — Children’s 
Services  259 

25. 9M 

Mental  health 
services 

Children  & families  in 
service  areas  of  community 
mental  health  centers 

Child  Development — Child 
Abuse  & Neglect  Prevention 
& Treatment  13.628 

17. 9M 

Prevention  & 
treatment  of 
child  abuse 

Children  & families  .37 
demonstration  grants  1976 

Runaway  Youth  13.623 

6.7M 

Housing  & coun- 
seling for 
runaways 

Runaway  youth  & their 
families.  39,000  youth 
served  1576 
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V.  DIVERSITY  AND  PLURALISM  IN  AMERICAN  FAMILY  TYPES 


The  richness  of  the  American  heritage  and  the  diversity  that  typifies 
American  families  have  just  begun  to  be  recognized  and  appreciated.  No  typi- 
cal or  ideal  family  exists.  The  popular  myth  of  the  "traditional"  nuclear 
family  with  working  father,  homemaking  mother,  and  dependent  children  is  still 
model  in  media  portrayals  and  still  shapes  much  of  our  societal  policy.  Fam- 
ilies that  vary  from  this  idealized  family  image  (such  as  families  with  both 
parents  working  or  single-parent  families)  may  experience  stigma  and  may  en- 
counter government  policies  that  are  punitive  in  effect. 

One  of  the  important  functions  performed  by  families  in  our  society  is 
that  of  protection.  Families  serve  as  buffering  mechanisms  between  their  mem- 
bers and  the  larger  society.  In  their  roles  as  advocates,  stabilizers,  and 
defenders  of  individuals  confronted  with  societal  forces  which  are,  at  times, 
overwhelming,  families  make  substantial  contributions  to  the  maintenance  of 
personal  mental  health. 

In  spite  of  historic  deprivation,  discrimination,  and  their  concomitants 
in  our  society,  many  minority  families  continue  to  produce  creative,  produc- 
tive, stable  individuals.  Minority  families  have  nurtured  and  maintained 
their  members  through  centuries  of  societal  indifference  if  not  outright 
hostility  toward  their  welfare.  Such  successful  families  represent  prototypes 
of  effective  family  systems  in  their  performance  of  mental  health  maintenance 
functions.  Minority  families  have  made  extensive  use  of  the  supports  of  in- 
formal networks  of  kin  and  neighbors.  The  importance  and  strength  of  these 
community  and  kinship  ties  has  just  begun  to  be  recognized  as  a major  coping 
strategy  (Hill  1977) . Paradoxically,  minority  families  have  received  very 
little  credit  for  the  admirable  job  done  in  this  sphere.  Conceptual  narrow- 
ness, negativisms,  and  oversights  in  scientific  research  continue  to  retard 
recognition  of  the  skill  and  dedication  with  which  minority  families  can  mar- 
shal limited  resources  to  maintain  positive  mental  health  in  the  minority 
community.  Some  efforts  are  now  being  made  to  study  ways  in  which  these  in- 
formal networks  can  be  strengthened  and  how  some  of  their  coping  skills  can 
be  utilized  by  the  majority  culture  as  well. 

However,  there  are  limits  to  mere  coping.  Research  has  for  several 
years  suggested  the  importance  of  income  and  jobs  to  families.  , Unemployment 
is  highly  correlated  with  family  breakup,  child  abuse,  mental  illness,  and 
other  family  problems.  Many  minority  families  suffer  from  chronic  unemploy- 
ment or  continuing  poverty  because  of  erratic  job  patterns  and  low  wages  that 
are  the  result  of  discriminatory  hiring  and  promotion  practices.  Since  the 
Depression  and  the  New  Deal,  unemployment  has  been  considered  by  many  to  be 
the  most  serious  problem  that  a family  can  face.  Clearly  what  many  minority 
families  need  most  are  structural  supports  in  the  form  of  jobs,  adequate  in- 
comes, quality  housing,  quality  education,  and  equality  of  opportunity.  Un- 
til such  structural  supports  are  widely  available,  assured  maintenance  of 
positive  mental  health  in  deprived  minority  communities  will  continue  to  be 
problematic,  for,  as  we  have  seen,  emotional  support,  no  matter  how  plentiful, 
has  limitations  in  the  face  of  the  burdens  of  socioeconomic  stress. 
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Options 


(1)  Have  U.S.  Census  Bureau  provide  detailed  ethnic 
breakdown  in  its  data  collection.  The  white/non- 
white division  is  unsatisfactory.  Details  in  eth- 
nic categories  are  needed  to  give  meaningful  data 
on  diverse  American  families. 

(2)  Have  U.S.  Census  Bureau  redefine  families  and  col- 
lect data  on  the  basis  of  differentiated  and  inclu 
sive  definitions  that  reflect  the  diversity  and 
pluralism  of  American  families,  as  well  as  the 
functions  of  kinship  networks. 

(3)  Deal  evenhandedly  with  two-parent  families,  single 
parent  families,  migrant  families,  minority  fami- 
lies, and  other  family  forms. 


574 


VI.  INCOME  SUPPORT,  EMPLOYMENT  AND  WELFARE  REFORM 


Families  in  Society  and  in  the  Economy 

The  mental  health  of  families  and  family  members  is  strongly  influenced 
by  the  larger  society  and  the  state  of  the  economy  in  which  they  live.  Al- 
though there  have  always  been  exceptional  families  which  function  well  and 
raise  healthy  children  in  spite  of  poverty  and  unemployment,  family  mental 
health  ordinarily  requires  a basic  level  of  economic  security.  Required  for 
all  families  is  the  opportunity  to  make  a productive  contribution  to  the 
society  on  the  basis  of  which  they  can  support  dependent  family  members.  A 
sense  of  self-worth,  so  hard  to  develop  when  the  labor  market  denies  it,  lies 
behind  satisfactory  family  life  and  good  child  rearing  practices.  Families, 
in  short,  need  income  and  jobs — a claim  which  is,  we  believe,  backed  up  by 
ample  empirical  clinical  evidence. 

The  Panel  on  the  family  lacks  the  expertise  to  make  recommendations  on 
employment  or  income  policy.  We  are,  however,  cognizant  of  the  importance 
of  these  areas  in  the  mental  health  of  children  and  families.  We  offer  gen- 
eral support,  therefore,  to  efforts  to  develop  policies  which  work  toward 
full  employment,  toward  employment  opportunities  for  disadvantaged  groups, 
and  toward  reform  of  welfare  programs  to  provide  basic  income  security  to 
needy  families.  Without  these  policy  efforts,  mental  health  programs,  how- 
ever well  conceived,  are  not  likely  to  be  successful. 
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VII.  SINGLE  PARENT  FAMILIES 


In  recent  years  the  number  of  single  parent  families  has  increased. 

The  single  parent  family  should  be  viewed  and  treated  as  another  of  several 
typical  family  forms.  At  present,  more  than  one-sixth  of  all  children  in 
America  live  in  single  parent  families.  The  figure  represents  nearly  a 
doubling  of  the  number  of  such  families  in  1950. 

A large  proportion  of  children  over  the  centuries  have  experienced  loss 
of  a parent  sometime  during  childhood  through  death,  divorce,  or  desertion. 
Between  1900  and  1960,  the  rates  of  family  disruption  were  nearly  constant 
because  divorce  rates  were  going  up  but  death  rates  were  going  down.  A 
striking  change,  however,  took  place  in  the  living  arrangements  of  the  af- 
fected children.  Formerly,  many  children  were  sent  to  live  in  orphanages, 
in  foster  homes,  or  with  relatives.  Today,  many  more  children  with  single 
parents  live  with  their  mothers  (or  fathers)  in  an  independent  household. 
Because  of  this  change,  the  number  of  children  in  single  parent  families  has 
been  rising  gradually  in  the  past  decade  from  11  percent  in  1968  to  16  percent 
in  1976. 

Among  children  born  in  1960,  the  proportions  affected  by  disruptions  has 
also  risen,  a correlary  of  a steep  rise  in  divorce  rates.  In  the  period  1910- 
1960  about  25  percent  of  children  born  1910-1960  suffered  a loss  of  parent  by 
death  or  divorce.  Demographers  are  predicting  that  40-50  percent  of  children 
born  during  the  1970' s will  experience  divorce  or  death  of  a parent.  On  the 
average,  children  are  in  a single  parent  family  for  an  average  of  five  or  six 
years.  Thus,  the  proportion  of  children  in  single  parent  families  at  any 
given  time  represents  only  about  one-third  of  the  proportion  that  will  be  in 
that  status  over  the  course  of  18  years.  Vital  statistics  for  the  first  quar- 
ter of  1977  suggest  that  divorce  rates  may  be  leveling  off.  However,  even  if 
divorce  rates  remain  at  their  present  levels  rather  than  rising  further,  the 
single  parent  status  will  remain  widespread. 

All  types  of  families  have  some  problems  and  need  some  supports.  Many 
of  the  problems  and  needed  supports  in  single  parent  families  are  similar  to 
those  in  other  family  systems  such  as  traditional  nuclear  families  or  those 
in  which  both  parents  are  employed. 

Some  problems  are  special  to  the  single  parent  family.  The  main  problem 
is  economic.  In  1975,  44  percent  of  female-headed  families  with  children  had 
incomes  below  the  poverty  level.  Low  levels  of  child  support  and  of  public 
assistance,  continuing  discrimination  against  women  in  hiring  and  in  wage 
scales,  and  some  element  of  economic  deprivation  before  disruption  are  fac- 
tors that  contribute  to  this  consistent  finding  of  poverty. 

Loneliness  and  a sense  of  isolation  are  serious  problems  for  the  single 
parent.  These  feelings  of  isolation  are  often  associated  with  lack  of  social 
contact  with  other  adults  and  feelings  of  being  locked  into  a child's  world 
and  with  having  no  one  to  consult  or  help  with  personal,  economic,  and  rear- 
ing problems.  The  difficulty  is  compounded  by  task  overload  since  many 
single  parents  have  to  fulfill  the  work  role  as  well  as  the  roles  of  home- 
maker and  parent.  Clinical  depression  is  a major  mental  problem  for  single 
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parents  (Weissman  1977).  These  problems  are  not  unique  to  single  parent  fam- 
ilies. They  are  also  reported  in  nuclear  families  in  which  one  parent  is  un- 
involved, frequently  absent,  or  otherwise  unavailable.  However,  programs  for 
single  parents  should  be  especially  responsive  to  these  stresses  in  single 
parent  homes. 
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VIII.  WORKING  MOTHERS 


The  phenomenon  of  working  mothers  is  not  really  new.  Over  the  broad 
sweep  of  evolutionary  and  historical  time,  there  is  good  evidence  (Bane  1976) 
that  working  mothers  probably  have  been  the  rule  rather  than  the  exception. 
Beyond  caring  for  home  and  family,  field  work  and  cottage  industry  have  made 
their  demands  on  women.  It  should  be  borne  in  mind,  however,  that  in  earlier, 
simpler  societies  these  working  mothers  were  part  of  a small  group  of  closely 
associated  persons  who  had  intimate  family  and ' neighborhood  ties.  Child  care 
could  be  more  easily  shared. 

In  our  large  and  complex  society  there  are  valid  reasons  to  be  concerned 
about  appropriate  arrangements  to  accommodate  mothers  who  work  outside  the 
home,  and  for  their  children.  Social  institutions  in  the  United  States  have 
not  been  sufficiently  responsive  to  the  recent  sharp  and  continuing  increase  in 
numbers  of  mothers  in  the  labor  force. 

At  present,  more  than  one-half  of  all  mothers  with  school-age  children 
work  outside  of  the  home.  More  than  one-third  of  mothers  with  children  under 
age  three  are  in  the  labor  force. 

Minority  women  in  two  parent  families  are  very  heavily  represented  in 
the  labor  force.  Often  their  contribution  to  family  income  is  needed  to  main- 
tain a standard  of  living  that  is  somewhat  above  subsistence. 

Nonparental  child  care  has  become  a high  priority  item  on  the  list  of 
family  needs.  Many  parents  choose  for  personal  or  economic  reasons  to  rely 
on  relatives,  neighbors,  or  babysitters.  These  arrangements  can  be  quite 
satisfactory.  Rising  proportions  of  young  children  enrolled  in  preschools 
(32  percent  of  3 and  4-year-olds  in  1975)  suggest  that  parents  feel  that  this 
kind  of  experience  is  useful  for  the  social  and  cognitive  development  of  child- 
ren and  that  many  parents  desire  some  form  of  extrafamilial  care  during  a 
portion  of  the  day.  However,  quality  developmental  day  care  and  nursery 
schools  are  expensive.  In  addition,  there  are  some  kinds  of  reliable  child 
care  that  are  hard  to  find:  infant  care,  before  and  after  school  care,  emer- 

gency care  for  sick  children,  and  low  cost,  informal  arrangements  that  also 
are  backed  up  by  an  educational  component. 

Research  reveals  little  if  any  evidence  for  the  negative  effects  of  em- 
ployment of  the  mother  on  school-aged  children.  When  negative  effects  have 
been  observed,  they  are  most  likely  to  occur  when  the  mother  is  under  heavy 
stress,  when  the  demands  of  her  two  jobs  are  too  great,  or  when  the  mother’s 
two  jobs  are  incompatible  (Hoffman  1977). 

Little  is  known  about  how  employment  of  the  mother  affects  the  infant 
and  young  child.  Important  are  such  issues  as:  How  is  the  bond  between  the 

infant  and  the  mother  affected  by  maternal  employment?  Are  there  long  term 
or  delayed  effects  of  maternal  employment?  To  have  mothers  of  young  children 
in  the  work  force  is  a relatively  new  phenomenon  and  so  a minimum  of  data  has 
accumulated.  However,  the  increased  rate  of  employment  for  this  group  is  so 
great  that  the  need  to  understand  the  effects  is  enormous. 
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Concern  about  the  care  of  infants  and  preschool  children  of  working 
mothers  has  two  aspects:  the  quality  of  the  care  the  child  receives  while 

the  mother  is  working,  and  the  quality  and  quantity  of  the  interaction  be- 
tween mother  and  child  when  the  mother  is  home  with  the  child. 

Working  mothers  carry  two  heavy  responsibilities.  In  addition  to  employ- 
ment, mothers  generally  have  major  responsibility  for  the  home.  Fathers  typi- 
cally do  not  share  proportionately  in  domestic  functions.  In  single  parent 
homes,  the  dual  role  burdens  for  the  working  mother  are  magnified. 

The  data  do  not  support  the  idea  that  the  wife’s  working  is,  in  general, 
dysfunctional  to  marriage.  The  wife’s  employment  and  marital  satisfaction 
have  a complex  relationship,  positive  in  some  circumstances  and  negative  in 
others.  Nevertheless,  in  many  cases,  the  wife’s  working  may  involve  marital 
strains  as  the  couple  adjusts  to  what  may  be  a change  in  their  established 
patterns  or,  even  for  newlyweds,  a situation  for  which  their  traditional  up- 
bringing has  not  prepared  them.  Counseling  and  educational  services,  pro- 
vided for  the  couple  alone  or  in  groups  with  other  couples,  may  be  helfpul. 

The  increased  employment  of  women  also  means  there  is  a new  problem  in 
helping  females  of  all  ages  prepare  for  that  employment.  At  the  present  time, 
a woman  may  spend  more  of  her  adult  life  in  employment  than  in  active  mother- 
ing. Yet  socialization  patterns,  schooling,  and  even  academic  and  job  counsel 
ing  often  gear  females  toward  the  mother  role  and  not  the  work  role.  Many 
older  women  who  have  reared  their  children  find  themselves  in  need  of  a career 
but  without  adequate  preparation  for  it. 

Both  women  and  men  are  better  parents  and  spouses  when  their  work  is 
satisfying,  and  women  have  been  particularly  handicapped  in  finding  satisfy- 
ing work  because  of  inadequate  training,  interruption  of  careers  for  bearing 
children,  and  the  lack  of  available  jobs.  This  inequity  requires  policies 
aimed  at  helping  female  adults  find  suitable  jobs  and  aimed  at  altering  social 
ization  patterns  to  support  new  role  demands  on  women.  Working  mothers  are 
likely  to  have  unskilled  or  semiskilled  and  low  paying  jobs. 

Options 

(4)  Provide  nonsexist  guidance  and  vocational  training 
for  high  school  girls.  Encourage  qualified  girls 
to  prepare  for  professional  careers. 

(5)  Provide  continuing  education  and  retraining  programs 
for  women  and  assistance  in  helping  women  take  advan- 
tage of  these  opportunities.  Increase  the  range  of 
jobs  available  to  women,  for  example,  in  skilled 
blue  collar  occupations. 

To  help  children  when  both  parents  or  the  only  parent  works,  there  is 
need  for  a modification  of  the  policies  of  schools  and  work  places. 
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Options 

(6)  Extend  school  hours  to  provide  recreational,  reme- 
dial, and  enrichment  programs  for  children  after 
the  regular  school  day  until  5 or  6 p.m.  to  coin- 
cide with  the  schedules  of  parents.  Make  use  of 
innovative  community  education  programs  that 
serve  adults  and  children  during  nonschool  hours. 

(7)  Consult  the  work  schedules  of  parents  before  mak- 
ing arbitrary  shifts  in  school  schedules. 

(8)  Encourage  employers  to  implement  job  sharing, 
flexitime,  and  part-time  employment  options. 

(9)  Ensure  quality  in  benefit  coverage  for  all  job 
options . 

(10)  Provide  sick  leave  policies  that  permit  time  off 
to  care  for  a sick  child. 

(11)  Consider  shortening  the  work  week  to  give  more 
time  for  both  parents  to  be  with  their  children. 

Efforts  should  be  made  to  ease  the  strains  that  are  experienced  by 
parents  when  both  work  outside  the  home.  Efforts  to  strengthen  the  marriage 
and  parental  effectiveness  of  working  couples  are  needed. 


Options 

(12)  Provide  emergency  child  care  services  and  help 
with  household  operations  at  time  of  crisis, 
of  illness,  or  of  severe  stress. 

(13)  Provide  respite  care  for  working  parents  when  needed, 
including  relief  from  household  responsibilities  so 
that  nonwork  time  can  be  maximally  available  to  the 
child,  and  the  dual  role  strain  for  the  mother  can 
be  minimized.  The  possibility  of  encouraging  infor- 
mal support  systems  might  be  considered.  Assistance 
and  financial  incentives  in  working  out  cooperative 
arrangements  among  neighboring  families  is  one  pos- 
sibility. Exploring  resources  for  child  care,  such 
as  teenagers  or  senior  citizens,  is  another. 

(14)  Provide  counseling  about  child  care  and  household 
operations  under  conditions  of  maternal  employment. 
Educational  efforts  to  sensitize  the  working  mother 
to  the  needs  of  the  child  with  respect  to  child  care 
arrangements  and  to  her  own  behavior,  when  she  is  not 
at  work,  are  important. 

(15)  Provide  family  planning  counseling  and  services. 
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A special  issue  has  to  do  with  whether  mothers  who  are  receiving  welfare 
should  be  required  to  work  or  not.  Consideration  should  be  given  to  the 
mother's  preference,  to  the  quality  of  the  child  care  a particular  mother 
would  be  giving  under  either  circumstance  (employed  or  not  employed),  to  the 
availability  of  quality  child  care  in  the  mother's  absence,  to  the  possibility 
of  relief  from  strain  from  other  household  responsibilities,  to  the  psycho- 
logical advantages  or  disadvantages  for  the  mother  and  child,  and  to  the 
effect  of  her  work  or  nonwork  on  her  future  job  prospects  as  well  as  on  the 
well-being  of  the  child.  Job  opportunities  for  meaningful  work  should  be 
available . 


Options 

(16)  Accept  the  principle  that  welfare  mothers  of  in- 
fants and  young  children  should  not  be  forced  to 
work  as  a routine  matter  of  policy. 

(17)  Provide  a flexible  program  supporting  a variety 
of  child  care  arrangements  with  accompanying  re- 
search evaluating  the  programs.  Support  pro- 
grams to  train  the  caretakers  at  all  levels,  in- 
cluding both  graduate  training  in  applied  child 
psychology  and  programs  to  recruit  and  train 
caretakers  from  a wide  variety  of  groups — edu- 
cated and  uneducated,  old  and  young.  Monitor 
the  quality  of  day  care  offered  by  small  licensed 
homes  as  well  as  larger  day  care  and  drop  in 
centers . 

(18)  Increase  funding  for  Title  XX  day  care  programs. 

(19)  Support  longitudinal  studies  to  determine  the 
effects  of  maternal  employment  on  infants  and 
young  children. 

(20)  Public  funds  are  necessary  to  support  large  scale 
policy  oriented  studies  of  needs  and  strengths  of 
diverse  types  of  families.  These  should  include 
not  only  national,  regional,  and  survey  studies  but 
more  detailed  multimethod  studies  of  family  stress, 
coping,  and  supports  in  a variety  of  settings  and 
populations.  Minority  researchers  should  be  en- 
couraged to  participate  in  studies  of  minority 
issues . 
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IX.  DIVORCE 


The  most  frequently  cited  evidence  of  the  decline  of  the  American  fam- 
ily is  the  divorce  rate.  According  to  calculations  of  the  Census  Bureau, 

12  percent  of  marriages  contracted  by  women  born  in  1900-04  ended  in  divorce 
while  30-40  percent  of  marriages  by  women  born  in  1940-44  will  end  in  divorce. 

There  is  more  concern  about  the  aftermath  of  divorce  than  about  distressed 
intact  families.  Services  for  troubled  families  should  be  available  before 
family  life  deteriorates  to  the  point  that  a divorce  is  imminent  or  children 
must  be  placed  in  care  outside  of  the  family.  Policies  should  be  aimed  toward 
encouraging  the  unity  of  families  in  times  of  stress  and  crises.  Family 
counseling  and  support  programs  should  be  available  at  the  time  when  parents 
are  first  becoming  distressed,  are  considering  divorce,  or  file  for  legal  sep- 
aration and  not  only  after  the  divorce  has  occurred. 

Sixty  percent  of  divorces  in  1974  involved  couples  with  children.  These 
divorces  are  of  concern  because  the  State  has  long  taken  an  interest  in  the 
welfare  of  children  who  are  unable  to  protect  their  own  interests.  In  general, 
this  interest  has  been  expressed  in  programs  to  care  for  children  after  div- 
orce, rather  than  in  programs  to  prevent  divorce.  Waiting  periods  and  perhaps 
even  required  counseling  before  divorce  are  reasonable  ways  to  try  to  keep 
parents  from  inflicting  the  trauma  of  divorce  on  children  and  on  themselves 
for  frivolous  reasons.  Most  divorces,  however,  represent  a long  considered 
decision  that  the  marriage  is  intolerable  and  that  all  parties  would  be  better 
off  after  divorce.  In  these  cases,  where  the  alternatives  for  children  are  a 
tumultuous  two  parent  family  or  a calm  one  parent  family,  divorce  is  often  the 
better  alternative. 

Divorce  itself,  and  not  just  the  consequences  of  divorce,  might  be  con- 
sidered a public  problem  if  public  actions  or  programs  trigger  divorces  or 
separations  which  would  not  have  occurred  in  the  absence  of  the  program.  The 
Aid  to  Families  with  Dependent  Children  Program  is  often  referred  to  as  a 
program  of  this  sort.  But  the  issue  is  complicated.  Studies  of  the  relation- 
ships between  AFDC  levels  and  divorce  rates  show  little  effect  of  the  first 
on  the  second.  Even  if  AFDC  did  result  in  some  increase  in  divorce  or  sep- 
aration, however,  it  is  not  clear  that  this  would  be  bad.  AFDC  may  permit  the 
dissolution  of  intolerable  marriages — may  allow,  for  example,  women  to  leave 
their  alcoholic  or  violent  husbands — which  would  otherwise  entrap  family  mem- 
bers in  detrimental  situations.  In  this  circumstance,  too,  divorce  itself  is 
not  the  problem  and,  indeed,  may  be  a solution. 

Options 

(21)  Mandate  marital  counseling  as  a required  service 
at  comprehensive  community  mental  health  centers. 

(22)  Make  marital  counseling  a reimbursable  service 
by  third-party  payors  when  carried  out  by  certi- 
fied therapists. 


ADULT  37 


582 


(23)  The  American  Bar  Association  uniform  national  code 
on  divorce,  which  embodies  a "no~fault"  dissolution 
of  marriage  principle,  should  be  followed  in  all 
States . 

(24)  Provide  legal  aid  services  for  those  economically 
deprived  individuals  who  could  not  otherwise  afford 
a divorce. 

(25)  Ensure  that  spousal  support  be  awarded  fairly  and 
that  child  support  be  regularly  collected.  In  cases 
of  economic  need,  when  such  support  ceases,  make  con- 
tingency funds  rapidly  available  to  support  the  de- 
prived parent  and  children. 

Services  for  troubled  families  should  be  available  before  family  life 
deteriorates  to  the  point  that  a divorce  is  imminent  or  children  must  be 
placed  in  care  outside  of  the  family. 

Many  of  the  public  services  that  could  be  of  assistance  to  single  parent 
families  could  also  play  a vital  role  in  reducing  the  stresses  that  drive  fam- 
ilies apart.  Examples  of  such  supports  are  day  care  facilities,  homemaker  sup 
ports  in  time  of  temporary  emergencies,  adequate  health  care,  leaves  for  both 
mothers  and  fathers  at  the  time  of  birth  of  a child,  flexible  working  schedule 
for  parents,  and  more  accessible  family  counseling  services.  Family  service 
should  be  available  to  families  after  regular  9 to  5 work  hours  for  access  by 
employed  parents  who  have  difficulty  getting  leaves  from  work.  In  addition, 
welfare  regulations  which  encourage  families  to  remain  together,  such  as  the 
unemployed  fathers  provision  for  AFDC  assistance  to  nuclear  families,  should 
be  more  broadly  utilized.  Policies  should  be  aimed  toward  maintaining  the 
unity  of  families  during  stress  and  crises. 

The  first  year  following  divorce  appears  to  be  a particularly  difficult 
period  for  spouses  and  children,  when  families  undergo  a period  of  great  eco- 
nomic, emotional,  and  social  duress.  There  is  some  evidence  that  if  homemaker 
mothers  begin  to  work  around  thetime  of  separation  and  divorce  or  during  the 
first  year  following  divorce,  this  is  associated  with  an  increased  incidence 
of  behavior  problems  in  children.  There  is  no  evidence  of  deleterious  effect 
on  children  if  a mother  employed  prior  to  divorce  continues  to  work  after  the 
divorce.  Circumstances  that  push  homemaker  mothers  into  compulsory  employment 
during  the  critical  time  of  separation  or  in  the  first  year  following  divorce 
may  cause  undue  hardship  for  the  children. 


Option 

(26)  Provide  economic  support  to  such  mothers  (or 

fathers)  to  stay  home  with  their  children  during 
these  critical  times  if  they  choose  to  do  so, 
and  provide  general  support  services  as  well. 
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Custody 

Recent  research  (Fanshel  1977)  suggests  that  many  children  of  divorced 
parents  view  regular  contact  with  both  parents  as  desirable,  and  that  con- 
tinued contact  with  a competent,  loving,  noncustodial  parent  is  associated 
with  positive  development  in  young  children. 


Option 

(27)  Assign  custody  in  terms  of  competence  of  the  parent 
and  living  circumstances,  with  no  bias  based  on  sex 
of  parent;  with  reasonably  competent  parents,  assure 
flexible  access  and  visitation  rights*  to  children; 
encourage  continued  shared  responsibility  and  in- 
volvement in  decision  making  about  the  child  by  both 
parents. 

States  vary  widely  in  their  laws  regarding  custody.  Parents  who  are  un- 
happy with  a ruling  in  a given  State  may  kidnap  their  own  children  and  move 
to  a State  that  offers  a more  favorable  ruling.  No  legal  recourse  is  possible 
for  the  other  parent. 


Option 

(28)  Have  courts  honor  the  decisions  about  custody  made 
in  other  courts  in  order  to  eliminate  parental  at- 
tempts to  reopen  custody  cases  in  different  or  more 
favorable  jurisdictions.  Provide  Federal  incentives 
for  States  to  adopt  Uniform  Child  Custody  Jurisdic- 
tion Act. 
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X.  FOSTER  CARE 


There  are  currently  about  one-third  of  a million  children  in  the  United 
States  living  apart  from  their  families  as  wards  of  child  welfare  agencies 
providing  foster  care  services.  Recent  research  indicates  that  many  foster 
children  have  experienced  quite  extended  time  in  care.  In  New  York  City,  for 
example,  some  25,000  children  reside  in  foster  placement,  and  the  average 
length  of  time  they  have  spent  in  care  is  more  than  five  years.  Almost  60 
percent  of  these  children  have  not  seen  their  parents  for  extended  periods; 
many  of  them  have  essentially  been  abandoned  to  the  foster  care  system 
(Fanshel  1977). 

In  any  given  year  there  is  a turnover  of  about  30  percent  of  the  children 
in  care.  Over  the  past  decade  there  has  been  a perceptible  rise  in  the  number 
of  children  entering  foster  care.  In  1960,  there  were  241,900  children  in  care; 
by  1971  the  total  had  risen  to  330,373,  an  increase  of  37  percent.  In  recent 
years  there  has  emerged  an  almost  unanimous  national  consensus  that  whenever 
possible,  children  in  foster  care  must  be  afforded  permanency  of  relationship 
with  those  who  serve  as  psychological  parents  to  them.  There  is  also  a 
strongly  held  view  that  extended  periods  in  foster  care,  lasting  more  than 
several  years,  is  an  intolerable  state  of  affairs.  In  addition  to  humane 
concern  for  the  fate  of  the  children,  there  is  an  awareness  that  foster  care 
is  a highly  expensive  service.  It  costs  about  $130,000  to  maintain  a child 
in  foster  care  from  infancy  to  18  years  of  age. 

One  of  the  policy  dilemmas  involved  in  the  care  of  foster  children  con- 
cerns the  treatment  of  their  natural  parents.  A large  majority  of  the  child- 
ren in  foster  care  require  care  because  of  temporary  or  permanent  collapse  in 
parental  functioning  of  their  natural  parents.  The  foster  care  system  is 
replete  with  children  of  parents  suffering  from  mental  retardation,  mental 
illness,  physical  illness,  alcoholism,  and  drug  addiction.  Many  of  the  parents 
have  been  arrested  and  are  imprisoned.  Many  of  them  have  been  described  as 
unable  to  cope  with  their  parental  tasks  and  large  numbers  have  been  adjudi- 
cated as  abusive  or  neglectful  of  their  children.  The  foster  care  system 
probably  deals  with  as  severely  disabled  a group  of  parents  as  one  could  find 
being  served  by  any  human  services  system  in  the  United  States. 

There  is  concern  that  government  supported  programs  are  often  disregard- 
ing, if  not  actively  undermining  the  ties  of  children  to  their  biological 
parents.  Even  parents  who  function  in  marginal  or  dysfunctional  ways,  or  are 
unable  to  offer  direct  care  to  their  children,  can  have  psychological  meaning 
and  importance  for  their  offspring.  Children  in  out-of-home  placements  may 
experience  strain  in  having  to  relate  to  two  sets  of  parents — foster  parents 
and  other  caretakers  as  well  as  natural  parents.  However,  many  believe  that 
it  is  preferable  as  a matter  of  mental  health  policy  for  them  to  have  to  cope 
with  the  consequences  of  contact  with  real  impaired  parents  than  to  eliminate 
the  parents  from  their  lives  altogether  and  to  have  to  deal  with  them  only  as 
objects  of  fantasy. 
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Option 

(29)  Legislation  should  specify  that  parents  of  child- 
ren in  foster  care  should  receive  intense  rehabil- 
itative care.  Only  after  prolonged,  honest  ef- 
forts to  involve  the  parents  have  failed,  or  if 
the  involvement  of  the  parent  is  unequivocally 
proven  harmful  to  the  physical  or  mental  status  of 
the  child,  should  moves  be  taken  to  terminate  the 
rights  of  parents. 


Indian  Boarding  Schools 

For  over  100  years,  American  Indian  and  Alaska  Native  children  have  been 
removed  from  their  homes  and  communities  to  attend  Federal  boarding  schools. 
This  practice  of  removal  for  education  purposes — first  used  for  "civilizing," 
later  to  "assimilate,"  and  more  recently  for  "social  reasons,"  rather  than 
education--has  had  a disruptive  impact  on  tribal  family  life,  the  communities, 
the  cultures,  as  well  as  the  capacities  of  parents.  Though  the  Bureau  of 
Indian  Affairs’  boarding  schools  have  enrollments  consisting  of  70  to  82  per- 
cent of  children  placed  for  social  reasons,  the  schools  have  failed  to  make 
adequate  provision  to  meet  the  needs  of  the  students.  Tribes  and  urban 
Indian  organization  have  developed  alternatives  to  removal  of  Indian  children 
from  their  families  and  communities,  including  group  homes,  emergency  care, 
and  family  resource  centers.  Although  there  are  alternatives  to  boarding 
schools,  these  developments  have  operated  short  periods  of  time  for  lack  of 
permanent  funding.  Tribes  have  begun  to  develop  codes  for  licensing  foster 
homes  and  group  facilities;  juvenile  courts  are  being  established  on 
reservations. 


Option 

(30)  Amend  the  Social  Security  Act  to  provide  direct 
funding  to  Indian  tribes  and  Alaska  Natives  for 
the  delivery  of  services,  with  support  for  tribal 
capacity  building  including  planning,  technical 
assistance,  and  training  of  tribal  personnel. 
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XI . GENERAL  ISSUES  IN  OUT-OF-HOME  CARE  FOR  CHILDREN 


The  current  Federal  funding  patterns  which  act  as  disincentives  to  the 
development  of  strong  family  support  programs  need  to  be  redirected.  Federal 
funds  should  be  targeted  for  the  development  of  family  support  services  to  pre- 
vent unnecessary  and  inappropriate  out-of-home  placements.  Federal  fiscal  dis- 
incentives which  prevent  children  who  have  been  removed  from  their  homes  from 
being  returned  home  or  placed  in  other  permanent  living  situations,  including 
adoptive  homes,  must  be  eliminated.  Efforts  should  be  taken  to  eliminate  the 
disproportionate  burden  on  minority  children  in  out-of-home  care  and  to  respect 
cultural  diversity  in  helping  families  and  children. 


Options 

(31)  At  the  Federal  level,  coordinate  cross  agency 
programing,  monitoring,  and  reporting  of  serv- 
ices to  children  and  families  provided  by  child 
welfare,  juvenile  justice,  mental  health,  mental 
retardation,  and  special  education  programs. 
Encourage  the  development  of  preventive  programs 
that  will  reduce  the  need  for  long  term,  perma- 
nent placement  and  that  will  help  restore  the 
family’s  functioning  capacities  as  quickly  as 
possible. 

(32)  In  placing  children  in  out-of-home  care,  give 
preference  to  the  formal  placement  of  a child 
in  the  home  of  an  interested  relative  with 
public  reimbursement  available;  place  the  child 
in  the  least  restrictive  setting  and  within 
reasonable  proximity  to  his  family  or  home 
community. 

(33)  At  the  time  of  placement  specify  the  rights, 
obligations,  and  responsibilities  of  both  the 
parents  and  the  agency;  review  semiannually  the 
child’s  progress  and  efforts  to  work  with  thd 
family  and  within  18  months  of  placement,  hold 
a dispositional  hearing  to  determine  whether 
the  child  will  be  returned  home,  referred  for 
termination  of  parental  rights  and  subsequent 
adoptive  placement,  or,  in  special  cases, 
placed  in  long  term  foster  care. 

(34)  Require  the  development  by  the  States  of  an  inte- 
grated data  collection  to  provide  data  to  State 
and  local  officials  on  the  status  of  children  in 
their  care;  and  at  the  national  level,  to  provide 
data  which  can  be  used  for  ensuring  compliance 
with  Federal  policies  and  programs. 
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XII.  SCHOOL-AGE  PARENTS— ADOLESCENT  SEXUALITY 


Just  as  the  panel  is  opposed  to  placing  pressure  on  incompatible  marital 
partners  to  stay  together  because  this  may  cause  more  trauma  than  a dissolution 
of  the  marriage,  so  unmarried  mothers,  and  particularly  adolescent  mothers, 
should  not  be  pressured  to  marry.  The  evidence  concerning  the  high  divorce 
rate  among  marriages  contracted  when  one  of  the  partners  is  an  adolescent  would 
suggest  that  adolescents  should  be  allowed,  and  possibly  encouraged,  to  delay 
their  marriages  until  the  tasks  of  development  are  completed  and  the  maturity 
necessary  for  such  a major  decision  has  been  achieved.  The  emphasis  of  Federal 
programs  should  be  on  girls  who  have  not  achieved  sufficient  physical  maturity 
to  bear  a child  without  damage  to  themselves  and  the  child,  as  well  as  on  boys 
and  men  who  are  their  actual  or  potential  partners. 

It  is  urgent  that  attention  be  focused  on  three  ways  to  minimize  the 
negative  effects  of  adolescent  sexual  activity,  pregnancy,  and  parenthood  on 
the  adolescents  themselves  and  on  their  children  and  their  families.  These 
are:  1)  the  prevention  of  adolescent  pregnancy  and  parenthood;  2)  improved 
care  for  the  pregnant  adolescent;  and  3)  increased  services  for  the  young 
parent.  Efforts  to  discourage  pregnancy  and  early  parenthood  should  be  given 
the  highest  priority  in  programs  dealing  with  adolescent  sexuality. 

(35)  Make  early  parenthood  less  appealing  by  making 
adolescents  aware  of  aspects  of  adult  life  which 
might  be  impeded  by  needs  of  childrearing.  Pro- 
grams might  include: 

. providing  counseling  to  women  especially 
about  jobs  and  careers 

. increasing  employment  opportunities  among 
adolescent  girls  and  boys 

. increasing  challenge  and  relevancy  of  school 
curriculum 

. promoting  parenting  education  courses  with 
"hands  on"  experience  with  infants  to  learn 
realities  of  childcare. 

(36)  Encourage  increased  use  of  contraceptives.  Pro- 
grams might  include: 

. Programs  in  sex  education  in  the  public  schools. 

The  endorsement  of  sex  education  does  not  imply 
the  teaching  or  encouragement  of  any  particular 
sexual  activity  or  attitude.  This  subject  like 
others  in  the  curriculum  is  value-laden  and  com- 
munities must  decide  on  approaches  which  are 
suitable  for  them.  Selection  of  teachers  might 
be  done  jointly  by  principals,  students,  and 
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parents.  Candidates  from  all  departments  should 
be  considered,  based  on  ability  to  handle  affec- 
tive and  relationship  issues,  not  just  biological 
content . 

. Making  contraceptives  easily  available  through 
school  clinics,  generalized  adolescent  clinics 
(such  as  proposed  Youth  Family  Services  programs) , 
in  addition  to  hospitals  and  specialized  family 
planning  clinics;  parental  consent  should  not  be 
required . 

(37)  Develop  special  family  planning  programs  for  groups 

which  special  needs  such  as:  mentally  ill,  emotion- 

ally disturbed,  or  mentally  retarded,  or  children  in 
juvenile  institutions. 

(38)  Make  abortions  easily  available  as  a fall  back  meas- 
ure and  last  resort  (without  parental  consent) . Pro- 
vide counseling  to  deal  with  emotional  problems  as- 
sociated with  the  abortion  and  the  use  of  contra- 
ceptives. Make  abortions  available  to  poor  adolescents 
through  Medicaid  and  other  State  and  Federal  Government 
funds . 

(39)  Increase  interest  in  adoption  among  adolescent,  un- 
married mothers  who  do  not  wish  to  utilize  abortion 
as  an  immediate  alternative  or  a decision  to  be  made 
later. 

(40)  Make  public  aware  of  adolescent  sexuality  and  help 
parents  to  deal  with  it. 

(41)  Increase  awareness  of  adolescent  pregnancy  potential 
among  professionals  who  deal  with  relevant  populations, 
e.g.,  child  abuse  workers,  social  workers,  visiting 
and  public  health  nurses,  comprehensive  community 
mental  health  center  and  child  clinic  personnel. 

Pregnant  adolescents,  particularly  those  in  early  adolescence,  pose  a 
physical  and  mental  health  risk  to  both  mother  and  infant.  This  high  risk 
group  should  receive  special  attention  in  prenatal  and  peri-natal  programs. 


Options 

(42)  Provide  medical  programs,  specialized  adolescent 
obstetrical  services,  clinics  in  hospitals, 
neighborhood  health  centers,  special  schools, 
mobile  vans  for  rural  areas  to  improve  access, 
extensive  outreach  programs,  to  ensure  that  ado- 
lescents receive  prenatal  care  through  involve- 
ment of  school  nurses,  counselors,  neighborhood 
workers,  etc. 
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(43)  Provide  counseling  in  schools  by  clinic  personnel, 
by  family  agencies,  by  comprehensive  community 
mental  health  centers,  etc.,  in  regard  to  abortion, 
adoption,  parenting,  living  arrangements,  marriages, 
etc . 

(44)  Provide  assistance  with  contraceptive  method  in 
years  after  delivery — not  leave  on  own  after  6- 
week  checkup . 

(45)  Provide  counseling  about  educational  plans — options 
to  include  immediate  return  to  school  presuming 
adequate  arrangements  for  day  care,  full-time 
mothering  with  later  return  to  school  if  this 
option  is  chosen;  involve  the  young  mother  in  group 
activities  around  the  care  of  her  child. 

(46)  Strengthen  natural  support  systems;  encourage  young 
mother  and  child  ro  stay  in  a family  situation  by 
structuring  income  maintenance  systems  to  discourage 
establishing  independent  households  before  mother- 
child  can  manage;  encourage  grandmother  to  assist  in 
caring  for  new  family  unless  that  home  is  unsuitable 
for  some  reason. 

(47)  Provide  flexible  school  programs  for  young  mothers; 
provide  counseling  and  long  term  follow-up  for  social 
and  medical  problems;  involve  putative  fathers  as 
appropriate;  and  involve  grandparents  as  appropriate. 
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XIII.  FAMILIES  CARING  FOR  HANDICAPPED  PERSONS 


Approximately  8 percent  of  the  total  population  of  the  United  States  can 
be  classified  as  handicapped,  2%  percent  are  severely  handicapped.  One  per- 
cent of  the  population  is  institutionalized.  Most  handicapped  people  are  in 
a family  or  an  alternative  community  setting.  Large  numbers  of  handicapped 
persons  are  living  in  and  being  supported  by  families,  often  at  great  social, 
physical,  and  emotional  costs.  Despite  the  burdens,  many  families  choose  to 
take  care  of  their  own. 

Of  the  very  large  frail  elderly  population  in  the  United  States,  2^^  mil- 
lion are  living  with  their  adult  children.  This  population  of  over  75-year- 
old  frail  elderly  is  predicted  to  increase  in  the  coming  decade.  Unless  eco- 
nomic incentives  and  social  services  are  provided  to  enable  families  to  bear 
the  additional  financial  demands  and  the  psychosocial  stresses  of  caring  for 
these  dependent  persons,  the  families  will,  however  reluctantly,  be  forced  to 
place  these  relatives  in  nursing  homes  or  other  institutions. 

The  family  has  been  and  continues  to  be  a vital  resource  and,  as  such, 
has  prevented  or  delayed  costly  institutionalization  for  large  segments  of 
the  population.  Recognizing  this,  policies  should  not  favor  one  form  of 
care  over  others  but  should  support  families  who  decide  to  maintain  their 
handicapped  or  frail  members. 

At  present,  policies  tend  to  penalize  families  caring  for  dependent 
adults.  Most  of  our  expenditures  for  social  services  are  not  supportive 
but  have  incentives  that  favor  substitute,  out-of-home  care.  Handicapped  and 
dependent  persons  without  families  are  in  great  need.  If  these  trends  con- 
tinue, many  families  may  be  forced  to  transfer  the  caring  function  out  of  the 
home  into  institutions. 


Option 

(48)  Provide  support.  Recognize  that  families  caring 
for  handicapped  persons  have  additional  expenses. 

A policy  such  as  the  Constant  Attendance  Allowance 
of  Great  Britain,  based  not  on  means  testing  but 
on  the  determination  of  handicap,  is  desirable. 

(49)  Recognize  that  families  caring  for  handicapped 
persons  need  short  term  relief  to  maintain  their 
physical  and  social  well-being;  and  designate 
for  short  term  care  a percentage  of  beds  in 
existing  long  term  nursing  homes,  hostels,  and 
other  institutions. 
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MENTALLY  HANDICAPPED  FAMILY  MEMBERS 


The  onset  of  mental  illness  in  the  family  produces  crises  of  severe 
proportions  (Arnhoff  1975;  Doll  et  al.,  Hatfield  1977;  Raymond  et  al.  1975). 
Outcomes  of  most  crises  in  life  depend  upon  the  appropriateness  and  avail- 
ability of  emotional  supports,  information  and  knowledge,  and  practical  as- 
sistance. However,  little  is  known  about  the  family  crises  of  mental  illness; 
how  families  cope  with  this  devastation,  to  whom  they  turn  for  help,  and  how 
adequate  is  the  help  received.  Little  effort  has  been  made  to  go  to  these 
families  and  find  out.  Mental  health  professionals  are  limited  in  their  ca- 
pacities to  meet  the  needs  of  these  families  because  these  needs  are  not  known 

The  family  is  the  primary  resource  for  the  patient,  and  to  the  extent  the 
family  copies  effectively  the  community  is  relieved  of  the  total  burden.  As- 
suring that  the  family  has  adequate  resources  is  both  humane  and  economical. 
Society  has  a great  stake  in  preventing  the  breakdown  of  these  families. 

Failure  to  work  with  the  family  in  the  treatment  and  management  of  the 
mentally  ill  person  in  the  past  may  also  be  due  to  a tendency  of  some  mental 
health  professionals  to  regard  families  as  adversaries  rather  than  as  re- 
sources in  evaluation  and  treatment.  Many  families  feel  they  are  viewed  by 
professional  people  with  suspicion  and  hostility,  perhaps  as  perpetrators  of 
the  illness,  rather  than  as  families  who  feel  a responsibility  and  care  deeply 
They  should  be  involved  in  basic  decision  making  and  made  a part  of  the  sup- 
portive unit.  Doctors  and  families  must  form  a working  alliance,  with  doctors 
serving  a consulting  role  in  helping  the  family  make  and  carry  out  decisions. 

If  families  of  the  mentally  ill  are  to  maintain  primary  responsibility 
for  the  patient,  then  full  reconsideration  must  be  made  of  the  kinds  of  sup- 
ports that  are  necessary  to  sustain  them  with  their  exceedingly  heavy  burden. 


Options 


(50)  Develop  effective  working  alliances  between  family 
and  professionals  with  mutual  respect  and  trust. 

(51)  Provide,  through  outpatient  mental  health  clinics 
and  private  psychotherapists,  an  educational  pro- 
gram for  parents  (or  caregivers)  that  will  prepare 
them  for  their  roles.  This  should  include: 

. an  understanding  of  the  nature  of  the  disease, 
its  prognosis,  medical  treatment,  etc. 

. an  understanding  of  the  experiential  side  of 
the  illness  as  it  is  known  by  the  ill  person. 
How  does  the  world  appear  to  him/her? 

. management  techniques  useful  to  the  caregiver 
when  the  patient’s  behavior  is  highly  erratic 
and  difficult. 
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. rehabilitative  know-how  to  help  the  patient  re- 
cover and  maximum  social  and  cognitive 
effectiveness . 

(52)  Provide  crisis  teams  to  go  to  the  home  during  times 
of  severe  disturbance,  when  family  skills  are  no 
longer  adequate  to  the  demands. 

(53)  Provide  other  allied  services  where  needed:  visit- 

ing nurse/social  worker  to  check  on  medicines,  man- 
agement, etc.;  housekeeping  if  mother  is  overwhelmed 
by  requirements  of  patient;  temporary  shelter,  res- 
pite care,  so  families  can  get  relief  through  rec- 
reation and  vacation. 

(54)  Provide  psychotherapy  to  family  members  if  they 
need  special  help  in  coping  with  disorganizing 
emotional  reactions  to  the  illness. 

(55)  Develop  a nationwide,  broadbased  association  of 
schizophrenic  patients  and  their  families  to  be 
organized  and  run  to  accomplish  the  following: 

Education 

Social  action  in  behalf  of  patient  and  family 

Mutual  support  and  assistance  on  a person-to- 
person  basis 

Recognition  of  this  organization  as  an  impor- 
tant adjunct.  Routine  referral  by  the  involved 
professionals  of  patients  and  families  to  this 
organization 

Research 

(56)  Extensive  research  into  the  nature  of  the  day-by- 
day coping  of  these  families:  What  aspects  of 

patient’s  behavior  present  most  problem?  What 
meanings  do  symptoms  have  to  caretakers?  What 
strengths  and  personal  resources  enhance  coping 
ability? 

(57)  Research  and  development  of  management  techniques 
specific  to  the  symptomatic  behavior  of  schizo- 
phrenics. 

(58)  Research  and  development  of  specific  retraining 
techniques  for  rehabilitating  social  and  cognitive 
functioning. 
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(59)  Continued  research  on  the  biochemical  basis  of 
the  illness — leaving  no  leads  unexplored — 
metabolic,  nutritional,  ecological,  etc. 
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XIV.  FAMILY  VIOLENCE 


Until  recently,  violence  within  the  family  has  received  little  atten- 
tion although  there  has  been  great  public  concern  and  fear  about  violence  in 
general.  While  the  concept  of  family  is  cherished  as  the  source  of  love  and 
nurturance,  the  family  is  also  the  most  frequent  single  locus  of  all  kinds 
of  violence,  including  homicide  (Gelles  and  Straus  1975).  Violence  is  said 
to  occur  in  50  percent  of  American  families  (Gelles  1974;  Gelles  and  Straus 
1975). 

Family  violence,  in  contrast  to  violence  outside  the  family,  is  likely 
to  be  perceived  as  normal,  legitimate,  and  instrumental  (Gelles  1974;  Gelles 
and  Straus  1975;  Steinmetz  and  Straus  1974).  This  is  most  clearly  evident 
in  the  corporal  punishment  of  children,  where  it  is  believed  that  children 
need  and  deserve  to  be  hit  for  moral  reasons,  e.g.,  "spare  the  rod  and  spoil 
the  child."  Violence  between  spouses  is  also  socially  condoned  and  this  is 
confirmed  in  a number  of  surveys  in  which  16  to  32  percent  of  American  adults 
approved  of  husband  and  wife  hitting  (Stark  and  McEvoy  1970;  Martin  1976) . 

Although  the  highest  reported  incidence  of  spouse  abuse  is  found  among 
the  poor,  this  is  felt  to  represent  a skewed  sample  (Steinmetz  and  Straus 
1974;  Martin  1976).  Poor  people  are  more  likely  to  come  to  the  attention 
of  a public  agency,  while  middle  and  upper  class  women  have  their  privacy 
protected  by  their  personal  physicians  or  attorneys.  In  a study  of  divorce 
applicants,  23  percent  of  middle  class  women  cited  physical  abuse  as  a reason 
for  divorce  (Levinger  1966) . Wife  abuse  is  reported  in  large  numbers  to  law 
enforcement  agencies  in  wealthy  communities  (Martin  1976;  Center  for  Women 
Policy  Studies  1977)  and  shelters  for  battered  women  report  that  a significant 
proportion  of  their  residents  come  from  middle  class  families  (Center  for 
Women  Policy  Studies  1977). 

Family  violence  has  several  important  societal  ramifications  beyond  the 
suffering  of  individuals: 

1.  Family  violence  may  culminate  in  serious  injury  or  death.  Twenty  to 
50  percent  of  all  murders  take  place  within  the  family  (Bourdoris  1971;  Goode 
1971;  Truninger  1971;  Steinmetz  and  Straus  1974;  Martin  1976),  and  police  are 
called  to  intervene  in  domestic  disputes  more  often  than  in  all  other  disturb- 
ances combined.  One-fifth  of  all  police  fatalities  occur  while  intervening 

in  family  fights  (Martin  1976;  Gates  1977). 

2.  Gelles  and  Straus  (1975)  note  that  the  family  is  the  primary  training 

ground  for  violent  behavior:  "A  person  is  more  likely  to  observe,  commit,  and 

to  be  the  victim  of  violence  within  the  family  than  in  any  other  setting." 
Beating  of  women  in  the  home  is  usually  accompanied  by  the  physical  and/or 
sexual  abuse  of  children  in  the  home  (Scott  1974;  Gayford  1975;  Hilberman  and 
Munson  1977).  An  English  study  of  100  battered  women  showed  that  37  percent 
of  the  women  abused  their  children  while  54  claimed  that  their  husbands  com- 
mitted violence  against  the  children  (Gayford  1975) . A child  who  is  abused 
grows  up  to  abuse  her  or  his  offspring,  and  the  child  who  sees  parents  interact 
violently  will  likely  have  physically  abusive  relationships.  Thus  violence 
breeds  violence  (Gelles  1974;  Gelles  and  Straus  1975;  Pizzey  1974). 


ADULT  50 


595 


3.  Surveys  by  social  scientists  of  populations  of  prostitutes  (James,  in 
press),  homicidal  adolescents  (Easson  and  Steinhilber  1961;  Duncan  and  Duncan 
1971),  and  convicted  murderers  (Duncan,  Frazier,  Liten,  et  al.  1958)  suggest 
that  in  all  categories  the  offenders  were  themselves  victimized  by  their  fami- 
lies, usually  as  children.  Thus  intrafamily  violence  is  not  only  an  individual 
problem  but  also  a problem  for  the  general  public  which  will  ultimately  be 
victimized  by  the  offspring  of  violent  families. 

Finally,  women  have  been  hampered  by  cultural  norms  which  dictate  that 
men  are  responsible  for  economic  support  of  families  while  women  must  bear  full 
responsibility  for  childrearing.  Women  learn  the  mythology  that  their  rightful 
place  is  in  the  home,  no  matter  what  the  cost,  and  that  single  parent  families 
are  damaging  to  children.  These  attitudes  are  maintained  by  pervasive  patterns 
of  sex  discrimination.  The  woman  who  leaves  the  violent  home  is  denied  child 
care  facilities,  equal  educational,  vocational  and  economic  opportunities, 
and  a legitimate  self-supporting  and  autonomous  role  outside  the  home  (Straus 
1976;  1977). 

At  the  present  time,  parental  mistreatment  of  children  is  the  most  visible 
and  publicly  disturbing  form  of  family  violence.  Child  abuse  may  be  a greater 
cause  of  childhood  mortality  than  any  single  childhood  disease  (Snapper  et  al. 
1975) . Findings  from  the  studies  of  mistreating  families  which  bear  on  the 
issues  of  societal  violence  and  familial  violence  are  documented  by  Gelles 
(1974).  Child  abuse  and  neglect  are  defined  as  the  physical  or  mental  injury, 
sexual  abuse,  negligent  treatment,  or  maltreatment  of  a child  under  the  age 
of  18  by  a person  who  is  responsible  for  the  child’s  welfare  under  circum- 
stances which  indicate  that  the  child’s  health  or  welfare  is  harmed  or  threat- 
ened thereby,  as  determined  in  accordance  with  regulations. 

From  reporting  statistics,  it  is  estimated  that  in  the  United  States  more 
than  one  million  children  are  victims  of  physical  abuse  or  neglect  each  year 
and  at  least  2,000  children  die  annually  from  circumstances  associated  with 
abuse  or  neglect.  A physically  abused  child,  returned  home  with  no  inter- 
vention, has  a 25  to  50  percent  risk  of  permanent  injury  or  death.  Child 
abuse  may  be  a greater  killer  of  six-month  to  one-year  olds  than  any  specific 
cancer,  malformation,  or  infectious  disease  and  probably  only  true  accidents 
account  for  more  deaths  in  children  older  than  one  year. 

Statistics  concerning  emotional  maltreatment  are  not  readily  available 
because  emotional  abuse  or  neglect  is  far  more  difficult  to  identify  than  its 
physical  counterparts.  Yet  emotional  maltreatment  is  almost  always  present 
with  physical  abuse  or  neglect,  is  even  more  prevalent,  and  often  has  more 
profound  effects  on  a child’s  development  than  physical  maltreatment.  It  is 
well  known  that  many  cases  of  abuse  and  neglect  are  not  reported,  thus  statis- 
tics reflect  only  a portion  of  actual  cases. 

With  respect  to  measures  of  social  disorganization  variables  in  relation 
to  community  approved  behavior,  it  is  not  possible  to  distinguish  significant 
differences  between  types  of  mistreating  behavior  in  families.  Varying  indi- 
ces of  personal  difficulty  and  intrapsychic  disorder  appear  to  differentiate 
the  neglectful  and  abusive  families  as  well  as  both  these  groups  from  the 
more  adequate  ones.  This  indication  of  disorder  includes  marital  discord, 
drinking  problems,  and  emotional  disturbance.  In  general  the  pattern  of 
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findings  in  most  studies  would  support  the  idea  that  abuse  tends  to  be  less 
clearly  related  to  socioeconomic  status  than  does  neglect,  less  directly  linked 
to  the  kinds  of  environmental  stress  presented  by  poverty  and  more  closely  as- 
sociated with  intrapsychic  and  interpersonal  difficulties  than  neglect. 

These  findings  concerning  a possible  link  between  psychologic  disorder 
and  abuse  would  in  fact  not  contraindicate  a more  basic  link  between  poverty 
and  abuse,  which  Gil’s  more  extensive  epidemiologic  study  of  reported  abuse 
suggests  might  exist  (Gil  1971) . It  appears  that  poverty  families  have  greater 
visibility  to  social  institutions  and  therefore  are  reported  more  frequently. 

Adequate  attention  to  family  violence  demands  a massive  collaborative  ef- 
fort by  medical,  mental  health,  social,  and  criminal  justice  institutions  at 
Federal,  State,  and  local  levels.  The  relationship  of  incest,  child  abuse, 
alcoholism,  homicide,  and  other  violent  crimes  to  wife  abuse  must  be  clearly 
recognized.  There  are  existing  Federal  legislative  proposals  which  are  rele- 
vant to  these  recommendations:  Domestic  Violence  Prevention  and  Treatment  Act 

of  1977  (H.R.  7927,  S.  1728)  and  The  Family  Violence  Prevention  and  Treatment 
Act  (H.R.  8948).  In  addition,  new  State  legislative  proposals  are  pending  or 
approved,  e.g.,  Pennsylvania's  Protection  From  Abuse  Act  (No.  218).  These 
and  other  innovative  proposals  and  programs  at  all  governmental  and  community 
levels  must  be  identified  and  reviewed. 


Options 

(60)  Initiate  active  case  identification  and  reporting 
systems . 

(61)  Provide  emergency  shelter  and  protection  for  abused 
women  and  their  children,  including  emergency  funds 
for  food  and  clothing  for  both  women  and  children, 
and  extended  residence  facilities  so  that  abused 
women  and  their  children  can  reorganize  their  lives. 

(62)  Provide  adequate  and  nonsexist  mental  health  serv- 
ices for  abused  women  and  their  children. 

(63)  Provide  crisis  training  for  law  enforcement  agencies 
intervening  in  domestic  disputes,  and  staff  these 
agencies  properly. 

(64)  Revise  existing  State  law  and  criminal  justice  pro- 
cedures and  practices  so  that  the  victim  of  domestic 
violence  who  files  a complaint  is  given  immediate 
assistance  and  protection  for  herself  and  her  child- 
ren as  well  as  accurate  information  about  her  options 
regarding  legal  action;  provide  legal  aid  services 
for  victims  of  domestic  violence. 

(65)  Fund  only  those  alcohol  and  child  abuse  programs 
that  provide  adequate  attention  and  services  for  the 
wives  and  mothers  in  these  families. 


ADULT  52 


597 


(66)  Coordinate  Federal,  State,  and  local  programs 

designed  to  identify,  treat,  and  prevent  domes- 
tic violence;  develop  a clearinghouse  to  collect 
and  disseminate  information  about  domestic 
violence . 
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XV.  PARENTING 

The  current  lifespan  perspective  that  emphasizes  the  capacity  for  growth 
and  change  over  the  course  of  development  also  applies  to  parenting  behavior. 
There  are  many  parents  who  either  because  of  their  own  prior  history,  immaturityj 
or  situational  stresses  are  functioning  in  ways  that  are  deleterious  to  their 
children.  There  is  evidence  that  supportive  services  and/or  counseling  serv- 
ices are  highly  effective  in  enabling  many  parents  to  reverse  prior  practices 
and  to  maximize  their  parenting  potential  in  ways  that  enable  them,  to  fulfill 
the  growth  needs  of  their  children. 

In  a contemporary  society,  it  is  very  possible,  even  likely,  that  many 
children  grow  to  adulthood  without  meaningful  interaction  with  infants  and 
children  in  ways  that  help  them  to  develop  appropriate  parenting  skills.  For 
preventive  purposes,  it  is  important  to  teach  parenting  skills  to  all  adoles- 
cents, both  in  terms  of  understanding  children's  development  and  needs  as  well 
as  giving  practical  experiences  in  nurseries  and  day  care  centers  caring  for 
babies  and  children. 

Isolated,  insecure,  or  dependent  parents  often  need  supportive  care  and 
some  on-site,  in-home  teaching  and  modeling  of  good  parenting.  In  addition  to 
professional  and  paraprofessional  workers,  there  is  an  important  role  for  ded- 
icated trained  volunteers  in  some  of  these  roles. 

There  should  be  a variety  of  preventive,  supportive,  and  remedial  services 
available  to  parents.  There  is  a need  to  provide  these  services  in  ways  that 
assure  availability  and  access  on  an  emergency  basis,  at  times  compatible  with 
work  schedules  in  ways  that  preserve  the  dignity  and  privacy  of  the  family  and 
regardless  of  economic  status.  (See  Child  Task  Panel  for  further  details  on 
parent  education.) 


Options 

(67)  Encourage  local  communities  to  utilize  all  avail- 
able private  resources  in  conjunction  with  public 
funds  such  as  Title  XX  to  set  up  neighborhood 
based,  around-the-clock  parenting  guidance  centers. 
Volunteers  should  be  encouraged  to  serve. 

(68)  Require  community  mental  health  centers  to  offer 
emergency  services  on  a 24-hour  basis  for  parents 
in  crisis  as  well  as  regular  marital  and  family 
counseling  services. 

(69)  Give  priority  in  community  mental  health  centers 

to  the  training  of  professionals,  paraprofessionals, 
and  volunteers  to  work  with  distressed  parents. 
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(70)  Beginning  with  junior  high  school,  offer  courses 
in  family  life  education  specifically  including 
child  development;  give  school  credit  for  elec- 
tive time  spent  in  supervised  work  in  nurseries 
and  day  care  centers. 

(71)  Include  in  all  publicly  supported  mental  health 
services  family  oriented  counseling,  therapy, 
education,  and  related  activities. 
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XVI . RESEARCH 


It  would  be  possible  to  make  many  specific  recommendations  for  research 
on  questions  raised  by  the  topics  presented  above.  The  panel  has  elected  not 
to  do  this  for  much  research  is  already  underway  on  these  and  related  topics 
and,  while  support  for  research  might  reasonably  be  increased,  we  think  it 
more  important  with  limited  resources  available  to  repair  two  major  deficien- 
cies in  the  Nation’s  capability  using  research  knowledge  to  guide  mental  health 
programs.  The  panel  identifies  two  urgent  needs:  (1)  to  improve  the  process 

by  which  public  policies  in  the  area  of  mental  health  are  made  and  (2)  to  im- 
prove the  procedures  for  assessing  the  status  of  families  and  children  and  to 
measure  changes  that  occur  over  time.  These  two  issues  will  be  discussed 
below. 

Policy  Studies.  The  Nation  does  not  have  an  adequate  mechanism  for  ad- 
dressing issues  of  public  policy  related  to  mental  health  and  mental  retarda- 
tion, and  to  those  primary  institutions  (such  as  families,  neighborhoods, 
churches,  and  schools)  upon  which  a society  must  rely  to  nurture  the  mental 
health  of  its  members.  The  National  Institute  of  Mental  Health  does  not  have 
a policy  study  group.  The  Office  of  the  Secretary  of  HEW  has  a policy  and 
planning  capability  but  it  also  has  a wide  range  of  problems  to  deal  with  and 
cannot  give  sustained  address  to  problems  of  mental  health.  Congress  now  has 
its  separate  policy  study  group  but,  again,  its  responsibilities  are  so  broad 
that  mental  health  issues  have  never  commanded  systematic  attention.  The 
panel  is  not  aware  of  any  groups  outside  of  the  government,  in  universities 
or  in  research  institutes,  that  have  today  systematic  concerns  for  mental 
health  and  public  policy. 

In  the  absence  of  a national  capability  for  studying  public  policies  re- 
lating to  mental  health,  heavy  reliance  has  been  placed  upon  commissions  to 
make  recommendations  for  policy  development  in  mental  health  and  mental  retar- 
dation. In  the  past  twenty  years  there  have  been  four  such  commissions;  The 
Joint  Commission  on  Mental  Health,  The  Joint  Commission  on  Mental  Health  of 
Children,  The  President’s  Panel  on  Mental  Retardation,  and  The  President’s 
Commission  on  Mental  Health,  which  we  are  now  privileged  to  serve.  While  com- 
missions have  many  advantages,  most  notably  in  focusing  public  attention  on  a 
problem  and  in  encouraging  political  action,  the  commission  approach  to  policy 
shaping  has  serious  limitations.  One  of  the  most  serious  limitations  is  that 
of  time;  though  much  can  be  accomplished  by  concentrated  work,  there  is  most 
inevitably  a price  paid.  It  is  difficult  if  not  impossible  to  identify  options, 
to  weigh  them  carefully,  and  to  anticipate  possible  unintended  consequences. 

It  is  difficult  (though  not  impossible,  as  this  Commission  has  demonstrated) 
to  mobilize  quickly  a competent  staff.  And  commissions  do  not  build  cumulative 
competence;  by  the  time  commissioners  and  staff  are  well  enough  informed  to 
make  recommendations,  the  commission  is  disbanded  and  the  achieved  competence 
and  understanding  dissipated.  Finally,  without  the  immediate  involvement  in 
a commission  of  people  in  high  authority,  commissions  often  appear  not  to  make 
much  difference  in  the  actual  formulation  of  policy.  When  commissions  are 
used  for  their  positive  values,  it  should  not  be  necessary  to  assemble  all 
needed  information  from  scratch;  it  should  be  possible  to  call  upon  the  work 
of  several  policy  study  groups  that  work  all  the  time  on  mental  health  issues 
and  public  policy. 
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The  policy  study  groups  should  be  expected  to: 

1.  provide  for  a particular  mental  health  policy  issue  a comprehensive 
and  thoroughly  dependable  statement  of  what  is  known  about  the  problem,  draw- 
ing on  the  scientific  literature  and  reporting  on  experiences  in  the  50  States 
and  in  other  countries; 

2.  make  a complete  audit  of  existing  policies  bearing  upon  the  topic 
including  summaries  of  legislation,  administrative  guidelines,  and  reported 
practices  in  all  Federal  programs  and  in  State  programs  as  well; 

3.  identify  gaps  in  knowledge  required  for  the  formulation  of  policy 
and  to  map  research  needed  to  improve  judgment  in  policy  decisions;  and  to 
identify  major  policy  options  evident  in  the  research  literature  suggested  by 
demonstration  programs,  or  proposed  by  authorities; 

4.  make  a detailed  analysis  of  the  advantages  and  disadvantages  of  the 
major  policy  options,  including  an  analysis  of  costs  and  benefits,  values 
served,  public  acceptability,  political  feasibility,  ease  of  implementation, 
and  the  possibility  of  unintended  consequences;  and 

5.  develop  for  preferred  policy  options  strategies  for  implementation 
and  evaluation  of  programs  in  order  that  these  vital  components  can  be  in- 
cluded in  policy  formulation  at  the  outset. 

Because  of  the  breadth  of  the  mental  health  field,  there  should  be  policy 
study  groups  addressing  a variety  of  topics.  This  panel  is  most  interested  in 
seeing  developed  in  the  Nation  a capability  for  addressing  systematically  over 
time  the  relationship  between  families  and  mental  health  or,  more  precisely, 
the  roles  of  families,  neighborhoods,  churches,  schools,  and  other  mediating 
institutions  in  relationship  to  the  mental  health  of  the  American  people. 

Option 

(72)  Establish  six  mental  health  policy  study  centers 
in  universities  or  in  independent  policy  research 
organizations,  with  each  center  accepting  respon- 
sibility for  accomplishing  the  work  described 
above  with  respect  to  some  salient  mental  health 
problem  and  for  communicating  the  results  of  its 
work  to  mental  health  policymakers  at  local. 

State,  and  national  levels. 


Social  Indicators  on  Children  and  Families 

Government  is  the  chief  producer  of  national  social  indicators  and  also 
sponsors  and  conducts  most  of  the  large  sample,  large  budget,  high  quality  sur- 
veys in  the  United  States,  especially  the  recurrent  ones.  The  kind  of  statis- 
tics produced  by  government  agencies  largely  determines  the  substantive  scope, 
frequency,  and  the  precision  of  the  available  social  indicators  on  children  and 
families.  Our  knowledge  about  social  change  in  America  depends  on  how  Federal 
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statistical  agencies  present  their  data  as  well  as  on  the  content  of  those 
data.  Trends  in  the  psychological  well-being  of  American  children  and  changes 
in  their  social  development  are  least  known. 

An  important  component  of  the  successful  development  of  social  indicators 
on  children,  therefore,  is  a cooperative  relationship  among  those  Federal  agen- 
cies that  have  statistical  or  policy  responsibilities  related  to  the  care, 
well-being,  and  development  of  American  children.  The  number  of  agencies  with 
some  involvement  in  data  collection  on  child  care  or  child  well-being  is  large 
and  includes  such  diverse  organizations  as:  the  Bureau  of  the  Census  (Depart- 

ment of  Commerce),  the  Bureau  of  Labor  Statistics  (Department  of  Labor),  the 
National  Center  for  Education  Statistics,  the  National  Center  for  Health 
Statistics,  the  National  Center  for  Social  Statistics,  the  National  Center  for 
Child  Abuse  and  Neglect,  the  National  Institute  of  Mental  Health  (Department 
of  Health,  Education,  and  Welfare),  the  National  Criminal  Justice  Information 
and  Statistics  Service,  and  the  Institute  for  Juvenile  Justice  of  the  Law  En- 
forcement Assistance  Administration  (Department  of  Justice) . 

Data  on  the  state  of  the  Nation’s  children  are  fragmented  and  inconsistent 
across  data  sources.  Information  available  is  static  and  does  not  provide  a 
picture  of  the  family  characteristics  and  social  settings  in  which  development 
is  occurring.  In  order  to  provide  for  the  well-being  of  our  children,  more 
information  should  be  available  about  their  day-to-day  living  conditions,  how 
they  are  developing  in  their  ordinary  life  course,  and  how  they  are  affected 
by  social  changes. 

Options 

(73)  Better  cooperation  and  coordination  among  the 
Federal  statistical  agencies  should  lead  to  more 
thorough  and  sophisticated  collection  and  anal- 
yses of  the  data  that  relate  to  children  and  fam- 
ilies as  well  as  to  timely,  interpretive  reports 
of  the  findings  of  such  analyses. 

(74)  The  appropriate  government  agencies  should  conduct 
or  sponsor  replications  of  the  major  baseline 
studies  they  undertake.  The  replication  of  impor- 
tant Federal  surveys  relating  to  children,  such  as 
the  comprehensive  nationwide  study  on  child  care 
arrangements  (see  Waldman  and  Whitmore  1974), 
would  allow  for  the  measurement  and  analysis  of 
change  over  time  in  the  characteristics,  settings, 
and  services  of  America’s  children. 

(75)  We  therefore  recommend  that  adequate  safeguards 
for  accuracy  and  personal  privacy  be  included  in 
all  data  collection  activities  and  that,  whenever 
practicable,  data  be  collected  and  maintained  in 
a form  that  does  not  identify  particular  children 
or  families. 
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Without  in  any  way  diminishing  the  need  to  improve  the  quality  and  use- 
fulness of  Federal  statistics  on  families  and  children,  there  is  a need  for 
a new  public  institution  dedicated  to  gathering,  interpreting,  and  dissemi- 
nating information  on  the  health,  well-being,  and  development  of  American 
children.  Such  an  institution  would  also  provide  continuing  statistical  in- 
formation trends  in  American  family  life.  Such  a program  would  complement 
and  increase  the  visibility  and  value  of  existing  Federal  statistical  programs 
that  relate  to  children  and  families. 


Option 

(76)  A national  research  data  center  for  families  and 
children  and  a network  of  regional  centers  around 
the  country  that  would  work  cooperatively  to  per- 
form independent  data  studies,  reassess  government 
findings,  and  disseminate  findings  to  the  public. 
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EXECUTIVE  SUMMARY 


Our  recommendations  to  promote  the  mental  health  of  infants  and  children 
reflect  a three-fold  approach — prevention,  treatment,  and  research. 

As  a task  panel  concerned  with  developing  children,  we  are  in  the  busi- 
ness of  prevention.  Thus,  a number  of  our  recommendations  are  aimed  not 
only  at  mentally  disturbed  children  but  at  all  children.  For  example,  if 
pregnant  women  were  guaranteed  access  to  good  prenatal  care,  many  instances 
of  mental  retardation  and  other  disorders  in  children  could  be  prevented. 

If  future  parents  were  routinely  exposed  to  parent  education  in  high  school, 
some  of  the  unrealistic  expectations  which  can  lead  to  poor  parenting  and 
child  abuse  could  be  prevented.  If  mothers  (or  fathers)  had  access  to  a 
6-month  part-paid  maternity  leave,  quality  day  care,  and  homemaker  services 
in  times  of  particular  stress,  much  of  the  disruption  that  tears  families 
and  children  apart  could  be  prevented.  Other  preventive  measures  include 
periodic  developmental  assessment  and  access  to  primary  health  systems 
with  specialized  mental  health  services. 

Yet  no  matter  how  many  preventive  measures  our  society  adopts,  up  to 
and  including  full  employment  and  guaranteed  income  policies,  there  will 
always  be  children  who  require  special  help.  Clinical  services  provided 
by  well-trained  mental  health  professionals  have  been  shown  to  promote 
healthy  personality  development,  to  relieve  suffering,  to  improve  function- 
ing, to  minimize  the  effects  of  disabilities,  and  to  prevent  tragic  out- 
comes. Therefore,  we  recommend  a network  of  psychiatric,  pediatric, 
counseling,  special  education,  and  occupational  training  services.  These 
services  must  reflect  the  ways  in  which  children’s  needs  differ  from  those 
of  adults.  While  the  traditional  goal  of  adult  therapy  has  been  to  return 
the  individual  to  his  previous  level  of  functioning,  a child,  on  the  other 
hand,  must  be  restored  to  normal  patterns  of  growth  and  aided  in  compen- 
sating for  lost  development.  Treatment  must  address  the  cause  of  the  ill- 
ness and  include  counseling  for  parents  and  other  adults  in  the  child’s 
life. 

Mental  health  services  for  children  must  also  be  delivered  within  a 
system  of  care  that  insofar  as  possible  promotes  and  maintains  a continu- 
ing relationship  between  child  and  family.  As  a result,  we  call  on  health 
insurance  plans  to  recognize  the  need  to  keep  a child  functioning  within 
his  own  family  and  to  remove  limits  on  outpatient  visits  for  children.  We 
recommend  that  parents  be  partners  with  providers  in  determining  a plan 
of  treatment  for  every  severely  disturbed  or  handicapped  child.  And,  in 
emergency  cases  such  as  child  abuse,  we  call  for  immediate  access  to  serv- 
ices which  will  protect  the  child  while  working  to  keep  the  family  intact 
when  it  is  feasible  and  in  the  best  interests  of  the  child. 

Clearly,  mental  health  services  should  respect  ethnic  differences 
and  preferences.  The  quality  of  services  should  be  independent  of  the 
socioeconomic  or  ethnic  groups  being  served.  Services  should  be  adapted 
to  suit  the  lifestyles,  language,  and  expectations  of  the  children  and 
families  being  served. 
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Mental  health  services  should  also  be  organized  along  a spectrum, 
so  that  a given  child  can  move  in  any  direction  as  the  treatment  needs  of 
the  child  change.  In  contrast  to  the  trend  toward  deinstitutionalization 
of  adults,  there  remains  a scarcity  of  residential  resources  for  children 
and  adolescents.  Good  residential  facilities,  specializing  in  the  treat- 
ment of  autistic,  psychotic,  retarded,  multihandicapped,  and  suicidal 
children  and  adolescents  are  desperately  needed. 

To  achieve  these  prevention  and  treatment  goals,  we  call  for  an  in- 
crease in  support  for  manpower  and  training  for  children’s  and  adolescents’ 
mental  health  services.  There  is  a critical  need  for  people  at  different 
levels  of  expertise  who  are  trained  in  both  diagnostic  and  therapeutic 
techniques.  Because  children  have  been  seriously  underserved,  we  recommend 
categorical  funding  for  a full  range  of  mental  health  services  to  children 
and  adolescents.  For  example,  the  funding  patterns  of  community  mental 
health  centers  should  be  changed  to  include  categorical  funding  for  serv- 
ices in  proportion  to  the  needs  of  the  child  population.  The  allocation 
of  these  funds  should  be  determined  regularly  by  a needs  assessment  survey 
of  the  population  of  eligible  children,  with  funds  appropriated  in  propor- 
tion to  these  needs.  In  addition,  any  developmental  review  legislation 
should  include  adequate  treatment  resources  for  mental  illness,  mental 
retardation,  and  developmental  disabilities.  These  recommendations  are 
based  on  the  assumption  that  children’s  access  to  mental  health  services 
should  not  be  conditional  upon  assertions  that  they  will  guarantee  healthy, 
happy  adulthood.  Nor  should  the  resilience  of  some  children  and  youths 
be  used  as  an  excuse  for  not  providing  vulnerable  children  with  the  best 
services  we  can  muster. 

Underlying  all  our  recommendations  is  the  need  for  more  research  and 
evaluation.  Because  insufficient  funds  and  delivery  systems  have  impeded 
the  implementation  of  what  is  already  known,  there  has  been  the  tendency 
to  cut  research  substantially  if  not  entirely.  But  this  tendency  is 
penny-wise  and  pound-foolish.  Research  has  played  and  should  continue  to 
play  an  important  role  in  the  delivery  of  quality  services  in  mental 
health.  Without  more  research,  the  potential  for  waste  of  resources  is 
great.  For  example,  while  there  is  strong  public  pressure  to  combat 
child  abuse,  few  researchers  are  confident  that  we  have  sufficient  knowledge 
of  crisis  management,  attachment  theory,  and  family  relationships  to  at- 
tack this  problem  effectively.  Similarly,  while  there  is  much  concern 
about  teenage  pregnancy,  we  still  do  not  sufficiently  understand  the 
motivations  and  environmental  pressures  that  drive  teenagers  into  preg- 
nancies that  are  frequently  untenable.  We  also  have  insufficient  knowledge 
to  undergird  our  day  care  programs  and  the  current  public  policy  of  main- 
streaming  handicapped  children.  All  of  these  areas  require  more  research 
along  with  efforts  to  apply  what  we  do  know.  We  recommend  a set-aside  of 
at  least  10  percent  from  the  total  funding  for  programmatic  efforts  for 
research,  demonstrations,  and  evaluation.  It  might  be  simpler  to  empha- 
size one  mental  health  approach,  such  as  treatment  or  prevention,  over 
research,  but  it  would  not  be  wiser  or  even  less  expensive  in  the  long  run. 
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LIST  OF  OPTIONS 


I.  Prenatal  and  Perinatal  Care 


To  reduce  infant  mortality  and  mental  retardation,  pre- 
natal care  services  should  be  expanded  and  better  dis- 
tributed. Thirty  percent  of  pregnant  women  in  the  United 
States  currently  receive  no  care  during  the  first  tri- 
mester of  pregnancy.  Prenatal  services  should  include 
identification  of  pregnant  women  and  their  spouses  at 
high  risk,  correction  of  health  and  nutrition  deficits, 
and  counseling  and  psychotherapeutic  services  for  vul- 
nerable groups.  Where  indicated,  one  of  the  options 
should  be  therapeutic  abortion.  Special  consideration 
should  be  given  to  the  management  of  teenage  pregnan- 
cies. Prenatal  medical  and  counseling  services  should 
respect  ethnic  and  sociocultural  preferences  and 
beliefs . 


II.  Child  Health  Services 

Beginning  with  birth,  all  children  should  have  direct 
access  to  a primary  health  care  system  that  provides 
general  medical  care  and  specialized  mental  health  serv- 
ices. Specifically,  primary  health  care  teams  should 
include  mental  health  professionals  familiar  with  early 
childhood.  Within  the  context  of  health  care  services, 
a periodic,  comprehensive,  developmental  review  should 
be  available  to  all  children  with  consent  of  parents 
and  with  maximal  parental  involvement  in  all  stages  of 
the  process.  Mental  health  professionals  should  assist 
in  training  those  persons  who  will  perform  the  develop- 
mental review,  and  they  should  provide  direct  services 
where  indicated.  Any  new  developmental  review  legis- 
lation should  include  adequate  treatment  resources  for 
mental  illness,  mental  retardation,  and  developmental 
disabilities . 


III.  Services  for  Children  with  Severe  Psychiatric  Disorders 

The  task  panel  considers  the  upgrading  and  expansion 
of  services  for  children  with  severe  psychiatric  dis- 
orders an  urgent  priority.  We  recommend  an  increase 
in  funds  for  a full  range  of  mental  health  services 
to  children  and  adolescents,  especially  in  regard  to 
programs  for  children  with  severe  psychiatric  dis- 
orders. The  funding  patterns  of  community  mental 
health  centers  should  include  categorical  funds  for 
services  in  proportion  to  the  needs  of  the  child 
population.  The  allocation  of  these  funds  should 


FAM-INF  6 


618 


be  determined  regularly  by  a needs  assessment  survey  of 
the  population  of  eligible  children,  with  funds  ap- 
propriated accordingly.  We  further  recommend  a net- 
work of  psychiatric,  pediatric,  counseling,  special 
education,  and  occupational  training  services  staffed 
with  adequately  trained  personnel.  In  addition  to 
these  services,  available  in  a range  of  settings,  we 
must  improve  and  expand  residential  care  for  severely 
disturbed  children.  Residential  programs  for  children 
and  adolescents  must  be  kept  separate  from  those  for 
adults. 


IV.  School-Age  Services 


Multidisciplinary  mental  health  and  educational  serv- 
ices for  children  with  school  learning  problems  should 
be  increased  in  both  school  and  child  guidance  clinic 
settings.  Response  to  the  earliest  evidence  of  anti- 
social and  delinquent  behavior  should  take  place  within 
voluntary  settings  as  much  as  possible,  such  as  child 
guidance  clinics,  social  agencies  for  children  and 
youths,  and  mental  health  services  in  schools  and 
juvenile  courts.  Services  should  be  designed  to  adapt 
to  a wide  variety  of  ethnic  and  sociocultrual 
backgrounds. 


V.  Serving  Adolescents 

To  correct  the  serious  deficiencies  in  the  availability 
of  mental  health  services  for  adolescents,  we  recommend 
increases  in  the  number  and  variety  of  services,  and  in 
the  manpower  and  facilities  specially  designed  to  serve 
adolescents.  To  offer  young  people  more  involvement  in 
activities  of  real  importance  to  the  adult  world,  we 
endorse  the  strategy  of  youth  participation,  which  em- 
phasizes opportunities  to  work  in  various  community  serv- 
ices. We  also  call  for  a comprehensive  program  to  help 
prevent  unwanted  pregnancies  among  teenagers  and  a parent 
education  program  to  expose  high  school  students  to  the 
responsibilities  of  parenthood  through  fieldwork 
experiences . 


VI .  Foster  Care  and  Adoption 

To  work  toward  the  goal  of  a permanent  home  for  every 
child,  the  United  States  should  support  the  development 
of  the  following: 
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A.  Access  to  comprehensive  emergency  services  to  pro- 
tect children  and  to  prevent  unnecessary  family 
breakups; 

B.  Incentives  to  States  to  track  down  hundreds  of 
thousands  of  children  currently  adrift  in  foster 
care  or  institutions;  and 

C.  Adoption  assistance  services  and  subsidies  to  facili- 
tate the  adoption  of  hard-to-place  children. 


VII . Manpower  and  Training 

Federal  and  State  Governments  should  support  programs  to 
increase  the  qualified  personnel  for  child  care  and  men- 
tal health  services.  Concerted  Federal  and  State  support 
is  also  needed  to  increase  substantially  the  number  of 
skilled  homemakers,  home  visitors,  and  day  care  providers. 
Inservice  training  programs,  such  as  the  Child  Develop- 
ment Associate  (CDA)  program,  should  be  expanded. 

VIII.  Child  Care  Options 

The  task  panel  recommends  the  expansion  of  a variety  of 
child  care  options  to  support  parents  in  their  child- 
rearing  responsibilities: 

A.  Six-month  part-paid  pregnancy  leave; 

B.  Expansion  of  high-quality  day  care,  both  center- 
and  family-based,  with  Federal  standards  to  assure 
that  day  care  is  not  detrimental  to  children; 

C.  Expansion  of  Head  Start  to  serve  more  communities 
and  children,  especially  handicapped  children; 

D.  Development  of  school-age  day  care  in  both  school 
and  community  settings. 

IX.  Services  for  Minorities 

The  task  panel  recommends  an  increase  in  minority  per- 
sonnel and  in  programs  to  train  minorities  for  mental 
health  careers.  Mental  health  services  should  be  de- 
signed to  respect  ethnic  and  sociocultural  differences. 
Mental  health  professionals  should  be  trained  to  be 
sensitive  to  the  interaction  between  the  individual 
and  his  environment . 
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X.  Research 

The  task  panel  recommends  a set-aside  of  at  least 
10  percent  from  the  total  funding  for  programmatic 
efforts  for  research,  demonstrations,  and  evaluation. 
Specific  areas  for  further  research  include  child 
abuse,  the  mainstreaming  of  handicapped  children, 
the  effects  of  day  care,  the  efficacy  of  adoption 
subsidies,  and  the  environmental  stresses  that  con- 
tribute to  teenage  pregnancy. 
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INTRODUCTION 


In  the  report  which  follows,  the  task  panel  has  attempted  to  amplify 
the  recommendations  sketched  in  our  list  of  options.  Our  recommendations 
are  guided  by  the  following  assumptions  and  principles. 

1.  Continuity  between  preventive  and  therapeutic  services  is  essen- 
tial if  either  of  these  components  of  mental  health  services  is  to  be 
sustained  and  effective  in  an  individual  and  in  a public  health  sense. 
Therefore,  our  recommendations  are  guided  by  the  assumption  that  there 
should  be  a balance  of  resources  devoted  to  direct  (therapeutic)  services 
for  psychiatrically  ill  children  and  youths  and  to  indirect  (preventive) 
services  for  those  who  are  vulnerable  to  or  at  risk  of  becoming  psychiatri- 
cally ill. 

2.  As  in  the  treatment  of  adults,  but  with  even  greater  importance 
for  children  and  youths,  mental  health  services  are  designed  to  define 
and  relieve  immediate  difficulties  in  order  to  provide  children  with  a 
decent  quality  of  life  and  to  assist  them  in  resuming  and  continuing  their 
healthy  development.  A delay  in  the  delivery  of  mental  health  services 

to  children  is  no  more  justifiable  than  a delay  in  the  delivery  of  physi- 
cal health  services.  Waiting  for  nature  to  correct  deficits  and  to  relieve 
suffering  without  assistance  is  to  deny  children  the  quality  of  life  in 
the  present  that  we  presume  for  adults.  Such  a trend  represents  a double 
standard  in  which  adults  should  have  needed  services  now,  whereas  children 
can  wait. 


3.  By  seeking  an  increase  in  the  current  allocation  of  resources 
for  children,  we  are  also  seeking  to  strengthen  the  integrity  of  the 
family  and  the  autonomy  of  parents.  This  strategy  is  reflected  in  our 
inclusion  of  parents  as  partners  in  the  determination  of  any  plan  for  the 
treatment,  special  education,  or  care  of  children. 

4.  Mental  health  is  integrally  related  to  a sense  of  competency  in 
coping  with  practical  as  well  as  interpersonal  stresses.  Thus,  the  im- 
portance of  effective  schooling,  which  occupies  about  a third  of  children’s 
time,  cannot  be  underestimated.  Learning  failure  and  unused  learning 
potential  are  the  sources  of  many  psychological  and  social  ills  which 
concern  the  President’s  Commission  on  Mental  Health. 

5.  We  assume  that  there  should  be  a wide  variety  of  services  that 
will  be  attractive  to  and  comfortable  for  the  pluralist  populations  that 
characterize  the  United  States.  Thus,  we  recommend  that  the  mental  health 
services  system  represent  opportunities  created  by  a collaboration  of  Fed- 
eral, State,  and  private  agencies  in  which  overlapping  assures  continuity 
of  services  and  not  a wasteful  duplication  of  services.  In  speaking  of 
opportunities  for  service,  we  emphasize  the  importance  of  voluntary  serv- 
ices. Coercive  services  should  be  restricted  to  precise  conditions  and 
used  only  when  parents  are  not  available  or  are  found  not  to  be  competent 
to  provide  advocacy  for  their  children. 
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I.  PRENATAL  AND  PERINATAL  CARE 


A focus  upon  maternal  health  care  seems  to  be  an  essential  first  step 
in  any  effort  designed  to  improve  the  mental  health  status  of  this  Nation’s 
children.  Maternal  health  is  directly  related  to  the  incidence  of  pre- 
maturity and  low  birth  weight,  which  are  in  turn  strongly  associated  with 
mental  retardation  and  other  birth  defects.  Despite  this  knowledge  con- 
cerning the  importance  of  prenatal  care,  30  percent  of  pregnant  women  cur- 
rently receive  no  care  during  the  first  trimester  of  pregnancy;  among 
unmarried  women  this  figure  rises  to  60  percent  (DREW  1975) . The  legacy 
of  inadequate  prenatal  care  is  clear:  The  United  States  ranks  only  11th 

in  low  rate  of  infant  mortality,  and  the  infant  mortality  rate  is  twice 
the  national  average  among  Blacks  and  the  urban  poor.  The  prematurity  rate 
of  infants  in  the  United  States  in  1968  was  also  twice  as  high  for  nonwhites 
(13.7)  as  for  whites  (7.1  percent). 

The  magnitude  of  the  mental  health  problem  associated  with  prematurity 
and  low  birth  weight  is  dramatically  emphasized  by  Quilligan: 

The  submerged  portion  of  the  iceberg  which  can  sink  families  or 
even  societies  is  those  individuals  who  do  not  die  at  birth,  but 
who  through  damage  during  pregnancy,  labor  and  delivery,  or  the 
neonatal  period,  are  never  able  to  achieve  their  full  potential 
as  productive  citizens  (Valenti  1968) . 

Recognition  of  the  relationship  between  low  birth  weight  (under  2500  grams) 
and  physically  or  mentally  handicapping  conditions  has  been  noted  for  some 
time.  Over  the  past  25  years,  however,  data  have  been  accumulated  which 
clearly  document  that  low  birth  weight  infants  have  much  higher  rates  than 
full  term  infants  of  severe  mental,  sensory,  and  other  neurologic  defects. 
Prematurity  and  low  birth  weight  have  also  been  strongly  associated  with 
cerebral  palsy,  epilepsy,  severe  mental  retardation,  autism,  blindness, 
and  other  serious  mental  illnesses.  Furthermore,  maternal  risk — whether 
social,  medical,  or  obstetrical — is  directly  related  to  the  outcome  of  the 
pregnancy  as  measured  by  the  proportion  of  low  birth  weight  infants  and 
infant  mortality  rates.  Adequate  prenatal  services  to  high-risk  popula- 
tions have  been  shown  to  reduce  both  morbidity  and  mortality  in  these  vul- 
nerable populations  (Solnit,  Provence  1978). 

We  therefore  recommend  a sustained  expansion  of  prenatal  and  peri- 
natal services  including: 

1.  Preparation  for  parenthood  programs  in  high  schools  and  in  com- 
munities. (See  section  on  adolescent  services  for  details  on  implementation.) 

2.  General  health  care  and  correction  of  health  deficits.  All  preg- 
nant women  and  their  spouses  should  have  access  to  evaluation  as  early  in 
pregnancy  as  possible  in  order  to  determine  risks  that  could  adversely 
affect  the  health  of  their  infants.  These  risks  include  social,  demo- 
graphic, medical,  and  obstetrical  factors  such  as  poverty  status,  maternal 
hypertension,  and  previous  stillbirth  or  infant  death.  Special  attention 
should  be  given  to  these  vulnerable  populations  so  that  prenatal,  obstetrical. 
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postnatal,  and  interconceptional  care  is  provided  that  is  appropriate  for 
the  management  of  different  risk  categories. 

3.  Counseling  and  psychotherapeutic  services  for  vulnerable  popula- 
tions, especially  woman  and  men  at  high  genetic  risk.  Where  indicated, 
one  of  the  options  should  be  therapeutic  abortion. 

4 . Extension  of  medical,  counseling,  and  educational  services  into 
perinatal  care  for  babies  and  supportive  services  for  parents.  To  assure 
continuity  of  care,  especially  for  vulnerable  populations,  this  extension 
is  essential. 

To  implement  our  proposals  for  prenatal  and  perinatal  care,  we  recom- 
mend the  expansion  of  categorical  State  programs  that  provide  maternity 
services  through  formula  grants  and  the  use  of  Title  XX  funds  for  prenatal 
care.  Funds  from  these  programs  should  be  coordinated  with  existing  cate- 
gorical programs  that  provide  prenatal  services  and  nutritional  supplements, 
such  as  the  women,  infants,  and  children  (WIG)  program  of  the  Department 
of  Agriculture.  The  WIG  program  should  be  strengthened  by  increasing  its 
food  supplementation  budget  and  its  educational  component.  An  ongoing 
monitoring  system  should  be  set  up  to  evaluate  the  results  of  the  program. 

In  the  design  of  these  services,  special  consideration  should  be  given  to 
maternal  nutrition,  the  management  of  teenage  pregnancies,  and  the  pro- 
vision of  therapeutic  abortions  when  appropriate  for  the  care  of  the 
mother. 
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II.  CHILD  HEALTH  SERVICES 


The  task  panel  recommends  that  infants  have  direct  access  to  a pri- 
mary health  care  system  that  will  provide  general  medical  care  and  special- 
ized mental  health  services.  Specifically,  mental  health  professionals 
familiar  with  early  childhood  shall  be  members  of  primary  health  care 
teams.  Within  the  context  of  health  care  services,  a periodic  develop- 
mental review  should  be  available  to  all  children  with  consent  of  parents 
and  maximal  parental  involvement  in  the  review  process. 

According  to  the  Joint  Commission  on  the  Mental  Health  of  Children, 
the  most  important  principle  of  child  advocacy  is  that  one  cannot  separate 
mental  health  from  physical  health  (Berlin  1975).  The  interdependence  of 
physical  health,  general  development,  and  mental  health  in  earliest  child- 
hood creates  a particular  need  for  close  collaboration  between  health  and 
mental  health  systems  and  yet  the  chasm  between  these  systems  is  wide. 

The  physicians,  nurses,  and  other  health  professionals  who  provide  most 
of  the  health  care  for  infants  are  in  the  best  position  to  detect  signs 
and  symptoms  of  difficulty  in  the  infant  and  to  recognize  a breakdown  in 
the  parent’s  ability  to  provide  adequate  nurturance.  However,  most  pri- 
mary health  care  personnel  are  currently  ill-prepared  to  recognize  these 
danger  signs.  Therefore,  these  frontline  health  care  personnel  need  ac- 
cess to  mental  health  professionals — child  psychiatrists,  psychologists, 
psychiatric  social  workers,  developmental  pediatricians,  and  mental  health 
nurses — as  consultants  and/or  collaborators. 

Unfortunately,  many  American  children  currently  have  little  or  no 
access  to  either  mental  health  or  physical  health  care  except  on  an  emer- 
gency basis.  An  estimated  15  million  children  do  not  receive  a routine 
medical  examination  each  year.  According  to  the  U.S.  Immunization  Survey, 
in  1975,  15.5  million  children  were  not  vaccinated  against  polio;  13.8  mil- 
lion children  were  not  immunized  against  measles;  and  13.9  million  children 
were  not  vaccinated  against  rubella  (Reston  1977). 

Thus,  what  is  needed  is  a mechanism  to  facilitate  the  entry  of  infants 
into  a primary  pediatric  health  care  team,  which  includes  a mental  health 
professional.  It  is  well  known  that  the  indicators  in  infancy  of  incipient 
or  full-blown  mental  health  problems  include  such  bodily  manifestations  as 
the  failure-to-thrive  syndrome,  vomiting,  and  disturbances  in  bowel  func- 
tion. Mental  health  problems  may  also  be  manifested  by  delays  or  devia- 
tions in  such  central  developmental  functions  as  mobility,  speech, 
relationships  to  parents,  social  adaptation,  learning,  and  self-awareness. 
All  of  the  above  must  be  distinguished  from  biological  disorders  which  give 
rise  to  the  same  signs  and  S3rmptoms.  Depressive  reactions,  extreme  fear- 
fulness, and  wide  mood  swings  may  be  more  easily  recognized  as  significant, 
but  in  infants  generally  cannot  be  successfully  referred  to  a mental  health 
resource.  For  all  these  reasons,  it  is  urgent  that  mental  health  profes- 
sionals join  the  general  health  care  teams  not  only  in  order  to  recognize 
the  problems  but  to  assist  pediatricians,  family  physicians,  and  nurses  in 
providing  effective  help  (Cohen,  Granger,  Provence,  and  Solnit  1975).  Set- 
tings in  which  health  and  mental  health  professionals  work  closely  together 
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are  known  to  be  more  effective  than  others  in  the  recognition  and  treatment 
of  problems  of  the  early  years. 

Guidelines  for  the  provision  of  general  health  and  immunization  serv- 
ices and  selective  screening  programs  have  been  promulgated  by  the  American 
Academy  of  Pediatrics. 


Developmental  Review 

Within  the  context  of  health  care  services,  whether  from  public  or 
private  providers,  a periodic,  comprehensive  developmental  review  should 
be  available  to  all  children  with  consent  of  parents  and  with  maximal 
parent  involvement.  Mental  health  professionals  should  be  actively  in- 
volved in  this  review  process. 

Early  recognition  of  problems  of  development,  whether  due  to  biologi- 
cal or  environmental  influences,  is  necessary  in  order  to  make  remedial, 
rehabilitative,  and  other  supportive  services  available  to  the  child  and 
his  parents  when  the  child  is  very  young.  When  the  problem  has  a cure, 
development  is  put  back  on  a normal  course.  When  there  is  no  specific 
cure,  the  child  nonetheless  has  a better  chance  to  realize  his  potential, 
and  his  parents  can  be  provided  with  services  to  alleviate  their  pain  and 
to  help  them  carry  out  their  responsibilities. 

The  clinical  and  research  literature  is  full  of  reports  on  the  ad- 
vantages of  early  recognition  of  developmental  problems.  Three  main  areas 
underscore  the  importance  of  early  access  to  developmental  review: 

(1)  parents  who  have  a defective  infant  suffer  from  the  shattering  of 
their  hopes  and  dreams;  the  reality  of  the  baby’s  problems  creates  a pain- 
ful situation  which  they  must  learn  to  handle  in  order  to  help  the  child 
develop  as  well  as  possible;  (2)  infants  with  any  kind  of  developmental 
defect  or  deviation  are  more  vulnerable  to  further  adversity  and  require 
more  assistance  than  infants  who  are  physically  and  psychologically  healthy; 
(3)  there  is  a large  body  of  knowledge  about  development  in  the  earliest 
years  that  can  be  utilized  in  a feasible  system  of  developmental  review 
on  a broad  scale. 

For  infants,  the  developmental  review  should  include:  (1)  reliance 

on  and  attention  to  the  knowledge  most  parents  can  provide  about  their 
infants;  (2)  observations  of  the  child  in  a home,  health,  or  other  child 
care  setting  by  persons  with  sufficient  knowledge  of  children  to  recognize 
danger  signals;  and  (3)  referral  to  or  consultation  with  appropriate  early 
childhood  specialists  when  there  is  reason  for  concern  about  the  infant. 

In  this  process,  mental  health  professionals  would  have  two  important 
functions:  to  assist  in  the  training  of  those  persons  who  will  perform 

the  developmental  review  and  to  provide  direct  services  to  children  and 
parents  where  indicated. 

This  type  of  systematic  review  should  continue  to  be  available  to 
older  children  on  a voluntary  basis,  preferably  as  a part  of  a general 
health  evaluation.  Every  effort  should  be  made  to  find  ways  of  removing 
the  obstacles  to  sharing  information  between  services  (physicians,  clinics, 
schools,  social  agencies,  etc.)  as  the  services  follow  the  child.  Children 
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not  recognized  as  having  difficulties  during  the  first  3 years  and  there- 
fore not  provided  with  needed  services  become  visible  through  such  a pro- 
cess. Children  who  up  to  this  point  have  developed  well  enough,  may 
between  these  years  develop  signs  and  symptoms  of  behavioral  and  develop- 
mental disturbance.  Parents  are  usually  the  first  to  recognize  and  express 
concern  about  such  problems. 

Sharing  the  information  about  the  child  and  his  needs  between  agencies 
is  often  in  the  child’s  best  interests  since  services  can  be  more  adequately 
tailored  to  serve  him  and  his  family.  However,  this  is  at  times  a sensi- 
tive issue  since,  for  example,  parents  might  not  want  the  school  and  prac- 
titioner to  exchange  information. 

To  implement  our  recommendations  on  developmental  review,  new  legisla- 
tion will  be  needed.  The  existing  Title  XIX  Early  Periodic  Screening  Diag- 
nosis and  Treatment  (EPSDT)  program  has  been  extensively  criticized.  The 
pending  Child  Health  Assessment  Program  (CHAP)  legislation,  H.R.  6706,  if 
amended,  would  provide  a more  rational  medical  and  developmental  screening 
program  than  the  existing  EPSDT.  However,  it  is  essential  that  any  new 
developmental  review  legislation  include  adequate  treatment  resources  for 
mental  illness,  mental  retardation,  and  developmental  disabilities.  As  a 
general  rule,  for  every  dollar  allocated  for  screening,  there  should  be  a 
dollar  for  followup  services. 
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III.  SERVICES  FOR  CHILDREN  WITH  SEVERE  PSYCHIATRIC  DISORDERS 


The  task  panel  considers  the  upgrading  and  expansion  of  services  for 
children  with  psychiatric  disorders  an  urgent  priority.  These  disorders 
include  autism,  schizophrenia,  the  impulse  disorders  of  brain-damaged  and 
epileptic  children,  and  those  of  emotionally  disturbed  mentally  retarded 
children.  We  also  call  for  an  expansion  of  mental  health  services  to 
assist  children  with  severe  physical  handicaps. 

To  serve  these  children,  we  recommend  a network  of  psychiatric, 
pediatric,  counseling,  special  education,!  and  occupational  training  serv- 
ices staffed  with  adequately  trained  personnel.  These  facilities  should 
be  available  to  parents  on  a voluntary  basis.  Services  should  be  located 
in  a wide  range  of  settings,  including  day  treatment,  residential  treatment 
centers,  psychiatric  hospitals,  special  schools,  home  support,  and  sheltered 
workshop  resources,  as  well  as  small  group  homes  and  small  institutions. 
Services  should  provide  the  special  treatment,  education,  and  rehabilita- 
tion resources  for  these  chronic  and  severe  psychiatric,  developmental, 
and  behavioral  disorders  in  childhood. 

Parents  should  be  partners  in  the  development  of  any  treatment  plan 
for  their  children.  In  addition,  parents  should  have  the  opportunity  to 
review  the  child’s  progress  at  least  once  per  year. 

The  task  panel  also  recommends  an  increase  in  the  funding  of  mental 
health  services  for  children  and  adolescents,  especially  for  children  with 
severe  psychiatric  disorders.  Funding  patterns  should  include  categorical 
funds  for  a full  range  of  services.  The  allocation  of  these  funds  should 
be  determined  by  a needs  assessment,  perhaps  annually,  of  the  population 
of  eligible  children  and  funds  should  be  allocated  in  proportion  to  these 
needs.  For  example,  the  funding  patterns  of  community  mental  health  cen- 
ters should  include  categorical  funds  for  services  in  proportion  to  the 
needs  of  the  child  population.  We  further  recommend  an  increase  in  the 
funding  and  availability  of  residential  treatment  services  for  children. 
These  two  levels  of  services — child  mental  health  services  and  residential 
services — should  be  part  of  a comprehensive,  integrated  service  delivery 
system. 

The  development  of  mental  health  resources  for  children  in  the  United 
States  has  not  been  exemplary.  While  services  for  children  in  the  community 
mental  health  centers  have  been  mandated,  few  centers  have  provided  the 
volume  and  continuum  of  programs  necessary  to  meet  children’s  mental  health 
needs.  Part  F of  the  CMHC  Act,  which  began  to  provide  discrete  services 
for  children,  is  being  dismantled.  In  many  centers,  identifiable  children’s 
programs  are  not  evident;  and  children  and  adolescents  with  serious  mental 
health  problems  are  being  inadequately  serviced  (Glasscote,  Fishman,  and 
Sonis  1972). 


^These  services  are  presently  mandated  for  handicapped  children  under 
P.L.  94-142  and  through  State  legislation. 


FAM-INF  16 


628 


The  need  for  categorical  funding  for  programs  for  children  and  adoles- 
cents has  been  documented  in  a recent  report  on  community  mental  health 
services  for  Children  (Sowder  1977).  In  addition,  the  U.S.  Commission  on 
Civil  Rights  recently  issued  a report  which  pointed  to  serious  deficien- 
cies in  the  delivery  of  federally  supported  mental  health  services  to 
children  (U.S.  Commission  on  Civil  Rights  1978).  This  Commission  recom- 
mended that  Federal  agencies  be  mandated  to  "set  goals  for  the  participa- 
tion of  all  age  groups."  The  Commission  also  recommended  administrative 
sanctions  for  violations  of  the  Age  Discrimination  Act  of  1975. 

In  addition  to  the  network  of  mental  health  services  and  the  funding 
increases  recommended  above,  traditional  child  mental  health  clinics  need 
support  in  redirecting  an  appropriate  part  of  their  energies  to  the  con- 
tinuing care  of  children  with  major  disorders  or  disorders  with  serious 
prognoses.  These  children  include  schizophrenic  and  autistic  children 
and  those  with  early  evidence  of  antisocial  behavior  who  are  at  great  risk 
of  becoming  delinquents  or  developing  serious  psychopathology  (Robbins 
1966). 

In  regard  to  residential  programs,  children  and  adolescents  differ 
from  adults  and  need  separate  and  distinct  residential  services.  In  con- 
trast to  the  trend  toward  deinstitutionalization  of  adults,  there  remains 
a scarcity  of  residential  resources  for  children  and  adolescents.  Good 
residential  facilities,  specializing  in  the  treatment  of  autistic,  psy- 
chotic, retarded,  multihandicapped,  suicidal,  impulse-ridden,  and  other 
youngsters  are  desperately  needed.  Children  and  adolescents  require 
quality  services  over  longer  periods  of  time  than  adults.  Total  deinsti- 
tutionalization is  not  the  answer  to  the  poor  provision  of  services  in  our 
institutions.  Rather,  young  people  need  better  residential  settings  and 
active  treatment  programs  fostering  their  development  in  all  areas  of 
functioning.  Programs  need  to  be  varied  according  to  the  needs  of  young- 
sters of  different  ages  and  different  types  of  disorders.  Children  and 
adolescents  require  services  ranging  from  intensive  treatment  in  hospital 
settings,  to  long-term  residential  treatment,  to  followup  outpatient  serv- 
ices. Services  should  be  provided  in  settings  (units)  especially  designed 
for  children  and  not  in  adult  hospitals  or  adult  residential  service 
programs. 

The  State  government  has  the  legitimate  authority  and  responsibility 
for  the  planning,  standard  setting,  regulating,  licensing,  monitoring, 
evaluating,  and  funding  of  mental  health  services  (using  Federal  and  State 
funds  channeled  through  the  public  agencies  or  through  contract  with  pri- 
vate agencies  and  State-owned  and  operated  residential  facilities).  Thus, 
the  coordination  of  those  designated  as  mental  health  providers  must  be 
overseen  at  the  State  level.  In  addition,  it  is  important  to  recognize 
that  comprehensive  mental  health  care  of  children  and  adolescents  is  far 
more  complex  than  the  services  provided  by  any  one  agency.  Linkages  must 
exist  among  both  public  and  private  mental  health  providers,  social  serv- 
ice providers,  health  service  providers,  school  systems,  juvenile  courts, 
and  juvenile  correctional  settings.  Such  coordination  is  essential  so 
that  all  agencies  or  professionals  involved  with  the  child  and  family  can 
work  toward  unified  goals,  avoid  duplicating  services,  and  insure  a true 
continuum  of  care. 
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Although  the  State  level  must  oversee 
ices  is  also  essential  at  the  local  level, 
delivery  among  providers  must  occur  at  the 
following  purposes: 

1.  to  identify  existing  services; 

2.  to  identify  demands  for  services; 

3.  to  identify  what  is  needed  in  terms  of  programs  and  resources 
to  fill  gaps. 

The  need  for  improving  the  quality  and  quantity  of  services  for 
•children  with  severe  psychiatric  disorders  has  been  repeatedly  documented 
in  a variety  of  reports  and  by  multidisciplinary  studies.  These  range  from 
scholarly  reports  in  The  Journal  of  Autism  and  Childhood  Schizophrenia  to 
"Crisis  in  Child  Mental  Health — Challenge  for  the  1970 ’s."  More  recently, 
in  reaction  to  the  Preliminary  Report  of  the  President's  Commission  on 
Mental  Health,  there  has  been  a measured  "response"  by  the  Council  on 
Children,  Adolescents  and  Their  Families  in  collaboration  with  the  American 
Academy  of  Child  Psychiatry,  the  American  Society  for  Adolescent  Psychiatry, 
and  the  American  Association  of  Psychiatric  Services  for  Children. 


coordination,  a meshing  of  serv- 
Coordinated  planning  for  service 
local  and  State  levels  for  the 
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IV.  SCHOOL-AGE  SERVICES 


For  children  6 to  12  years  old,  the  line  between  mental  health  prob- 
lems and  school  learning  problems  is  often  difficult  to  discern.  The  task 
panel  therefore  recommends  an  increase  in  multidisciplinary  mental  health 
and  educational  services  for  children  with  school  learning  problems  in 
both  schools  and  child  guidance  clinic  settings.  In  addition,  we  call  for 
an  increase  in  multidisciplinary  child  mental  health  clinics  and  services 
for  children  with  acute  and  severe  phobias,  obsessive-compulsive  disorders, 
depressive  reactions,  and  symptomatic  neuroses.  To  integrate  psychological 
and  physical  care  for  children  with  psychomatic  and  psychophysiological 
disorders,  e.g.,  asthma,  diabetes  mellitus,  ulcerative  colitis,  and  regional 
ileitis,  we  recommend  an  increase  in  mental  health  services  within  pediatric 
and  general  health  facilities. 

In  an  effort  to  respond  to  earliest  evidence  of  antisocial  and  delin- 
quent behavior  within  voluntary  settings  as  much  as  possible,  the  task 
panel  calls  for  an  increase  in  mental  health  services  in  school  settings 
as  well  as  in  child  guidance  clinics  and  in  social  agencies  for  children 
and  youth  (YMCA's  and  YWCA’s,  neighborhood  centers.  Boy  and  Girl  Scout 
groups,  and  church  groups).  This  increase  in  manpower  and  services  is 
intended  to  provide  a range  of  quality  services  that  will  be  adapted  to 
create  attractive  opportunities  for  preventive  and  therapeutic  services 
for  children  from  a wide  variety  of  educational,  economic,  and  sociocul- 
tural backgrounds.  Service  providers  should  include  the  specially  trained 
personnel  necessary  to  assist  children  with  severe  degrees  of  language 
learning  disorders  (e.g.,  neurologically  based  conditions  such  as  develop- 
mental aphasia  and  dyslexia) . 

Mental  health  issues  and  services  are  relevant  to  the  problem  of 
reading  and  language  learning  disorders  for  two  reasons.  First,  reading 
and  learning  problems  frequently  lead  to  serious  emotional  and  behavioral 
disturbances.  Second,  primary  emotional  disorders  may  lead  to  difficul- 
ties in  reading  and  learning. 

As  to  the  extent  of  the  problem,  it  has  been  estimated  that  15  per- 
cent or  more  of  our  general  school  population  is  seriously  deficient  in 
reading  (Satz  1974).  The  incidence  in  children  with  behavioral  and  emo- 
tional problems  far  exceeds  this  figure.  For  example,  75  percent  of 
juvenile  delinquents  are  significantly  retarded  in  reading  (Kline,  1972; 
Satz,  1974).  Families  of  children  with  learning  difficulties  are  often 
at  a loss  to  deal  with  their  children  and  consequently  may  develop  feel- 
ings of  helplessness  which  further  interfere  with  their  children’s  emo- 
tional development. 

Public  school  systems,  guidance  clinics,  psychiatric  hospitals,  and 
residential  schools  frequently  have  insufficient  capabilities  to  provide 
the  personnel,  resources,  and  training  these  children  need.  A discussion 
of  the  educational  needs  is  beyond  the  scope  of  this  report.  However,  it 
should  be  noted  that  appropriate  educational  interventions  have  highly 
significant  mental  health  implications  for  affected  children  and  their 
families . 
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Prevention  of  mental  health  problems  related  to  learning  disorders 
can  be  aided  by: 

(a)  early  identification  of  both  learning  and  emotional  disorders  by 
developmental  assessment  teams  (Keeney  and  Keeney  1968) ; 

(b)  consultation  to  early  education  programs  to  assist  in  structuring 
experiences  for  children  who  are  at  high  risk  for  learning  dis- 
orders so  that  secondary  emotional  difficulties  are  less  likely 
to  occur; 

(c)  consultation  to  early  education  programs  for  emotionally  disturbed 
children  to  prevent  secondary  reading  difficulties; 

(d)  counseling  with  parents  of  children  at  high  risk  for  reading 
disorder  so  that  the  parents  do  not  create  secondary  emotional 
difficulties  through  unrealistic  expectations  or  by  exposing  the 
child  to  repeated  failure. 

Therapy  and  remediation  would  include: 

(a)  increased  consultation  with  educators  so  that  the  emotional  con- 
sequences of  reading  and  learning  disorders  are  more  effectively 
understood  and  handled; 

(b)  increased  consultation  with  and  education  of  mental  health  pro- 
fessionals so  that  the  emotional  consequences  of  a primary  read- 
ing difficulty  are  more  thoroughly  understood; 

(c)  increased  consultation  by  reading  and  learning  specialists  with 
mental  health  professionals  so  that  the  learning  difficulties  of 
children  with  primary  emotional  disorders  are  effectively  handled; 

(d)  the  inclusion  of  reading  and  learning  disorders  as  an  integral 
part  of  the  training  of  mental  health  professionals; 

(e)  increased  counseling  efforts  for  parents  of  children  with  learn- 
ing and  reading  difficulties  in  order  to  minimize  the  incidence 
of  emotional  disorder  secondary  to  reading  and  learning 
difficulties; 

(f)  public  education  concerning  the  interplay  of  learning  and  emo- 
tional difficulties. 

Ideally,  the  task  panel  would  recommend  that  every  multidisciplinary 
treatment  team  for  children  with  mental  health  disorders  include  a special- 
ist in  reading  and  learning  disorders.  However,  our  most  realistic  option 
at  this  time  is  to  recommend  consultation  between  educators  and  mental 
health  professionals  concerning  the  most  effective  remediation  of  reading 
and  learning  disorders. 

Under  P.L.  94-142,  the  public  schools  are  given  the  responsibility 
for  the  education  of  the  handicapped.  Where  a child  has  been  previously 
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identified  as  handicapped,  as  in  the  autistic  or  dyslexic,  records  of 
previous  diagnosis  and  treatment  can  be  obtained  because  the  law  requires 
Individualized  Education  Program  (lEP) . Two  serious  problems  remain  for 
the  schools:  continuous  interaction  with  diagnosticians  and  therapists 

is  not  readily  available  for  planning  educational  treatment;  and  the 
present  law  provides  no  access  to  information  for  that  significant  pro- 
portion of  children  who  will  encounter  serious  school  problems  short  of 
psychiatric  disorders. 

Thus,  for  the  schools  to  accomplish  their  mandate  under  P.L.  94-142, 
procedures  for  continuous  input  by  the  mental  health  community  must  be 
developed.  To  provide  maximum  response  to  the  child  who  encounters  seri- 
ous problems  in  the  schools,  information  about  his  preschool  years  must 
be  made  available  if  they  exist. 

We  recognize  that  preschool  information  about  the  child  is  an  ex- 
tremely sensitive  subject.  Some  teachers  would  label  a child  on  the  basis 
of  his  past  performance;  many  parents  would  distrust  the  schools  with  such 
information;  and  the  privacy  of  records  of  children  in  preschool  environ- 
ments is  justifiably  guarded  carefully  by  whatever  system  collects  them. 

It  is  believed,  however,  that  procedures  could  be  established  to  pro- 
tect parents,  children,  and  professionals  from  these  concerns.  Review 
committees  could  be  established  to  recommend  that  preschool  information 
be  made  available  only  in  those  cases  where  a child’s  problem  is  considered 
by  that  committee  to  be  serious.  Parental  permission  could  be  required 
when  the  review  concurs  that  the  problem  is  serious  and  the  information 
available  is  relevant. 
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V.  SERVING  ADOLESCENTS 


Adolescence  is  a distinct  and  extremely  vulnerable  developmental 
stage.  Yet,  in  terms  of  their  mental  health  needs,  adolescents  are  one 
of  the  most  underserved  population  groups  in  the  United  States.  Serious 
deficiencies  exist  in  most  areas,  ranging  from  the  availability  of  serv- 
ices to  the  state  of  research. 

First,  adolescence  is  a vulnerable  stage  in  the  life  cycle,  partly 
because  adolescence  is  a period  of  rapid  physical,  physiological,  sexual, 
and  cognitive  change  within  the  young  person.  Adolescence  has  been  called 
the  age  of  commitment  because  it  is  a time  when  young  people  have  a special 
need  to  find  themselves,  to  commit  themselves  to  causes,  and  to  perform 
useful  roles  that  make  a real  difference.  At  the  same  time,  adolescents 
must  cope  with  external  changes  in  parental  and  societal  demands — educa- 
tional, vocational,  interpersonal,  and  social.  Not  since  the  age  of  two  has 
developmental  change  been  as  rapid  as  during  puberty.  Furthermore,  adoles- 
cent vulnerability  has  been  increased  by  the  rapidity  of  social  change  in 
the  1960’s  and  1970’ s.  Adolescents  and  youths  are  particularly  likely  to 
be  affected  by  the  dislocations  produced  by  rapid  economic,  political, 
social,  and  philosophic  changes  in  society.  For  example,  unemployment  has 
traditionally  been  higher  among  young  people  seeking  work  than  among  any 
other  age  group.  In  recessionary  periods,  this  disparity  becomes  accentu- 
ated. Recently,  unemployment  among  youths  seeking  work  has  been  roughly 
20  percent  for  all  youths  and  40  percent  or  more  among  minorities,  some- 
times exceeding  75  percent  in  the  inner  city  and  rural  slums.  Even  changes 
in  social  philosophy  are  likely  to  be  more  acutely  felt,  and  struggled 
with,  by  young  people.  Changes  in  sex  roles,  in  attitudes  toward  social 
institutions,  and  in  sexual  mores  are  all  likely  to  be  felt  most  acutely 
by  young  people  struggling  to  develop  a confident,  purposeful,  consistent 
sense  of  self — an  identity  of  their  own. 

That  the  rapid  social  changes  of  the  past  decade  have  indeed  increased 
the  social  and  psychological  stresses  upon  young  people  is  painfully  obvi- 
ous. The  rate  of  suicide  among  adolescents,  though  small  in  terms  of  abso- 
lute numbers,  has  nearly  tripled  in  the  past  20  years.  Suicide  is  now 
ranked  as  the  second  leading  cause  of  death  in  persons  from  10  to  20  years 
old,  according  to  the  American  Association  of  Suicidology,  a group  which 
studies  the  psychological  aspects  of  suicide  and  its  prevention. 

Another  sign  of  increasing  self-destructive  behavior  among  adolescents 
is  the  dramatic  rise  in  teenage  pregnancy.  Ten  percent  of  all  female  adoles- 
cents ages  15-19  become  pregnant  each  year,  and  over  a quarter  of  these 
pregnancies  are  terminated  by  abortion  (ominously,  the  incidence  of  teen- 
age pregnancies  is  rising  fastest  among  girls  under  15).  These  pregnancies 
pose  serious  physical  and  mental  health  risks  to  both  parent  and  child. 

The  maternal  death  risk  is  60  percent  higher  for  women  who  become  pregnant 
before  thay  are  15  than  for  those  who  become  pregnant  in  their  early  twen- 
ties. The  incidence  of  infant  mortality  and  prematurity  is  also  twice  as 
high  among  babies  born  to  teenagers  as  among  those  born  to  mothers  ages 
20-24.  The  social  and  mental  health  consequences  of  teenage  pregnancy  are 
equally  severe.  Teenage  mothers  are  more  likely  to  drop  out  of  high  school. 
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to  remain  unemployed,  to  experience  repeated  unwanted  pregnancies,  and 
to  be  unable  to  provide  proper  care  for  their  infants.  The  prematurely 
born  and  unwanted  infant  is  more  likely  to  exhibit  mental  retardation, 
learning  failure,  and  cumulative  social  incompetence.  The  prevention  of 
premature  pregnancy  is  the  prevention  of  a train  of  debilitating  mental 
disorders. 

Adolescent  delinquency  rates  also  continue  to  increase  relentlessly, 
with  the  greatest  rate  of  increase  now  occurring  among  girls,  who  in- 
creasingly are  becoming  involved  in  more  serious,  aggressive  offenses 
formerly  largely  the  province  of  boys.  Illicit  drug  use  in  the  past 
decade  rose  significantly  faster  among  adolescents  than  in  any  other  age 
group,  and  the  beginning  average  age  of  adolescent  drug  and  alcohol  in- 
volvement has  been  declining. 

The  Nation's  mental  health  system  is  ill-prepared  to  meet  these  in- 
creases in  stress  among  an  age  group  that  is  already  developmentally  vul- 
nerable. Until  very  recently,  research  in  adolescence — psychological 
physiological,  or  social — lagged  considerably  behind  that  of  earlier  de- 
velopmental phases,  such  as  infancy  and  early  childhood,  both  qualita- 
tively and  quantitatively.  The  mental  health  delivery  system  for  adolescents 
is  clearly  woefully  inadequate.  There  are  far  fewer  appropriate  facilities 
and  adequately  trained  personnel  for  adolescents  than  for  adults.  Clinical 
training  for  working  with  adolescents  has  been  seriously  underemphasized. 

This  problem  is  complicated  by  the  fact  that  adolescents  frequently  require 
a broader  range  of  services  than  do  adults  or  younger  children.  Because 
they  are  developmentally  in  an  in-between  stage — neither  emancipated  adults 
nor  dependent  children — adolescents  often  require  a wider  variety  of  serv- 
ices if  treatment  is  to  be  effective.  Too  often,  even  when  an  adolescent 
has  made  entry  into  the  mental  health  system  and  has  been  carefully  evalu- 
ated, recommendations  cannot  be  carried  out  because  an  appropriate  facility 
or  therapeutic  service  is  not  available  or  is  already  overloaded.  So 
adolescents  are  simply  "dumped"  into  adult  facilities  or  otherwise  inap- 
propriate services. 

The  problem  is  further  complicated  by  a lack  of  coordination  between 
agencies  at  Federal,  State,  and  local  levels.  Communication  between  wel- 
fare agencies,  juvenile  courts,  and  schools  is  frequently  lacking,  with 
little  or  no  planning  for  the  young  person's  immediate  and  longer  term 
needs. 

Given  all  these  deficiencies  in  the  mental  health  care  of  adolescents, 
the  task  panel  recommends  the  following: 


1.  Increase  in  Number  and  Variety  of  Services  for  Adolescents 

We  recommend  a network  of  mental  health  services  in  the 
schools,  juvenile  courts,  neighborhood  centers,  occupa- 
tional training  facilities,  and  employment  offices  that 
should  range  from  counseling  to  direct  psychiatric  diag- 
nostic and  therapeutic  services  or  in  ambulatory  or  in 
residential  and  hospital  settings. 
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2.  Increase  in  Facilities  for  Adolescents 


We  recommend  an  increase  in  the  facilities  for  adoles- 
cents to  avoid  overusing  inappropriate  facilities  such 
as  mental  hospitals  for  chronically  psychotic  adults 
and  woefully  inequipped  detention  centers  and  train- 
ing schools.  The  latter  facilities  often  damage 
adolescents,  and  they  rarely  serve  adolescents  as 
well  as  they  should. 


3 . Increase  in  Skilled  Manpower  to  Serve  Adolescents 

We  recommend  an  increase  in  the  number  of  skilled 
adolescent  mental  health  workers,  professional  and 
paraprof essional,  through  adequate  support  of  quality 
educational  and  training  programs. 

We  recommend  that  there  be  increased  support  for  those 
who  can  consult  with  and  supervise  peer  counseling  pro- 
grams , recognizing  the  enormously  effective  ways  in 
which  adolescents  can  use  their  increasing  value  of 
and  involvement  in  peer  relationships. 

To  bridge  educational  and  mental  health  knowledge, 
techniques,  and  resources,  we  recommend  the  training 
of  youth  leaders  as  a professional  group  to  be  drawn 
from  those  interested  in  education,  social  work, 
guidance  counseling,  clinical  psychology,  and  related 
fields.  Youth  leaders  would  be  a logical  group  to 
help  adolescents  use  the  peer  group  experience. 

4.  Coordination  of  Adolescent  Mental  Health  Services 


We  recommend  the  reevaluation  of  the  responsibilities 
of  the  various  government  agencies  as  well  as  private 
organizations  involved  in  adolescent  mental  health 
care,  directly  or  indirectly.  And  we  call  for  im- 
provements in  coordination. 


5 .  Increased  Research  in  Adolescent  Development 
(See  "Research"  section  for  details.) 


6 .  Programs  to  Minimize  Unwanted  Pregnancies  Among  Teenagers 

We  recommend  a comprehensive  program  including: 

(1)  education  about  human  sexuality;  (2)  access  to 
family  planning  in  the  health  service  context;  (3)  ac- 
cess to  prenatal  services  with  the  option  of  thera- 
peutic abortion  where  indicated;  and  (4)  provisions 
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7.  Education  for  Parenthood 

We  recommend  the  expansion  of  parent  education  pro- 
grams to  high  schools  across  America.  Separate  and 
distinct  from  sex  education,  parent  education  pro- 
grams should  be  designed:  (1)  to  help  adolescents 

know  themselves  physically  and  psychologically; 

(2)  to  offer  direct  work  experience  in  day  care  cen- 
ters or  other  children’s  services  (as  in  the  Educa- 
tion for  Parenthood  Model  developed  by  the  Office 
of  Child  Development  (OCD) , the  Office  of  Education, 
and  the  National  Institute  of  Mental  Health  (NIMH) ; 
and  (3)  to  provide  day  care  services  for  the  children 
of  teenage  parents,  enabling  the  parents  to  remain 
in  school. 


8.  Youth  Participation 

We  recommend  youth  participation  as  a sound  strategy 
to  enable  young  people  to  undertake  responsible  and 
rewarding  involvement  in  the  adult  world.  Youth  par- 
ticipation means  providing  opportunities  for  taking 
a responsible  role  in  challenging  activities  that 
meet  genuine  social  needs.  Such  activities  include 
peer  counseling,  tutoring,  and  serving  as  aides  in 
hospitals  or  a wide  range  of  other  community  services. 
The  voluntary  youth  service  corps,  with  appropriate 
financial  renumeration,  is  worthy  of  further 
exploration. 


FAM-INF  25 


637 


VI.  FOSTER  CARE  AND  ADOPTION 


To  work  toward  the  goal  of  a permanent  home  for  every  child,  the  United 
States  should  support  the  development  of  the  following:  (1)  access  to  com- 

prehensive emergency  services  to  prevent  family  breakups;  (2)  incentives 
to  States  to  track  down  the  hundreds  of  thousands  of  children  currently 
adrift  in  foster  care  or  in  institutional  care;  and  (3)  adoption  assistance 
services  and  subsidies  to  facilitate  the  adoption  of  hard-to-place  children. 

Although  the  right  of  every  child  to  a permanent  home  was  the  very 
foundation  of  the  1930  Bill  of  Rights  for  Children,  there  are  ;still  today 
some  350,000  children  in  foster  care  who  characteristically  experience 
the  emotional  damage  of  living  in  one  home  after  another  (Mnookin  1973). 
Public  policy  actually  provides  incentives  for  this  foster  care  maze. 

While  the  Federal  Government  spends  nearly  $250  million  a year  on  the  main- 
tenance of  children  in  foster  care,  almost  no  Federal  money  is  directed 
toward  the  services  that  might  have  prevented  family  breakup  or  promoted 
family  reunification.  Moreover,  few  States  conduct  periodic  (e.g.,  every 
6 months)  reviews  of  foster  care  placements.  Finally,  many  children — 
especially  handicapped  children,  minority  children,  older  children,  and 
those  who  should  be  placed  with  siblings — remain  in  foster  care  indefinitely 
because  few  families  can  afford  to  adopt  them.  Thus,  a whole  package  of 
reforms  is  needed  to  prevent  unnecessary  foster  care  placements,  to  reduce 
the  time  spent  in  placement,  and  to  promote  adoption  for  those  children  who 
cannot  return  to  their  biological  families. 

To  protect  a child’s  need  for  continuity  and  for  a consistent  rela- 
tionship with  the  "psychological"  parent (s)  (Goldstein,  Freud,  & Solnit 
1973),  the  task  panel  advocates  measures  to  avoid  unnecessary  foster  care 
placements.  Specifically,  the  United  States  should  support  the  development 
of  comprehensive  emergency  services  to  assist  families  and  protect  children 
in  crisis  situations. 

Mobilization  of  assistance  without  loss  of  precious  time  is  one  of 
the  most  important  priorities  for  the  protection  of  infants.  While  child 
abuse  may  represent  the  most  dramatic  threat,  other  conditions — failure 
to  thrive,  psychophysiological  disorders,  sudden  loss  of  a responsible 
caregiver — also  require  prompt  intervention.  The  services  needed  in  crisis 
situations  do  not  differ  from  the  parental  support  services  needed  at  other 
times  (e.g.,  homemaker  services  and  day  care).  It  is  their  immediate  avail- 
ability that  is  of  paramount  importance.  For  documentation  that  compre- 
hensive emergency  services  can  prevent  foster  care  placements,  the  Nashville, 
Tennessee,  Comprehensive  Emergency  Services  program  sponsored  by  OCD  offers 
dramatic  results.  The  number  of  children  removed  from  their  homes  was 
reduced  51  percent,  and  the  percentage  of  children  in  long-term  foster  care 
was  reduced  from  94  percent  to  only  34  percent.  The  program  also  generated 
an  estimated  net  savings  of  $68,000  in  foster  care  and  institutional  place- 
ments. For  documentation  that  in  fact  many  children  are  adrift  in  foster 
care,  see  Foster  Care  in  Five  States  (Vasaly  1976).  A Government  Account- 
ing Office  study.  Children  in  Foster  Care  Institutions,  found  that  in 
45  percent  of  the  cases  it  reviewed,  the  families  of  the  children  in 
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foster  care  were  not  even  visited  by  caseworkers  (Statement  of  Senator 
Cranston  1977). 

As  to  the  need  to  provide  financial  assistance  to  facilitate  the 
adoption  of  hard-to-place  children,  documentation  consists  primarily  in 
the  characteristics  of  the  children  (Katz  1976).  Handicapped  children 
often  have  extraordinary  medical  and  educational  expenses.  In  addition, 
since  there  are  an  estimated  80,000  nonwhite  children  in  need  of  adoption, 
adoption  subsidies  would  be  of  special  benefit  to  minority  children  be- 
cause of  the  increased  possibilities  for  adoption  by  minority  families 
who  have  only  modest  means  (Keniston  and  the  Carnegie  Council  on  Children 
1977).  A Federal  adoption  subsidy  plan  should  include,  however,  a re- 
search and  evaluation  component  to  determine  how  much  subsidies  actually 
do  facilitate  the  adoption  of  hard-to-place  children. 

Federal  payments  for  foster  care  are  currently  authorized  (and  almost 
open-ended)  under  Titles  IV-A  and  IV-B  of  the  Social  Security  Act.  Unfor- 
tunately, Social  Security  coverage  currently  stops  with  adoption,  creating 
an  incentive  for  continued  foster  care.  Although  42  States  technically 
have  some  form  of  adoption  subsidy,  these  State  programs  are  either  un- 
funded or  underfunded.  The  Senate  passed  an  adoption  reform  bill  (S.961) 
in  October  1977.  If  passed  by  the  House,  the  bill  would  provide  technical 
assistance  to  the  States  to  facilitate  adoption.  A watered-down  adoption 
subsidy  plan,  H.R.  7200,  has  passed  the  House.  If  the  Senate  version  of 
H.R.  7200  is  passed.  Social  Security  coverage  would  follow  the  child  into 
adoption;  that  is,  the  amount  of  the  subsidy  would  never  be  more  than  the 
amount  of  the  foster  care  payment  for  the  same  child.  The  flaw  in  the 
legislation  is  that  is  requires  a means  test  for  the  adopting  family. 

Most  proponents  of  adoption  subsidies  say  the  subsidy  should  follow  the 
child  regardless  of  family  income. 
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VII.  MANPOWER  AND  TRAINING 


The  need  for  more  and  better  trained  manpower  for  mental  health  serv- 
ices is  central  to  each  of  the  task  panel's  recommendations.  We  recommend 
that  Federal  and  State  governments  support  programs  to  increase  the  quali- 
fied personnel  for  mental  health  services  for  children  from  infancy  through 
adolescence.  Training  programs  are  needed  to  increase  the  personnel  capable 
of  recognizing  and  treating  children  with  mental  health  problems.  Concerted 
Federal  and  State  support  is  also  needed  to  increase  the  number  of  para- 
professionals,  skilled  homemakers,  home  visitors,  and  day  care  providers 
who  are  essential  to  many  of  the  supportive  family  services  we  advocate. 

The  chronic  and  severe  shortage  of  trained  professional  personnel  to 
provide  direct  and  indirect  mental  health  services  for  children  has  been 
well  documented  by  the  Joint  Commission  on  Mental  Health  for  Children  and 
the  National  Consortium  on  Mental  Health  Services  for  Children.  These 
mental  health  care  personnel  are  already  urgently  needed.  Moreover,  an 
accelerated  trend  toward  single-parent  families,  increasing  divorce  rates, 
teenage  pregnancies,  and  child  abuse  forecast  a greater  need  in  the  next 
5 to  10  years.  Precise  figures  on  the  number  of  children  with  psychiatric 
disturbances  are  difficult  to  collect.  Children  with  severe  disturbances 
such  as  childhood  autism  and  the  behavior  disorders  associated  with  brain 
damage  or  mental  subnormality  have  not  been  well  provided  for  in  the  mental 
health  system.  Increasingly  these  children  are  recognized  in  the  educa- 
tional, day  care,  and  general  health  systems,  but  all  too  often  the  per- 
sonnel involved  do  not  have  the  expertise  to  provide  needed  services  nor 
do  they  have  access  to  assistance  from  the  mental  health  system. 

As  for  the  personnel  to  staff  supportive  family  services,  the  manpower 
shortage  is  of  crisis  proportions.  For  infants  and  for  parents  struggling 
with  the  tasks  of  parenthood,  the  services  provided  by  this  manpower  could 
be  an  indispensable  part  of  a system  that  would  protect  and  improve  child 
and  family  mental  health.  When  there  is  continuity  and  skill  and  when 
services  can  be  provided  prior  to  family  crisis  or  dissolution,  there  is 
no  doubt  that  parents  and  children  benefit  and  that  the  noxious  influences 
and  stresses  that  cause  and  attend  family  breakup  can  often  be  alleviated. 
Assistance  with  the  tasks  of  nurturing  the  young  is,  moreover,  an  important 
service  even  for  well-functioning  adults,  since  no  one  comes  to  parenthood 
fully  prepared.  It  is  important  that  those  who  provide  such  services  have 
a working  knowledge  of  the  early  years  and  how  to  assist  parents  and  infants. 

To  manpower  problem  should  be  tackled  at  several  levels.  Current 
training  programs  for  mental  health  professionals — psychiatrists,  psycholo- 
gists, social  workers,  psychiatric  nurses,  and  career  mental  health  workers — 
require  strengthening,  since  many  are  deficient  in  providing  experience  with 
children  under  6 and  their  parents.  In  addition,  all  those  who  serve  young 
children,  including  nurses  and  nurse  practitioners,  teachers,  day  care  pro- 
viders, foster  parents,  speech  clinicians,  occupational  therapists,  and 
those  who  work  with  developmentally  disabled  children,  must  become  more 
capable  of  recognizing  and  dealing  with  the  less  severe  mental  health 
problems. 
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The  training  of  paraprof essionals  has  proved  to  be  an  effective  way 
to  enlarge  community  mental  health  services.  In  addition,  the  training  of 
pediatricians  and  nurses  in  the  psychological  aspects  of  pediatric  care 
and  of  teachers  who  work  with  emotionally  disturbed  children  has  a well 
recognized  therapeutic  effect.  Increased  funds  are  needed  to  support  this 
training.  NIMH  should  be  given  a clear  mandate  to  achieve  its  goal  of 
increasing  and  improving  mental  health  services  for  children,  adolescents, 
and  their  families. 

Concerted  Federal  and  State  supports  are  also  needed  to  increase 
substantially  the  number  of  child  care  providers,  homemakers,  home  visit- 
ors, and  parent  counselors.  Inservice  training  programs,  such  as  the 
Child  Development  Associate  (CDA)  program,  show  promise  of  becoming  a 
viable  and  relatively  inexpensive  training  mechanism  for  child  care  per- 
sonnel. Such  programs  should  be  encouraged  and  expanded.  One  thousand 
Head  Start  teachers  and  1,200  additional  child  care  workers  have  been 
awarded  CDA  credentials  since  its  inception  in  1975  and  that  number  is 
expected  to  triple  this  year.  The  CDA  program  should  also  prepare  child 
care  workers  to  screen  children  who  should  be  referred  for  mental  health 
care. 
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VIII.  CHILD  CARE  OPTIONS 


The  task  panel  considers  the  expansion  of  supportive  services  for 
child  care  an  urgent  priority.  These  services  should  encourage  parent 
involvement  as  much  as  possible.  To  reflect  the  pluralism  of  American 
society,  public  policy  should  offer  parents  a broad  range  of  options, 
including  the  option  not  to  use  the  services  at  all.  With  these  goals 
in  mind,  we  propose  the  following  child  care  options: 


1.  Six-Month  Part-Paid  Maternity  Leave 

Since  very  young  infants  face  the  greatest  risk  from 
improper  care,  the  United  States  should  offer  the 
mother  (or  father)  the  option  of  a part-paid  leave 
from  work  for  the  first  6 months  of  the  baby’s  life. 

One-third  of  mothers  with  children  under  3 now  work 
and  we  do  not  know  how  many  of  the  children  are  in 
suitable  Informal  arrangements.  Long  waiting  lists 
for  infant  and  toddler  day  care  programs  in  many 
communities  suggest  that  the  demand  for  such  care 
is  growing.  Protection  of  the  infant  from  the  ad- 
versity of  poor  care  is  an  urgent  need. 

On  the  positive  side,  it  is  known  that  the  early 
months  of  a baby’s  life  have  a special  significance 
for  mother  and  child  in  the  creation  of  patterns 
of  mutual  adaptation  and  communication  that  are 
basic  to  the  formation  of  bonds  of  love.  An  infant 
thrives  best  in  his  own  family  when  his  parents  can 
be  given  the  tangible  and  psychological  supports  they 
need  in  order  to  nurture  him.  Financial  support  for 
the  first  6 months  could  enable  many  mothers  to  de- 
vote themselves  with  less  divided  minds,  emotions, 
and  energies  to  their  infants. 

Many  industrialized  nations  handle  the  infant  care 
problems  by  providing  options.  France  offers  every 
mother  with  children  under  2 1/2  a choice:  day  care  ^ 

if  she  works  or  a family  allowance  that  amounts  to 
half  what  she  would  earn  if  she  stays  home.  The 
United  States  is  one  of  the  few  industrialized  na- 
tions that  does  not  offer  a part-paid  maternity 
leave  (Kahn  and  Kamerman  1976). 


2 . Infant  and  Preschool  Day  Care 

High  quality  day  care — both  center  and  family  based — 
should  be  expanded.  Federal  standards  are  essential 
to  an  improvement  in  quality  and  even  to  assure  that 
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day  care  is  not  detrimental  to  children.  Child  care 
workers  should  be  partners  with  parents  in  the  care 
of  their  children,  and  parental  involvement  in  day 
care  should  be  encouraged. 

One  of  the  tragedies  of  the  current  day  care  scene 
is  that  much  of  the  care  is  of  poor  quality  and  does 
not  support  the  development  of  those  who  receive  it. 
One  of  the  options  that  should  be  open  to  parents  is 
that  of  day  care  services  in  which  they  can  be  assured 
that  their  infants  are  safe  and  well  cared  for  and 
that  their  development  is  being  supported  (Provence, 
Naylor  and  Patterson  1977).  Given  a real  choice, 
some  parents  will  stay  at  home  with  their  infants, 
some  will  arrange  for  care  in  their  own  home  by  rela- 
tives or  nonrelatives,  and  some  will  choose  family  or 
center  care.  Arrangements  for  care  in  one’s  own  home 
and  informal  arrangements  with  unlicensed  day  care 
providers  will,  no  doubt,  continue  to  predominate. 
However,  if  high  quality  family  day  care  and  center 
care  can  be  made  available,  many  parents  will  make 
use  of  it.  Wherever  it  exists  and  is  partly  'or 
largely  subsidized  by  public  funds,  standards  are 
necessary  in  order  to  minimize  the  harm  done  by  insuf- 
ficient staff  and  inadequate  programs  that  are  not 
attuned  to  the  needs  of  infants  and  parents.  One  of 
the  most  realistic  and  compelling  arguments  for  Fed- 
eral standards  is  that  without  such  standards  to  work 
toward,  the  quality  of  child  care  programs  is  at  the 
mercy  of  local  conditions  that  make  it  difficult  for 
local  leaders  to  insist  upon  good  services,  in  spite 
of  their  intent  to  do  so  (Cohen  and  Zigler  1977). 

The  United  States  should  not  try  to  cut  comers  on 
infant  day  care  because  its  high  cost  is  attributable 
to  personnel  needs:  a one-to-three  staff-child  ratio 

is  recommended  as  a Federal  standard  for  the  first 
3 years  (Cohen  and  Zigler  1977,  Kagan  1977).  Various 
reports  on  infant  day  care  demonstration  projects 
(Provence,  Naylor  and  Patterson  1977;  the  OCD  publi- 
cation Day  Care,  2,  Serving  Infants  1971;  and  Sale  and 
Torres  1971)  delineate  the  necessary  conditions  and 
content  of  high  quality  infant  day  care.  Since  care 
is  necessary,  there  should  be  no  argument  about  the 
need  for  high  quality. 

Increased  funding  is  necessary  both  to  upgrade  the 
quality  of  care  and  to  improve  its  distribution. 
According  to  present  day  care  policy,  more  implicit 
than  explicit,  we  have  publicly  funded  day  care  for 
the  poor,  tax  deductions  to  subsidize  home  and  private 
care  for  the  affluent,  and  very  little  help  for  the 
families  in  between.  The  two  largest  federally  funded 
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programs  focus  on  income-disadvantaged  children,  pri- 
marily from  welfare  homes.  While  Title  XX  of  the 
Social  Services  Amendments  of  the  Social  Security  Act 
in  theory  makes  low-  to  middle-income  working  families 
eligible  for  subsidy,  in  most  States  this  is  not  oc- 
curring. Concerning  day  care  quality  there  is  cur- 
rently a moratorium  on  the  Federal  Interagency  Day 
Care  Requirements,  which  means  that  States  need  only 
meet  their  own,  generally  much  lower,  standards  in 
order  to  receive  Federal  funds. 


3.  Head  Start 

The  Head  Start  program  should  be  expanded  to  serve  more 
communities  and  more  children.  In  particular.  Head 
Start  should  reach  more  handicapped  children  and  non- 
poor children,  with  payments  on  a sliding  fee  schedule. 
The  range  of  programs  defined  by  Head  Start  should 
also  be  expanded  with  options  for  part-time  and  full- 
day  day  care,  preschool  education,  or  semiweekly  play 
groups,  according  to  the  child’s  needs. 

The  Head  Start  program  (and  compensatory  education  in 
general)  has  positive,  long-lasting  effects  on  chil- 
dren's lives.  However,  Head  Start  is  currently  avail- 
able to  only  18  percent  of  those  children  eligible  for 
the  program.  Many  communities  with  eligible  children 
do  not  have  a Head  Start  center,  and  many  existing  cen- 
ters have  had  to  place  children  on  waiting  lists.  The 
Congress  has  appropriated  an  additional  $150  million 
for  the  1978  Head  Start  budget,  the  program's  first 
funding  increase  since  its  inception  in  1965.  It  is 
crucial  that  this  new  money  be  used  to  extend  Head 
Start  to  more  of  the  eligible  children. 

Children  are  heterogeneous,  varying  on  all  character- 
istics that  can  be  tested.  Socioeconomic  level  has 
very  little  relation  to  a child's  abilities.  Children 
with  varying  abilities  have  varying  needs,  and  it  fol- 
lows that  poor  children  need  not  one  Head  Start  program, 
but  a variety  of  programs,  including  full-day  or  part- 
day  care  for  children  whose  parents  work  and  semiweekly 
play  groups  for  children  without  siblings.  A model  for 
this  array  of  services  already  exists  in  the  Office  of 
Child  Development's  Child  and  Family  Resource  Program. 

It  is  unfortunate  that  programs  serving  the  nutritional, 
health,  and  educational  needs  of  economically  disadvan- 
taged children  have  the  effect  of  separating  poor  chil- 
dren from  their  middle-class  peers.  It  is  both 
ethnically  and  development ally  wrong  to  track  children 
at  the  ages  of  4 and  5,  particularly  when  mixing  lower- 
and  middle-class  children  in  classrooms  benefits  the 
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lower-class  children  without  impairing  achievement  of 
their  more  affluent  classmates.  Admitting  nonpoor 
children  to  the  Head  Start  program  on  a sliding  fee 
schedule  would  benefit  the  children,  the  program,  and 
the  community. 

The  success  of  Head  Start  and  compensatory  education 
is  documented  by  a number  of  longitudinal  studies  con- 
ducted in  a variety  of  communities.  Findings  common 
to  these  studies  include  evidence  that,  by  the  end  of 
grade  school.  Head  Start  children  are  more  likely  than 
their  non-Head  Start  peers  to  be  in  the  correct  school 
grade  for  age  and  are  less  likely  to  be  in  special  edu- 
cation classrooms  (Lazar  1977,  Palmer  1977).  These 
findings  indicate  that  Head  Start  provides  not  only 
developmental  benefits  for  children,  but  fiscal  bene- 
fits for  the  public  school  systems  as  well.  Data  on 
the  results  of  mixing  lower-  and  middle-class  children 
in  the  classroom  is  available  from  the  Coleman  report 
(1966),  and  Palmer  (1977)  indicates  that  middle-class 
children  may  benefit  from  the  mixed  setting  of  a com- 
pensatory education  classroom. 

Head  Start  was  established  as  a part  of  the  Community 
Action  Program  mandated  by  the  Economic  Opportunity 
Act  of  1964.  Later  amendments  to  the  Act  called  for 
health  and  educational  programs  for  preschool  children, 
admission  of  nonpoor  children  to  Head  Start  on  a paying 
basis,  and  a minimum  of  10  percent  handicapped  chil- 
dren in  the  Head  Start  enrollment.  To  better  serve 
emotionally  disturbed  children.  Head  Start  centers 
should  have  established  links  with  a wide  spectrum  of 
home  services,  home  day  care  programs,  and  diagnostic 
and  therapeutic  mental  health  services. 

In  addition  to  recommending  the  expansion  of  Head 
Start  to  serve  more  communities  and  children,  we 
are  concerned  about  pending  legislation  that  could 
undermine  many  of  the  program's  strengths.  S.991 
proposes  the  transfer  of  Head  Start  from  the  Office 
of  Child  Development  to  the  Office  of  Education. 

Head  Start  is  committed  to  a "whole  child"  philoso- 
phy, in  which  health,  nutrition,  parent  involvement, 
and  quality  child  care  are  equally  as  important  as 
education.  These  elements,  not  traditionally  a part 
of  the  public  education  system,  could  be  endangered 
if  Head  Start  were  moved  to  an  educational  agency. 


4.  School-Age  Care 


To  meet  the  "latchkey"  child  problem,  the  United 
States  should  promote  the  development  of  more 
after-school  care  for  school-age  children. 
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Two-thirds  of  the  children  who  need  day  care  are 
school-aged.  According  to  Bureau  of  Census  statis- 
tics, there  are  nearly  2 million  "latchkey"  children 
who  come  home  to  an  empty  house  each  day.  It  seems 
more  than  coincidental  that  the  rise  in  the  number 
of  latchkey  children  has  been  accompanied  by  an  in- 
crease in  school  vandalism,  adolescent  alcoholism, 
and  juvenile  participation  in  serious  crime  (now 
45  percent  of  the  serious  crime  committed).  To  pro- 
vide more  care  for  school-age  children,  the  Nation 
should  follow  the  example  of  Amy  Carter’s  school, 
which  offers  supervised  care  and  recreation  both  be- 
fore and  after  school.  For  older  children,  some 
schools  are  experimenting  with  a model  whereby  chil- 
dren check  in  with  a counselor  and  report  where  they 
are  going  but  do  not  actually  have  to  remain  on  school 
premises . 

Strong  support  for  the  workability  of  school-age  day 
care  placed  in  the  schools  comes  from  the  Brookline, 
Massachusetts,  project  which  has  been  in  operation 
for  4 years.  Other  findings  on  school-based  care  are 
available  (Levine,  unpublished).  Title  XX  funds  can 
theoretically  be  used  for  school-age  care.  However, 
State  and  Federal  regulations  should  be  designed  es- 
pecially for  school-age  children;  current  regulations 
are  frequently  too  based  on  preschool  day  care  and  are 
unnecessarily  restrictive. 

The  cost  effectiveness  of  this  proposal,  particularly 
at  a time  when  many  schools  are  underenrolled,  is  be- 
yond dispute.  Furthermore,  the  models  for  school-age 
day  care  already  exist ; it  is  a case  of  collecting 
information  and  distributing  it.  After-school  care 
usually  costs  about  one-third  the  amount  for  full-day 
care  for  younger  children,  and  schools  can  provide 
in  kind  contributions  of  space  and  maintenance. 

As  with  infant  day  care,  while  public  policy  should 
promote  the  expansion  of  school-age  day  care,  it 
should  also  offer  parents  choices.  No  single  change 
is  national  policy  would  enrich  family  life  more 
than  to  introduce  a more  flexible  work  policy  where- 
by parents  could  work  the  hours  their  children  are 
in  school. 
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IX.  SERVING  MINORITIES 


For  all  the  mental  health  issues  under  consideration,  the  special 
concerns  of  minorities  should  receive  a high  priority.  Services  should 
be  designed  to  respect  the  preferences  and  beliefs  of  the  people  who  use 
them.  Mental  health  professionals  should  be  trained  to  be  sensitive  to 
the  interaction  between  the  individual  and  his  environment.  In  particu- 
lar, the  task  panel  recommends  an  increase  in  minority  personnel  and  in 
programs  to  train  minorities  for  mental  health  professions. 

Traditionally,  minority  and  low-income  children  have  not  been  of- 
fered services  suitable  to  their  background  and  needs.  It  is  a well- 
documented  national  scandal  that  whereas  middle-class,  nonminority  children 
with  behavior  problems  receive  appropriate  mental  health  services  in  volun- 
tary clinical  settings,  minority  children  are  likely  to  receive  the  atten- 
tion of  the  police  and  juvenile  courts  for  the  very  same  behavioral  problems. 
This  discrimination  operates  even  more  devastatingly  in  our  Nation’s  edu- 
cation system.  As  a result,  minority  children,  especially  those  in  lower 
socioeconomic  groups,  are  frequently  ill-prepared  for  our  education  system 
and  receive  inferior  services  as  a logical  outcome  of  the  Nation’s  two-track 
delivery  of  services. 

The  task  panel  recognizes  that  there  are  significant  sociocultural 
blocks  to  improving  services  for  minority  children.  As  C.  M.  Pierce  points 
out  in  "Poverty  and  Racism  as  They  Affect  Children"  (Berlin  1975) , mental 
health  commissions  have  to  date  garnered  little  action  for  minority  group 
programs.  Our  recommendations  are  up  against  a set  of  circumstances  where 
nearly  90  percent  of  minority  children  live  in  segregated  housing  and  learn 
to  settle  for  second-class  citizenship.  Any  mental  health  program  for 
minority  children.  Pierce  concludes,  should  therefore  "help  banish  depres- 
sive tendencies."  Mental  health  services  should  help  minority  children 
develop  a free  and  positive  sense  of  self,  to  prize  curiosity,  and  to 
delight  in  their  own  accomplishments. 

In  short,  mental  health  services  should  help  minority  children  to 
refuse  to  accept  second-class  citizenship.  A monitoring  process  should 
be  established  to  make  sure  there  is  progress  toward  an  increase  in  minority 
personnel  and  in  mental  health  services  sensitive  to  minority  concerns. 
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X.  RESEARCH 


The  task  panel  recommends  a set-aside  of  at  least  10  percent  from 
the  total  funding  for  programmatic  efforts  for  research,  demonstrations, 
and  evaluation.  It  seems  clear  that  whenever  research  is  married  to  serv- 
ice, service  delivery  improves.  When  there  are  insufficient  facts  avail- 
able, or  when  the  available  facts  are  not  used,  then  the  potential  for 
a waste  of  resources  and  human  potential  is  great. 

We  would  like  to  point  out  three  major  areas  in  which  research  has 
played  a significant  role  in  improving  services. 

1.  The  modification  and  change  in  hospitalization  procedures  fol- 
lowing research  on  the  effect  of  separation  of  child  and  family  during 
illness . This  research  that  detailed  the  serious  psychological  effects 
of  separation  on  young  children  has  led  to  changed  hospital  policies. 

Such  policies  now  encourage  families  to  remain  with  the  child  is  acutely 
ill,  and  urge  free  and  open  contact  between  the  hospitalized  child  and 
the  parents. 

As  more  data  became  available  on  the  importance  of  the  family  in  the 
treatment  of  children  with  physical  handicaps  and  chronic  disorders,  the 
parent  role  moved  from  that  of  a nuisance  to  be  tolerated  to  that  of  an 
essential  and  a constructive  participant  in  the  treatment  program.  These 
changes  would  not  have  been  made  without  the  availability  of  research 
studies  to  bring  these  issues  to  the  attention  of  the  mental  health 
community. 

2.  Changes  in  early  childhood  education  programs.  Although  the 
research  and  evaluation  programs  came  rather  late  in  the  Head  Start  total 
effort,  the  data  suggested  that  mere  stimulation  and  increased  experience 
were  not  sufficient  to  influence  development  significantly.  It  became 
clear  that  an  important  emphasis  should  be  placed  on  language  development 
and  on  the  encouragement  of  a sense  of  personal  well-being.  Such  program 
modifications  stemming  from  research  studies  have  now  found  their  way  into 
practice  to  the  benefit  of  children,  parents,  and  teachers. 

3 . Improvement  of  educational  programs  for  the  mentally  retarded. 

For  many  years,  programs  to  help  mentally  retarded  children  who  had  moder- 
ate or  severe  handicaps  stumbled  forward  awkwardly.  The  introduction  of 
major  research  programs  emphasizing  task  analysis  and  special  education 
have  made  it  possible  to  bring  many  of  these  retarded  youngsters  to  a level 
of  self-sufficiency  or  partial  self-sufficiency  in  society. 

In  addition  to  these  examples  of  how  research  has  already  influenced 
the  delivery  of  services,  there  are  currently  a number  of  important  mental 
health  issues  where  research  could  direct  more  effective  program  planning. 
Although  decisions  must  be  made  on  many  of  these  issues  even  in  the  absence 
of  sufficient  data,  it  is  important  that  research  continue.  The  task  panel 
feels  that  the  research  foundation  for  action  needs  strengthening  in  each 
of  the  following  areas: 
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1.  Child  Abuse 

The  knowledge  that  should  undergird  policy  on  child  abuse  concerns 
complex  systems  of  concepts  related  to  family  relationships,  attachment 
theory,  crisis  management,  etc.  Few  social  scientists  feel  comfortable 
with  our  current  mastery  of  these  fields  of  knowledge. 


2.  Mainstreaming  of  Handicapped  Children 

This  major  modification  of  educational  programing  is  being  put  into 
effect  with  only  a modest  amount  of  research  to  support  it.  Missing  are 
solid  research  efforts  describing  the  conditions  necessary  to  effectively 
integrate  handicapped  children  with  normal  classmates,  the  attitudes  of 
normal  children  to  handicapped  children  and  how  they  can  be  improved,  and 
the  ability  of  handicapped  children  to  respond  constructively  to  the  in- 
creased stress  of  competition  in  the  regular  program.  Of  considerable  im- 
portance for  the  success  of  this  program  is  the  need  for  research  that 
will  indicate  which  children  cannot  use  mainstreaming  at  particular  times 
and  in  particular  settings. 


3.  Day  Care  Programs 

Although  day  care  programs  have  benefited  from  the  intensive  evalua- 
tion of  programs  for  cognitive  stimulation,  there  is  still  much  to  learn 
about  the  effects  of  day  care  on  social  development.  The  task  panel  recom- 
mends new  research:  (1)  to  determine  how  day  care  effects  the  behavior 

of  children  outside  the  day  care  setting;  (2)  to  compare  the  effects  of 
part-time  vs.  full-day  care;  and  (3)  to  consider  the  long-term  effects  of 
early  group  care  on  parent-child  interaction. 


4.  Adoption  and  Foster  Care 

If  adoption  reform  legislation  is  passed,  an  evaluation  component 
should  be  established  to  determine  how  adoption  subsidies  can  help  in 
promoting  the  adoption  of  "hard-to-place"  children — older  children, 
minority  children,  and  children  with  special  needs — and  how  foster  care 
can  be  used  constructively  and  its  destructive  potential  prevented. 


5.  Adolescents 


Increased  research  is  needed  in  adolescent  development,  both  basic 
and  applied,  including  psychological,  biological,  and  social  investiga- 
tions. In  the  area  of  applied  research,  emphasis  should  be  given  to  evalu- 
ating the  effectiveness  of  both  traditional  and  innovative  approaches  to 
treatment  and  combinations  of  treatment. 

Concerning  teenage  pregnancy,  further  research  is  needed  to  determine 
the  motivations  and  environmental  pressures  that  drive  young  people  into 
pregnancies  that  are  frequently  untenable.  The  ultimate  aim  of  this  re- 
search is  to  prevent  unwanted  pregnancies. 
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Of  course,  these  are  not  the  only  areas  in  need  of  further  research. 

One  can  point  to  child  nutrition,  the  use  of  drugs,  and  many  other  issues 
that  call  for  a firmer  base  of  knowledge.  Without  a 10  percent  set-aside 
for  research,  it  will  be  difficult  to  provide  sufficient  financial  resources 
for  the  needed  support  system  components  of  research,  development,  and 
demonstration  that  are  crucial  in  developing  program  quality,  but  that  do 
not  have  the  immediacy  of  service  delivery  to  attract  public  support. 
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MENTAL  HEALTH  AND  SCHOOL  FAILURE 


Recommendations  and  Options:  Mental  Health  Services  for  Children  and 

Their  Families,  President’s  Commission  on  Mental  Health,  1977: 

(The  school)  should  be  prepared  to  give  all  children  experiences 
to  promote  psychological  development. 

(Issue  2) 

Policy  Options 

(4)  . . . Children  need  to  have  successful  experiences  in 
school. 


The  Congress  finds  that  there  are  many  handicapped  children  through- 
out the  United  States  participating  in  regular  school  programs  whose 
handicaps  prevent  them  from  having  a successful  educational  exper- 
ience because  their  handicaps  are  undetected. 

P.L.  94-142,  Education  for  All  Handicapped  Children  Act,  1975 


Ask  a child,  and  I’ve  asked  plenty  of  them  in  the  schools  where  I 
work,  "What  happens  when  you  get  a low  grade  on  your  report  card? 
What  does  it  mean?"  The  kids  ajLl  say,  "I’m  a bad  person."  Invari- 
ably they  say  that.  When  you  /the  teache^/  gave  the  grade  to  you 
it  was  just  a low  grade;  but  to  the  child,  it  means  that  he  is  a 
bad  person  — somebody  who  is  no  good.  It  means  failure  identity. 
Private  (psychiatric)  patients  who  come  to  me  in  my  office  . . . 
have  exactly  the  same  problem  as  the  children  who  are  failing  in 
school.  They  are  lonely  ....  The  pathways  of  love  and  worth- 
whileness are  closed  to  lonely  people  ....  People  who  are  lonely 
are  in  a constant  state  of  pain  .... 

William  Glasser,  M.D.,  1969 
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EXECUTIVE  SUMMARY  AND  MAJOR  RECOMMENDATIONS 


The  failure  of  persons  to  achieve  mastery  of  basic  communication  skills 
and  skills  in  reading  and  arithmetic  has  been  shown  to  be  a major  determinant 
of  personality  disorders  in  adults.  Strong  correlations  have  been  established 
between  academic  failure  and: 

• loss  of  self-esteem 

• childhood  depression  and  withdrawal 

• antisocial  behavior  and  acting  out  disruptive  behavior 

• juvenile  delinquency  and  criminal  behavior 

• the  school  dropout  rate 

• unemplo3nnent 

• drug  abuse  and  addiction,  including  alcohol 

• family  dysfunction 

Failure  to  learn  or  to  achieve  mastery  of  academic  skills  is  largely  the 
result  of  inadequate  and  inappropriate  educational  practice,  particularly  class 
placement  and  teaching  techniques;  lack  of  screening  and  assessment  programs 
for  preschool  and  school-aged  children,  especially  those  who  may  be  at  risk  for 
developmental  deviations  and  disabilities;  lack  of  appropriate  health,  mental 
health,  and  educational  services,  especially  through  interdisciplinary  and  inter- 
professional delivery  systems;  and  the  helplessness  of  parents  to  obtain  appro- 
priate educational  programs  for  their  children. 

Moreover,  basic  physical  and  mental  health  education  of  students  has  thus 
far  proved  inadequate  to  achieve  sufficient  public  knowledge  of  the  critical 
role  of  diet,  exercise,  genetic  traits,  drug  and  narcotic  abuse  (including  al- 
cohol), immunity  from  infectious  disease,  and  other  factors,  in  the  birth  of 
healthy  infants  and  their  subsequent  ability  to  achieve  the  prerequisite  skills 
for  successful  learning. 

Prenatal  and  postnatal  care  of  mothers  and  infants  is  inadequate,  espe- 
cially of  teenage  mothers.  Systematic  monitoring  of  defecis  in  infants  and 
children  to  detect  the  precursors  of  developmental  deviations  and  disabilities 
which  place  them  at  risk  for  school  failure  is  lacking.  Adolescents  and  young 
adults  receive  little  or  no  appropriate  preparation  for  parenting. 

Some  children  are  sent  to  school  or  are  permitted  to  enter  school  before 
they  have  matured  enough  to  cope  successfully  with  the  demands  of  the  academic 
setting. 

Especially  in  the  light  of  all  these  circumstances,  the  school  experience 
for  many  children  is  frustrating  and  painful.  For  them,  estimated  to  be  1 per- 
cent to  20  percent  of  the  total  school  population,  instructional  materials  and 
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techniques  are  geared  to  arbitrary  and  unrearlistic  age  and  grade  norms  which 
at  best  ignore  and  suppress  individual  differences,  at  worst  constrict  and 
damage  intellectual,  social,  and  emotional  development. 

Eligibility  requirements  for  Federal,  State  and  local  educational  serv- 
ices theoretically  designed  to  remediate  learning  deficits  in  these  children 
are  often  conflicting  and  exclusionary,  and  result  instead  in  the  denial  of 
services  to  children  who  have  legitimate,  often  serious  needs. 

Children  who  experience  learning  failure  include  a group  of  children  who 
have  intact  senses,  average  or  better  intelligence,  adequate  experience  and  in- 
struction, and  no  primary  emotional  disturbance  or  physical  impairments,  yet 
who  do  not  respond  to  conventional  instruction.  These  children  have  basic, 
often  profound  difficulties  in  processing  symbolic  language.  Boys  in  this  group 
outnumber  girls  by  at  least  four  to  one. 

These  children  have  learning  problems  which  are  considered  to  be  the  re- 
sult of  developmental  disabilities,  especially  disorders  of  coordination  and 
language,  and  disorders  in  the  functions  of  attention  and  perception.  It  is 
widely  held  that  at  least  in  part  these  difficulties  are  a consequence  of  de- 
viation or  dysfunction  of  the  central  nervous  system,  though  some  specialists 
hold  that  it  is  a normal  variation  in  functioning.  Estimated  variously  at  1 
to  19  percent  of  the  total  school  population,  such  children  require  special  in- 
structional techniques  and  management  in  order  to  learn.  The  special  educa- 
tional services  mandated  for  them  by  Public  Law  (P.L.)  94-142  should  be  extended 
to  all  children  with  learning  problems  through  the  efficient  delivery  of  effec- 
tive interdisciplinary  services  designed  to  meet  individual  needs  regardless 
of  the  category  of  difficulty  or  disability  or  of  the  nature  of  the  causative 
problems. 

Whereas  the  ability  to  learn  in  early  life  depends  on  healthy  emotional 
development  and  adequate  nurturing,  adequate  emotional  development  in  adoles- 
cence and  mental  health  in  adulthood  depend  to  a significant  degree  on  the 
ability  to  achieve  basic  communication  and  literacy  skills  and  proficiency  in 
computational  skills  in  the  school  setting. 
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POLICY  OPTIONS  FOR  IMMEDIATE  ACTION 


I.  The  Selection  and  Preparation  of  Teachers 

1.  Changes  in  the  selection  and  preparation  of  teach- 
ers, with  emphasis  on  interdisciplinary  training 

2.  Corresponding  changes  in  the  certification  and 
recertification  of  teachers 

3.  Expansion  of  University-Af filiated  Facilities 
programs  (Policy  Options  6,  8,  10,  11,  12,  18, 

19) 


II .  Screening  and  Assessment  for  Developmental  Deviations 
and  Disabilities  and  for  Learning  Failure,  with  Immed- 
iate Appropriate  Intervention 

4.  Individual  comprehensive  annual  assessment  of  the 
skills  of  every  school-aged  child 

5.  Universal  compulsory  periodic  screening  of  infants 
and  preshool  children,  to  include  neurological 
screening 

6.  Establishment  of  area-based  centers  for  the  inter- 
disciplinary treatment  and  habilitation  of  children 

7.  Establishment  of  adequate  and  effective  early  child- 
hood programs  for  all  preschoolers  who  need  them, 
regardless  of  ability  to  pay  (Policy  Options  1,  2, 

3,  4,  5,  7,  9,  16,  17,  18,  20) 


III.  Efficient,  Effective  Delivery  of  Services 

8.  Elimination  of  duplicating  and  competing  services 
at  the  Federal  level 

9.  Stimulation  of  services  to  meet  identified  needs 
for  which  no  appropriate  services  exist 

10.  Identification  and  dissemination  of  information  on 
successful  programs  for  children  with  learning 
failure 

11.  Establishment  of  model  demonstration  centers  (Policy 
Options  1,  2,  6,  8,  9,  13,  14,  15,  17,  18,  19,  20, 
21) 
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IV.  Parent  Education  and  Training  for  Advocacy 

12.  Full  information  about  available  servcies,  with 
referral  to  appropriate  programs 

13.  Training  in  advocacy  services  for  due  process 

14.  Appropriate  training  for  administrators,  espec- 
ially principals  (Policy  Options  8,  13,  14) 
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POLICY  OPTIONS  FOR  SECOND-STAGE  ACTION 


I .  Research  on  Mainstreaming 

1.  Research  on  the  effects  of  mainstreaming  on  the 
academic  achievement  and  mental  health  of  identi- 
fied handicapped  children 

II .  Physical  and  Mental  Health  Education  of  Parents  and 

Children 

2.  Physical  and  mental  health  education  for  all 
classroom  teachers 

3.  Education  in  appropriate  physical  and  mental 
health  practices,  especially  nutrition,  for  all 
elementary  and  secondary  students 

4.  Mandatory  course  in  preparation  for  parenthood  for 
all  high  school  students 

(See  Task  Panel  Report  on  Children  and  Adolescents 
and  Their  Families) 

III .  Universal  Mandatory  Prenatal  and  Postnatal  Care  of  Mothers 

(See  Task  Panel  Report  on  Children  and  Adolescents  and 

Their  Families) 
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IMPLICATIONS  FOR  FUTURE  RESEARCH 


I . Research  into  Human  Learning 

1.  Research  into  the  basic  neurophysiology  an^ 
neuropsychology  of  human  learning 

2.  Research  into  the  role  of  motor  training  and 
learning  potential 

II . Research  into  the  Problem  of  Learning  Failure 

1.  Research  into  the  nature  and  treatment  of 
developmental  problems,  especially  perceptual 
pathology 

2.  Research  on  learning  theories  as  related  to 
processing  deficits 
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CHAPTER  I.  CHILDREN,  NONRENEWABLE  NATURAL  RESOURCES 


INTRODUCTION 

The  Executive  Order  to  the  President's  Commission  on  Mental  Health  directs 

that: 

In  particular,  the  Commission  shall  seek  to  identify:  (6)  What  role 

the  various  educational  systems,  volunteer  ^agencies  and  other  people- 
helping institutions  can  perform  to  minimize  emotional  disturbance  in 
our  country. 


INCIDENCE 

While  many  students  learn  well  in  school,  present  educational  policies 
and  practices  operate  with  negative  consequences  for  mental  health  of  more  than 
8 million  children  (Satz  1977;  National  Advisory  Committee  on  Dyslexia  1968).^ 

For  these  children,  the  experience  of  prolonged  and  unrelieved  school  fail- 
ure, both  the  failure  to  learn  basic  academic  skills  and,  subsequently,  the  fail- 
ure to  achieve  mastery  of  those  skills,  affects  the  child's  emotional  and  social 
development,  his  self-esteem,  self-confidence,  and  peer  relationships^  (Bryant 
1977). 

The  failure  to  learn,  the  failure  to  master  academic  skills,  and  the  fail- 
ure to  achieve  normal  emotional  development  account  for  the  vast  reservoir  of 
unused  learning  potential  unrealized  in  an  estimated  15  to  20  percent  of  the 
school  population  of  the  United  States. 

The  National  Assessment  of  Educational  Progress  (1975)  reported  that  13  of 
every  100  17-year-olds  have  inadequate  reading  skills  for  daily  living;  one  in 
five  poor  city  dwellers,  two  in  five  Blacks,  one  in  five  students  in  the 
Southeast. 

Reading  and  learning  problems  in  elementary  school  may  represent  develop- 
mental precursors  of  more  serious  emotional  disturbances  in  late  adolescence 
and  in  early  adulthood  (Bloom  1976).  Reading  and  learning  disabilities  have 
been  shown  to  represent  the  major  single  cause  of  school  dropouts  from  our  ed- 
ucational system  (Satz  1977).  School  failure  is  one  of  the  major  problems  ob- 
served in  children  referred  to  mental  health  clinics  and  to  juvenile  courts 
(Critchley  1970).  Recent  studies  have  demonstrated  a striking  correlation  be- 
tween learning  problems  and  criminal  behavior  (Satz  1977). 

It  is  difficult  to  obtain  information  on  the  number  of  persons  who  have 
lost  jobs  because  of  poor  performance  due  to  poor  communication,  reading, 
and/or  arithmetic  skills.  It  is  impossible  to  determine  the  economic  losses 


^See  complete  reference  in  Addendum  Bibliography. 
^See  Appendix  D. 
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incurred  because  of  slow  pace.  Innumerable  high  school  graduates  cannot  find 
jobs  because  of  poor  communication  skills  and  inadequate  education  in  the  basic 
skills.  In  this  regard,  recent  Government  reports  on  illiteracy  rates  in  the 
military  reveal  appalling  statistics. 

In  fiscal  year  1975,  Navy  researchers  compared  recruits^  ability  to 
read  to  the  readability  levels  of  manuals  . . . and  found  that  40  to 
50  percent  of  the  recruits  had  a reading  ability  below  that  of  their 
job-related  reading  material  (U.S.  General  Accounting  Office,  1977). 

A Navy  research  report  (U.S.  General  Accounting  Office,  1977)  concluded 
that  10  to  20  percent  of  the  enlisted  population  have  reading  problems  and  that 
the  severity  of  the  problem  may  be  even  greater.  Between  June  1974  and  January 
1975,  at  the  San  Diego  Naval  Training  Center,  20  percent  of  the  recruits  with 
fourth-  or  fifth-grade  reading  skills  were  discharged  during  training,  but  only 
4 percent  of  those  with  tenth-grade  or  higher  skills.  In  an  additional  study, 

3 of  every  10  adults  have  less  than  adequate  skills;  they  can  function  only 
with  difficulty.  They  just  get  by,  (National  Assessment  of  Educational  Progress 
1976). 

This  is  the  situation  in  the  richest,  most  sophisticated  technological 
Nation  in  the  world.  Yet  Dr.  Gilbert  Schiffman,^  Right  to  Read  Director  says: 

We  have  the  knowledge  and  skill  right  now  to  teach  most  of  the  people 
with  reading,  language  and  matematics  problems.^ 


LEARNING  OR  TEACHING  DISABILITIES? 

In  Human  Characteristics  and  School  Learning,  Dr.  Benjamin  Bloom  (1976) 
states  that  it  is  possible  for  80  percent  of  all  students  to  be  A students. 
This  is  not  so  now.  Bloom  says,  because  we  teach  children  in  large  groups.  In 
this  connection,  Durrell  (1964)  said  that  90  percent  of  the  reading  problems 
were  teaching  problems. 

Discussing  Bloom’s  findings,  Harvey  and  Horton  state  (1977): 

Bloom  tells  us  that  it  is  possible  for  95%  of  our  students  to  learn 
all  that  the  school  has  to  teach,  all  at  near  the  same  mastery  level. 
There  are  only  1%  to  3%  at  the  bottom  level  who  cannot  master  the 
curriculum  . . . .Bloom’s  research  has  convinced  him  that  most  stud- 
ents become  very  similar  with  regard  to  learning  ability,  rate  of 
learning,  and  motivation  for  further  learning  when  provided  with 
favorable  learning  conditions  ....  However,  his  research  demon- 
strates also  that  when  students  are  provided  with  unfavorable  learn- 
ing conditions  they  become  more  dissimilar  in  learning  ability,  rate 
of  learning  and  motivation  for  future  learning.  The  latter,  unfortun- 
ately, is  exactly  what  the  school  provides  today:  unfavorable  learning 


o 

■^U.S.  Office  of  Education,  Department  of  Health,  Education,  and  Welfare. 
^Keynote  address.  National  Orton  Society  Meeting,  Dallas,  Texas,  November 

1977. 
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conditions.  Rather  than  narrowing  the  gap  between  high  and  low 
achievers,  the  school  widens  the  gap  at  each  successive  level. 

The  matter  is  put  dramatically  by  Dr.  Mario  Pascale,^  executive  director 
of  the  Marianne  Pros tig  Center  of  Educational  Therapy,  Los  Angeles: 

Children  who  are  potential  Learners  are  enrolled  in  the  American 
Educational  Systems  and  become  Learning  Failures. 


CAUSES  OF  SCHOOL  FAILURE 

There  is  little  debate  over  the  causes  of  poor  performance  in  basic  skills 
in  children  with  obvious  handicapping  conditions:  limited  intelligence,  phys- 

ical impairments,  loss  of  acuity  (sharpness)  in  vision  or  in  hearing,  and  ser- 
ious debilitating  emotional  disturbance.  That  these  children  will  have  school 
problems  is  expected,  understood,  accepted. 

Many  children  who  fail  to  learn  or  fail  to  master  basic  skills  cannot  be 
"explained"  on  the  basis  of  any  of  the  above  limitations.  These  children  when 
they  start  school  are  as  eager  to  learn,  as  "motivated,"  as  everyone  else.  De- 
spite this.  Bloom  says,  the  gap  between  their  ability  and  their  achievement 
widens  a little  more  each  year. 

Up  to  a point,  the  causes  of  failure  to  learn  in  this  large  group  can  be 
sorted  out. 

A great  many  children  are  victims  of  circumstances  (Sapir  and  Nitzburgy 
1973).  Some  begin  school  before  they  have  matured  sufficiently  to  deal  with 
the  requirements  of  the  school  setting.  Others  do  not  learn  because  they  have 
not  been  taught  well.  Some  have  large  gaps  in  their  learning  owing  to  illness 
or  to  teachers’  illnesses.  Some  change  schools  or  teachers  too  often  or  at  crit- 
ical periods.  Some  are  preoccupied  at  times  in  the  teaching/learning  process 
because  of  family  dysfunction  or  other  temporary  stress  which  interferes  with 
attention  and  concentration,  therefore,  with  learning.  A child  may  suffer  the 
consequences  of  several  of  these  circumstances.  Such  children  require  only  con- 
ventional, careful,  systematic,  and  sequential  teaching  or  reteaching  to  recoup. 

A different  problem  is  presented  by  children  who,  because  of  disadvantage 
or  deprivation,  have  had  inadequate  experiences  on  which  to  base  academic 
learning.  Their  families  may  have  vastly  different  cultural  or  personal  values 
than  those  of  the  majority  of  children  in  the  school  or  community,  or  their  val- 
ues may  differ  from  the  teacher’s.  Such  differences  may  include  language  (Span- 
ish, for  example),  and  constitute  an  additional  complication. 

A child  may  not  have  the  energy  available  to  learn  if  he  or  she  is  inade- 
quately fed,  inordinately  fatigued,  or  in  need  of  medical  treatment.  If  a 
child  has  been  poorly  nourished  from  conception,  the  problems  may  be  even  more 
severe.  These  children  require  not  only  excellent  conventional  teaching  and/or 


^Private  communication  to  Beatrix  Hamburg,  M.D.,  Director  of  Studies, 
President’s  Commission  on  Mental  Health,  October  1977. 
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special  remedial  assistance  from  the  speech  and  language  or  the  reading  teacher, 
and  other  special  teachers;  they  also  require  additional  interventions,  serv- 
ices, and  supports  beyond  the  resources  of  the  school — medical,  social,  and  gen- 
eral cultural  experiences  (Fantini  and  Weinstein  1968) . 

Where  they  are  in  the  minority,  children  affected  by  differences  of  race 
or  religion  also  may  require  additional  or  special  support.  Similar  measures 
appear  to  be  necessary  for  some  of  the  many  children  currently  living  in  one- 
parent  homes  because  of  separation,  divorce,  or  birth  to  single  parents,  espe- 
cially teenage  mothers  (Sapir  and  Nitzburgy  1973). 


LEARNING  DISABILITIES,  LANGUAGE-LEARNING  DISABILITIES,  SPECIFIC  DEVELOPMENTAL 
DYSLEXIA 

There  remains  a group  of  children  who  do  not  fall  into  any  of  the  categor- 
ies above.  They  have  average  or  better  intelligence,  good  educational  oppor- 
tunity, ample  experience,  and  intact  senses,  yet  they  do  not  respond  as  expected 
to  conventional  teaching  nor  to  the  usual  remedial  teaching.  In  this  group  boys 
outnumber  the  girls  by  at  least  four  to  one  (Satz  1977).  As  these  children  con- 
tinue in  school,  they  will  be  seen  to  have  some  characteristics  in  common.  Many 
of  their  behaviors  after  a time  seem  more  typical  of  the  group  than  not,  but  it 
is  a heterogeneous  group. 

In  general,  these  children  baffle  and  bemuse  the  classroom  teacher,  con- 
found the  reading  teacher,  worry  the  principal  (in  both  meanings),  and  drive 
their  parents  to  distraction,  sometimes  to  despair. 

Dr.  Samuel  A.  Kirk,  pioneer  in  teaching  exceptional  children,  states  that 
these  children  are  lodged  semantically  in  Pandora's  box,  under  the  rubric 
"Specific  Learning  Disabilities"  (Kirk  1970).  There  are  innumerable  inter- 
changeable terms  and  99  behaviors  attributed  to  the  label.  This  category  of 
children  presently  is  defined  in  P.L.  94-142,  the  Education  for  All  Handicapped 
Children  Act  (1975): 

'Specific  learning  disability'  means  disorder  in  one  or  more  of  the 
basic  psychological  processes  involved  in  understanding  or  in  using 
language,  spoken  or  written,  which  may  manifest  itself  in  an  imper- 
fect ability  to  listen,  think,  speak,  read,  write,  spell,  or  to 
do  mathematical  calculations.  The  term  includes  such  conditions 
as  perceptual  handicaps,  brain  injury,  minimal  brain  disfunction, 
dyslexia,  and  developmental  aphasia.  The  term  does  not  include 
children  who  have  learning  problems  which  are  primarily  the  result 
of  visual,  hearing,  or  motor  handicaps,  or  mental  retardation,  or 
of  environmental,  cultural,  or  economic  disadvantage.^ 

The  key  phrases  are  disorder  in  one  or  more  of  the  basic  psychological  processes 
in  understanding  or  using  language  (Kaufman  and  Hallahan  1977) . 


^This  definition  was  formulated  in  1968  by  the  National  Advisory  Committee 
on  Handicapped  Children.  See  Appendix  B for  an  alternative  definition. 
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Before  discussing  these,  it  is  useful  to  note  that  most  professionals  in- 
volved assent  to  the  familiar  15-percent  of  the  school  population  estimate  only 
if  it  is  agreed  that  such  disorders  occur  along  a continuum  of  severity  ranging 
from  mild  to  very  extreme  problems,  with  the  total  number  of  severely  handi- 
capped students  representing  from  1 to  3 percent  of  the  total.  These  children 
are  frequently  called  the  "hardcore"  dyslexics,  or  "pure"  dyslexics. 

The  term  dyslexia  refers  to  impaired  ability  to  process  symbolic  language. 
The  root  of  the  word  is  from  the  Greek,  having  to  do  with  words  or  speech  (cf. 
lexicon).  The  term  dyslexia,  used  here,  denotes  the  problem  precisely  stated 
in  the  Federal  definition  quoted  above: 

...  a disorder  ...  in  understanding  or  m using  language, _spo- 
ken  or  written  ...  an  imperfect  ability  /consequent  theret^/  to 
listen,  think,  speak,  read,  write,  spell,  or  to  do  mathematical 
calculations. 


BRAIN  FUNCTION  AND  LEARNING  DISABILITIES 


Dyslexia  is  one  form  of  specific  learning  disability.  Neither  term  refers 
to  a disease  entity  or  necessarily  to  a damaged  physiological  state.  They  des- 
cribe a deviation  or  difference  in  neurophysiologic  functioning  which  under  cer- 
tain circumstances  and  in  certain  situations  may  constitute  a difficulty  (Duane 
1977). 

Such  differences  may  be  innate  or  inborn;  for  example,  differences  of  con- 
stitution, rate  of  maturation  or  development,  any  of  which  may — or  may  not — be 
inherited  traits.  They  may  have  developed  as  a result  of  occurrences  in  the 
period  before,  during,  or  after  birth;  for  example,  the  effects  of  prenatal 
complications  of  pregnancy — toxemia,  infection,  addiction  to  alcohol  or  to  other 
drugs,  severe  malnutrition,  allergic  reactions,  and  the  like. 


Cruickshank  emphasizes  that  learning  disability  is  neurological,  physical, 
and  cellular.^  Samuel  Torrey  Orton,  a neuropsychiatrist,  called  dyslexics  ' 
"normal  neurophysiologic  variations"  in  the  human  species  (Money  1969) . Duane 
(1977)  points  out  that  the  term  genetic  implies  biologic,  cellular  mechanisms. 
Bender  observed  that  dyslexic  children’s  learning,  and  perhaps  their  general  be- 
havior, is  commonly  characterized  by  too  great  or  too  long  continued  plasticity, 
defining  that  term  as  "carrying  within  itself  potentialities  which  have  not  yet 
become  fixed"  (Rawson  1975).  De  Hirsch  (1977)  emphasizes  that  the  difference 
is  a pervasive  organic  one  affecting  all  areas  of  development  including  emotional, 
which  renders  the  person  vulnerable — causing  him  to  be  "at  risk"  for  developmen- 
tal disabilities,  mental,  physiological,  and  social  (Duane  1975).  Many  teachers, 
clinicians,  and  parents  would  support  this  contention.  It  would  appear  that 
where  they  do  operate  as  deficits,  the  variations  are  activated  as  such  by  forces 
in  the  child’s  environment  without  which  they  might  not  have  come  into  play 
(Duane  1977;  Sapir  1973).  Duane  states: 


^William  M.  Cruickshank,  Ph.D.  "Developmental  Disorders  and  Process  Inter- 
vention." Presentation  at  the  Third  Annual  Symposium  on  Reading  and  Learning 
Disabilities. 
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/At  comparable  levels  of  intelligencje/  skills  in  learning  vary,  much 
as  musical  and  artistic  talents  vary  in  the  population.  Regarding 
language,  the  ability  to  perceive,  retain,  manipulate,  and  express 
language  sounds,  written  symbols,  and  the  rules  of  their  use  of 
words  and  sentences  may  be  less  efficient  than  one  would  assume  on 
the  basis  of  measures  of  academic  aptitude.  The  result  is  under- 
performance, which  at  times  improves  or  becomes  compensated  in  the 
course  of  further  development  but  usually  persists  to  some  degree. 

The  impact  of  this  constitutional  difference  on  the  individual  will 
be  greatly  influenced  by  the  home,  peer  group,  and  school  environment. 

The  final  determination  of  the  definition  of  "Specific  Learning  Disability" 
will  depend  on  a better  understanding  of  what  is  meant  specifically  by  the  basic 
psychological  processes  involved  in  understanding  or  using  language.  McCarthy 
(Kaufman  and  Hallahan  1977)  suggests  that  for  this  ultimately  we  will  have  to 
turn  to  the  work  of  the  neurophysiologists  and  the  neuropsychologists,  and  to 
the  constructs  which  are  the  special  concern  of  experimental  psychology:  per- 

ception, attention,  memory,  inhibition,  scanning,  discrimination,  and  set. 


FEDERAL  FUNDING  FOR  SPECIFIC  LEARNING  DISABILITIES 

McCarthy  suggests  that  the  category  "Specific  Learning  Disabilities"  be 
reserved  both  educationally  and  for  the  purpose  of  legislation  to  the  child 
whose: 


. . . learning  style  deviates  so  markedly  from  the  norm  of  his  peers 
as  to  require  special  educational  intervention  ....  Children  with 
specific  learning  disabilities  who  also  have  sensory,  motor,  intel- 
lectual, or  emotional  problems,  or  are  environmentally  disadvantaged, 
should  be  included  in  this  definition  and  may  require  multiple 
services. ^ 

McCarthy  holds  that  children  should  receive  federally  susidized  special 
educational  intervention  under  the  category  "Specific  Learning  Disability"  only 
when  their  performance  falls  more  than  two  standard  deviations  below  the  mean 
in  achievement  despite  intelligence  within  one  standard  deviation  of  the  mean 
or  higher  on  standardized  intelligence  tests.  These  children,  she  points  out, 
constitute  1 to  3 percent  of  the  total  population  of  schoolchildren. 


PROCEEDING  BY  CONSENSUS 

In  addressing  solutions  for  the  problems  of  these  children,  it  is  prudent 
to  base  the  discussion  on  the  consensus  of  experienced  diagnosticians,  teachers, 
and  clinicians  who  have  worked  directly  and  over  long  periods  of  time  with 
children  whose  specific  learning  difficulties  relate  in  the  most  profound  sense 
to  the  understanding  and  use  of  symbolic  language,  spoken  or  primary  language 
and  written  or  secondary  language  (Duane  1977). 


^This  was  the  recommendation  of  the  Professional  Advisory  Board,  Associ- 
ation for  Children  with  Learning  Disabilities,  1972. 
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According  to  this  consensus,  learning  problems  in  school  are  often  pre-  I 

saged  by  difficulties  in  the  acquisition  or  use  of  language  skills  in  the  ear- 
liest stages  of  development.  The  effect  of  the  difficulties  is  pervasive  in  • 

the  emotional  and  social  growth  of  the  child  and  in  all  areas  of  the  school  i 

curriculum,  notably  in  language  arts,  science,  social  studies,  and  foreign 
languages.  The  difficulties  are  on  a continuum  of  severity.  Intellectually 
gifted  children  sometimes  function  without  being  detected  until  the  upper  [ 

grades.  Equally  gifted  children,  however,  may  not  learn  to  read  at  all.  | 

f: 

Intelligence,  motivation,  environmental  factors,  chance,  and  many  other 
variables  influence  learning.  There  is  little  agreement  as  to  etiology  of 
learning  disabilities.  There  is  widespread  agreement  to  the  principle  of  mul- 
tiple causation.  No  one  etiologic  factor  is  causative;  children  with  learning 
disabilities  are  a heterogeneous  group.  There  is  grpwing  consensus  that  the 
problems  appear  to  be  based  in  the  functioning  of  the  central  nervous  system; 
constitutional  in  nature,  frequently  familial  in  origin.  While  it  is  inappro- 
priate to  discuss  specific  learning  disabilities  or  language-learning  disabil- 
ities solely  in  terms  of  reading  retardation,  it  is  important  to  know  that  read-  I 
ing  achievement  correlates  most  highly  with  success  in  school.  | 

It  is  generally  agreed  that  the  behavioral  differences  in  children  with 
learning  disabilities  can  be  listed  under  four  categories:  disorders  in  coor-  |j 

dination  and  in  language  and  disorders  in  the  functions  of  attention  and  per- 
ception, all  with  implications  for  academic  success  or  failure  (Brutten  1973) . | 

I 

EARLY  IDENTIFICATION  AND  INTERVENTION  5 

Children  identified  as  "at  risk"  academically  who  receive  treatment  in  the 
preschool  and  primary  school  years  have  the  greatest  chance  for  later  success. 

A typical  study  (Satz  1977)  indicates  that  8 of  10  children  can  function  at  or  j' 

above  grade  level  if  they  are  found  early  and  taught  appropriately.  In  contrast,  I 
the  study  concluded  that  children  identified  as  "at  risk"  in  the  fifth,  sixth, 
or  seventh  grades  had  little  chance  to  improve.  Only  10  to  15  percent  of  the  i 

older  students  profited  from  remediation  enough  to  function  at  grade  level.  Most  I 

children  are  not  brought  to  the  attention  of  specialists  until  they  are  age  10  ;! 

or  older  (Satz  1977).  i 

The  need  for  early  identification  of  deviant  learning  patterns  is  immed- 
iately obvious.  Kirk  (1970)  said  that  his  research  on  learning  disabilities 
led  him  to  the  conclusion  that  we  should  identify  children  early  and  institute  |; 
remedial  measures  at  ages  4 and  5.  The  purpose  of  such  early  identification 
is  to  provide  appropriate  training  and  educational  programs.  The  individual  ■' 

educational  management  plan,  whether  it  is  based  on  developmental,  corrective,  jj 

or  remedial  teaching  principles,  can  be  devised  in  the  light  of  the  student’s  ,| 

specific,  individual  needs.  Such  an  approach  is  mandated  for  school-aged  child-  j 
ren  in  P.L.  94-142,  the  Education  for  All  Handicapped  Children  Act. 

It  is  also  obvious  that  to  be  effective,  screening  and  assessment  programs  j 

must  be  periodic,  regular,  and  universal.  Such  a program  administered  to  each  j 

child  only  at  school  entry,  or  shortly  thereafter,  is  clearly  inadequate.  j 

Screening  for  possible  developmental  deviations  or  disabilties  should  begin  in  i 
the  earliest  years,  ideally  at  birth,  to  identify  children  at  risk  and  should  j 
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focus  especially  on  primary  language  skills.  Varied,  appropriate,  flexible, 
and  effective  programs  to  facilitate  learning  must  be  available  to  meet  the 
needs  of  the  children  with  potential  or  actual  learning  discrepancies,  what- 
ever the  causes.  The  child’s  success  in  learning  basic  academic  skills  must 
be  assured  from  this  first  day  in  school. 


THEORIES  OF  HUMAN  LEARNING 

In  discussing  failure  to  learn  and  unused  learning  potential,  participants 
operate  on  the  assumption  that  the  dialogue  is  based  on  a systematized  body  of 
facts  which  explains  and  describes  how  human  beings  learn.  If  this  were  so,  it 
could  be  explained  why  certain  children  do  not  learn  in  specific  situations. 

Psychologists  have  expended  a great  deal  of  effort  studying  the  learning 
process,  not  only  in  humans  but  in  animals.  However,  theorists  in  experimental 
psychology  and  in  neuropsychology  still  seem  to  be  groping  blindly  for  a solidly 
built  theory  of  human  learning.  Yet  these  are  the  disciplines  from  which  educa- 
tors derive  their  knowledge  of  human  information  processing,  that  is,  learning. 

Thousands  of  studies  of  learning  in  children  and  animals  have  been  pub- 
lished, still  no  one  yet  knows  exactly  how  human  beings  learn.  It  is  not  ex- 
actly known  how  or  why  they  attend  selectively  to  some  stimuli  while  inhibit- 
ing others  or  how  new  data  are  integrated  with  other  information  obtained  both 
from  the  external  and  internal  environments  of  the  human  organism.  It  is  not 
known  hovT  information  is  stored  or  where. 

Models  of  learning  are  neat  and  utilitarian  in  attempts  to  conceptualize 
the  task,  but  their  value  is  limited.  A review  of  current  research  discloses 
very  frequent  use  of  conditional  words,  such  as  may,  and  might.  Scientists  are 
still  searching  for  answers  to  the  question:  How  do  children  learn? 

Nevertheless,  it  is  appropriate  to  proceed  with  the  implementation  of  meas- 
ures to  ameliorate  the  problems  of  children  who  fail  to  learn  since  much  reli- 
able information  is  available  about  circumstances  and  characteristics  relating 
to  the  learning  process.  This  information  is  essentially  empirical,  "not  nec- 
essarily referring  to  experimental  data,  which  are  often  barely  empirical  (Bakan 
1967),  but  to  the  data  of  experience,  both  sensory  and  conceptual."  (Kinget  1975). 


THE  SOCIAL/EMOTIONAL  CONTEXT  OF  LEARNING 

Paralleling  and  intertwined  with  cognitive  development  is  the  child’s  de- 
velopment as  a social,  feeling  person.  Completely  helpless  at  birth  by  reason 
of  genetic  inheritance,  children  have  the  capacity  to  become  part  of  the  culture. 
Infants  are  dependent  on  the  human  beings  around  them  who  have  already  estab- 
lished patterns  of  doing  and  feeling.  To  survive  and  to  become  functioning 
human  beings,  they  must  learn  first  to  take  what  is  provided,  then  to  interact 
with  others,  and  increasingly,  to  give  of  themselves.  If  the  surroundings,  phys- 
ical and  social,  are  benign,  supportive,  and  stimulating,  a child  has  a good 
chance  to  become  socially  effective,  emotionally  fulfilled,  and  a mentally  heal- 
thy person. 
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Children  need  the  safe,  stable,  encouraging  experience  of  a long  child- 
hood (Bronowski  1973)  in  which  to  learn  in  a protective  environment.  Society 
has  the  responsibility  of  ensuring  that  the  child  learns  and  has  an  equal  op- 
portunity to  fully  actualize  learning  potential,  to  promote  positive  mental 
and  social  health,  and  to  guard  the  child  from  the  consequences  of  failure 
and  inadequacy. 

Erik  Erikson  (1963)  outlined  eight  stages  of  psychosocial  growth  which 
relate  to  stages  in  cognitive  development  as  seen  by  Piaget  and  other  cogni- 
tive psychologists. 


LAYING  THE  FOUNDATION  FOR  SUCCESSFUL  LEARNING  IN  INFANCY 

At  the  start,  the  child  needs  the  security  of  having  basic  needs  fully  and 
lovingly  met  by  adults.  This  establishes  the  sense  of  basic  trust  in  his  world 
and,  hence,  a good,  firm  foundation  from  which  to  build.  If  adults  fail  there, 
it  may  not  be  possible  for  the  child  to  give  and  receive  affection  easily,  to 
trust  or  to  be  normally  self-confident.  These  traits  are  prerequisites  for 
successful  learning.  At  best,  the  child  may  learn  to  draw  strength  from  others 
to  make  up  the  lack,  but  at  a cost  which  could  have  been  avoided  with  adequate 
nurturing. 

ESTABLISHING  INITIATIVE  AND  INDEPENDENCE  IN  THE  PRESCHOOL  YEARS 

The  toddler’s  need  is  to  become  aware  of  his  "self ness,"  to  establish  him- 
self as  a separate  individual,  able  to  move  about  and  express  his  will  (and 
often  his  "won’t").  If  adults  can  strike  the  proper  balance  between  encourag- 
ing initiative  and  overprotection,  the  child  can  go  more  and  more  confidently 
on  his  own  and  less  likely  to  grow  up  constricted  and  fearful.  Self-confidence 
and  persistence  are  prerequisites. 

Walking  and  running  freely,  the  preschooler  needs  to  develop  a sense  of 
directedness,  to  look  about  for  satisfying  models,  to  be  free  to  imitate  now  or 
later.  The  circle  of  his  family  is  enlarged;  he  develops  initiative  and  an  ad- 
venturous spirit  as  he  plays  his  present  and  future  in  joyful  games  and  fantasy 
He  finds  zest  in  new  learning. 

The  child  thrives  best  who  is  encouraged  to  develop  initiative,  a natural 
tendency,  and  who  has  been  given  the  confidence  that  "all  things  are  possible 
in  this  world  of  people  who  love  and  believe  in  me  and  teach  me  to  love  and  be- 
lieve in  them  and  in  myself."  Though  it  is  best  if  the  models  are  a natural 
part  of  the  child’s  world,  it  is  possible  to  achieve  the  same  purpose  by  later 
choices,  spontaneous  or  those  influenced  by  skillful  counselors. 


CONSOLIDATING  THE  GAINS  IN  CHILDHOOD 

The  next  period,  from  school  entrance  to  adolescence,  has  many  names;  all 
describe  the  time  of  the  establishment  of  basic  competence,  the  time  during 
which  the  ground  of  self-confidence  is  secured.  Ideally,  a firm  foundation  has 
been  laid.  The  child  continues  to  need  the  background  of  a stable  family  and 
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to  participate  as  a valued  contributor.  Most  important  is  successful  out-of- 
school and  in-school  experience  through  which  the  child  learns  basic  skills 
and  applies  them  to  further  learning  and  to  the  appreciation  of  living.  By 
this  route  the  young  absorb  their  culture,  which  transmits  the  gains  made  in 
human  history,  and  gain  self-respect  based  on  competence.  Learning  failure 
at  this  time  is  especially  devastating  to  mental  health  and  social  effective- 
ness. Earlier,  good  emotional  development  assured  successful  learning.  Now, 
however,  academic  success  is  the  prerequisite  for  further  emotional  growth. 


THE  ADOLESCENT  EXPERIENCES  HIMSELF 

If  the  developmental  stage  of  childhood  is  successfully  passed,  the  young 
person  can  further  establish  personal  identity  through  the  changes  and  achieve- 
ments of  adolescence.  Social  and  emotional  stress  seems  inevitable  in  this 
period,  but  with  appropriate  opportunities,  this  can  be  an  exciting  adventure 
of  the  discovery  of  power,  the  delights  of  companionship  with  young  people  of 
both  sexes,  and  the  formulation  of  goals  and  ideals.  The  promise  and  the  haz- 
ard are  equally  great.  The  adolescent  may  rebel,  but  needs  the  security  of 
the  surrounding  personal  and  social  structures  while  practicing  adult  freedom. 
The  abiding  faith  of  at  least  one  wise  adult  continues  to  be  important;  sup- 
port and  practical  help  is  particularly  important  to  the  young  who  have  been 
hurt  or  in  some  measure  incapacitated  by  failure  to  learn. 

In  adolescence,  children  gain  clearer  appreciation  of  their  potentials, 
including  those  as  yet  unrecognized.  Those  who  have  experienced  good  social 
and  emotional  development  can  apply  their  natural  motivation  to  achieve  close 
affective  relationships  in  young  adulthood,  which,  combined  with  practical 
competence,  give  a secure  basis  for  carrying  out  adult  responsibilities  and 
enjoying  their  satisf acitons . For  the  child  whose  development  has  been  crip- 
pled by  failure,  who  has,  as  a result  lost  confidence  and  self-esteem,  the  pros- 
pect of  adulthood  represents  only  the  continuation  of  pain  and  the  maintenance 
and  reinforcement  of  a failure  identity. 
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CHAPTER  II.  MEETING  THE  NEEDS  OF  THE  CHILD  AS  LEARNER: 
PROBLEMS,  RESOLUTIONS,  SOLUTIONS 


OVERVIEW 

I.  The  Need  for  Programs  and  Services  Which  Protect  and  Facilitate  Optimal 
Growth  and  Development  in  the  Preschool  Years  (Preventive  and  Supportive 
Services) 

1.  Adequate  and  effective  health  education  in  the  schools 

2.  Adequate  and  effective  preparation  for  parenting:  child  develop- 

ment and  the  management  of  children’s  behavior 

3.  Adequate  and  effective  prenatal  and  postnatal  care  of  mothers 
and  children 

4.  Adequate  and  effective  training  in  infant  care  and  nurturing 
practices 

5.  Adequate  and  skilled  assessment  of  the  neonate  (newborn),  includ- 
ing neurological  assessment 

6.  Periodic  and  skilled  screening  and  assessment  of  preschool  children 

7.  Adequate  and  appropriate  early  childhood  programs 

II . The  Need  for  Services  Which  Protect  and  Facilitate  Optimal  Growth  and 

Development  in  the  School  Setting  (Preventive,  Supportive,  and  Corrective) 

1.  Adequate  and  effective  education  and  training  programs  for  parents 
as  partners  in  the  educational  process  and  as  advocates  for  their 
children 

2.  Appropriate  and  skilled  psychoeducational  assessment 

3.  Fundamental  and  permanent  modifications  in  the  total  educational 
system 

a.  Attitudinal  changes 

b.  Changes  in  the  climate  of  the  classroom 

c.  Changes  in  curriculum 

d.  Changes  in  pedagogy;  instructional  techniques  and 
practices 

e.  Changes  in  policies  and  practices  which  relate  to  the 
labeling  and  categorization  of  exceptional  children 
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4.  Well- trained,  competent,  professional  personnel 

a.  Preservice  training 

b.  Inservice  training 

5.  Effective  systems  for  the  delivery  of  services  to  children 

a.  Interdisciplinary  and  interprofessional  programs 

b.  Elimination  of  duplication  and  overlap  in  the  provision 
of  services 

c.  Stimulation  and  provision  of  programs  to  fill  identified 
gaps  in  services  or  to  meet  the  needs  of  unserved  children 

Note:  After  a discussion  of  the  needs,  obstacles  in  meeting  needs  are  specified, 
with  proposed  solutions,  available  resources  and  affected  agencies  or  other 
providers. 


MEETING  THE  NEEDS  OF  THE  CHILD  AS  LEARNER: 

I.  Programs  and  Services  to  Facilitate  Optimal  Growth  and  Development  in  the 
Preschool  Years 


1.  Physical  and  Mental  Health  Education  for  All  School  Children 

Fundamental  to  the  understanding  and  appreciation  of  the  functioning  of 
the  human  organism  is  the  provision  of  age-appropriate  health  and  mental  health 
education,  grounded  in  the  latest  research  in  biological  processes , brain  phys- 
iology, neuropsychology,  psychiatry.  Especially  in  the  early  school  years,  em- 
phasis should  be  placed  on  understanding  the  functioning  of  the  body  and  the 
health  practices  which  protect  and  maximize  its  efficiency.  Discussion  and  dem- 
onstration of  the  deleterious  effects  of  toxic  agents,  including  drugs  and  nar- 
cotics, should  be  stressed.  Alcohol  should  be  included  in  the  discussion  of 
drugs.  Equally  important  to  both  elementary  and  secondary  students  is  the  ap- 
preciation of  the  role  of  exercise  and  activity  in  physical  fitness,  and  inter- 
personal relationships. 


Problems  and  Obstacles  in  Meeting  the  Needs 

• Inadequate  preparation  and  training  of  classroom  teachers 

• Traditionally  low  priority  assigned  to  health  education 

• Paucity  of  appropriate  and  engaging  curriculum  materials 

• Overreliance  on  lecture  as  the  preferred  mode  of  instruction 

• Relegation  of  health  education  to  one  teacher 
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• Negative  effects  of  parents,  teachers,  and  other  adults  (as  models) 
openly  involved  with  alcohol  and  other  drug  abuse 

• Omission  of  emphasis  on  mental  health  in  health  education 


Proposed  Solutions 

• Inclusion  of  appropriate  courses  in  the  education  and  training 
of  classroom  teachers 

• Revision  of  curriculum  materials  both  for  the  training  of  teachers 
and  the  training  of  university  professors 

• Mandated  requirements  by  State  and  local  educational  agencies  for 
effective  health  education  for  all  students 

(Policy  Options  10,  13a) 


Available  Resources 


• Current  published  works  of  research  in  biology,  anatomy,  physiology, 
and  neuropsychology 

• Noneducational  "trade"  materials,  e.g.,  the  Time-Life  series 

• University  professional  personnel  in  the  departments  of 
science,  psychology,  medicine,  and  athletics 

• Professional  personnel  in  the  National  Institutes  of  Health, 
and  the  National  Institute  of  Mental  Health,  especially  officers 
of  the  Public  Health  Service 

• Various  resources  in  the  private  sector;  for  example,  the  coaches 
and  medical  supervisors  of  athletic  teams 


Affected  Agencies  and  Others 
At  a minimum: 

• The  U.S.  Department  of  Health,  Education,  and  Welfare 
Office  of  Education,  Office  of  Youth  and  Family  Development 
(formerly  Office  of  Child  Development),  National  Institute  of 
Health,  National  Institute  of  Mental  Health 

• State  departments  of  education  (certification) 

• Teacher  education  departments  in  colleges  and  universities 
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Meeting  the  Needs  of  the  Child  as  Learner: 

1.  Programs  and  Services  to  Facilitate  Optimal  Growth  and  Development  in  the 
Preschool  Years 

n 

2.  Preparation  for  Parenting 

Courses  in  child  development  should  be  included  in  regular  courses  in 
health  education  and  in  social  studies,  as  well  as  in  home  economics,  in  order 
to  reach  all  secondary  students.  Such  courses  should  not  be  a part  of  child 
psychology  courses  (Zigler  1978) . Emphasis  should  be  on  fostering  individual 
differences,  early  signs  and  symptoms  of  developmental  disabilities,  the  syn- 
drome of  child  abuse,  and  training  in  the  observation,  analysis,  and  interpre- 
tation of  behavior.  Practical  field  experiences  with  normal  and  abnormal  child- 
ren of  all  ages  in  a variety  of  educational  and  noneducational  settings  should 
be  a part  of  the  training. 


Problems  and  Obstacles  in  Meeting  the  Need 

• Inadequate  teacher  preparation 

• Divorcement  of  programs  in  child  development  from  the  "academic" 
curriculum,  usually  with  low  priority  and  low  status  assigned  to 
such  programs 

• Traditional  view  of  such  programs  as  for  girls  only 

• Effect  of  graduation  requirements  on  available  school  time 

• Lack  of  broad-based  parent  support  for  such  programs 


Proposed  Solution 

• Mandatory  requirement  for 
normal  child  development 

(Policy  Options  10,  13a, d) 


high  school  graduation  of  course (s) 


in 


Affected  Agencies  and  Others 

• Department  of  Health,  Education,  and  Welfare  (HEW) : 

Office  of  Youth  and  Family  Development,  Office  of 
Education 

• State  boards  of  education  and  State  and  local  education 
agencies 

• Colleges  and  universities  involved  in  teacher  preparation 
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I.  Programs  and  Services  to  Facilitate  Optimal  Growth  and  Development  in  the 
Preschool  Years 

3 , 5 . Prenatal  and  Postnatal  Care  for  Women  and  Infants 

Prenatal  care  of  pregnant  women  should,  in  addition  to  medical  supervision, 
stress  the  role  of  nutrition  in  the  development  of  the  fetus,  the  adverse  ef- 
fects of  drugs  and  narcotics,  the  risks  of  obesity  (since  it  is  a major  national 
health  problem),  and  the  importance  of  exercise  and  physical  activity. 

Genetic  counseling  for  mothers  at  high  risk  for  defective  and  damaged  in- 
fants should  be  readily  accessible  before  and  during  pregnancy.  Monitoring  of 
the  fetus  through  such  measures  as  amniocentesis  (sampling  the  fluid  in  the 
womb  for  evidence  of  difficulty),  treatment  of  women  with  venereal  disease — 
especially  teenagers — close  monitoring  of  teenage  pregnancies  in  general,  treat- 
ment of  women  with  conditions  such  as  RH  factor  or  other  disorders  which  in- 
crease the  probability  of  infants  at  high  risk,  and  emotional  support  where  the 
need  is  indicated  should  be  regular  features  of  such  programs.  A skilled  and 
complete  developmental  assessment  of  newborns  should  be  routine  for  all  child- 
ren and  should  include  neurological  assessment  to  determine  infants  at  high 
risk  for  developmental  disabilities.  Special  care  should  be  given  to  premature 
infants  and  those  with  low  birth  weights.  The  inclusion  of  fathers  in  every 
possible  aspect  of  the  care  and  training  is  vital. 


Problems  and  Obstacles 

• Lack  of  sufficient  numbers  of  professional  personnel 

• Inadequate  professional  preparation  of  health  professionals 
relative  to  the  importance  of  these  areas  of  care 

• High  cost  of  private  medical  care 

• Inadequate  sex  education  in  secondary  schools 

• Inadequate  public  education  and  information  about  potentially 
handicapping  conditions  in  mothers  and  infants 

• Inadequate  education  and  information  about  human  growth  and 
development  in  the  general  population 


Proposed  Solutions 

• Free,  universal  health  care  for  pregnant  women  and  newborns,  includ- 
ing assessment  of  neonates  for  developmental  disabilities  or  predis- 
posing conditions 

• Public  educational  campaigns 
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Available  Resources 


• State  and  local  health  departments 

• Advertising  Council  of  America  (public  service  programs) 

• Early,  Periodic  Screening,  Diagnosis,  and  Treatment  Program 
(EPDST) 


Affected  Agencies  and  Others 

• Maternal  and  Child  Health 

• Office  of  Developmental  Disabilities 

I . Programs  and  Services  to  Facilitate  Optimal  Growth  and  Development  of  the 
Preschool  Years 

4.  Adequate  and  Effective  Training  in  Infant  Care  and  Nurturing  Practices 

Ample  valid  and  reliable  research  attests  to  the  critical  importance  of 
the  mother-child  interaction  and  relationship  for  optimal  development — cognitive, 
social,  emotional,  and  physical  as  well.  Changes  in  traditional  values,  the 
loosening  of  the  fabric  and  structure  of  the  family,  the  increasing  number  of 
women  in  the  work  force,  the  absence  of  grandparents  and  extended  families  in 
the  lives  of  many  children,  the  rising  incidence  of  teenage  mothers  and  single- 
parent families,  all  combine  to  mitigate  against  appropriate  opportunities  for 
the  young  to  model  good  infant  care.  Equally  serious  are  the  consequent  iso- 
lation of  the  young  mother,  lack  of  emotional  support,  lack  of  experienced  help 
for  infant  care,  the  high  cost  of  what  trained  help  is  available,  and  especially 
the  crises  in  family  life  generated  by  illness  in  mother  or  child  unrelieved  by 
adequate  domestic  help  and  support.  One  manifestation  of  the  seriousness  of 
these  problems  is  the  rising  incidence  of  child  abuse  and  neglect,  and  the  con- 
sequent physical,  cognitive,  and  emotional  negative  effects  on  the  child. 


Problems  and  Obstacles  in  Meeting  the  Needs 

• Lack  of  adequate  numbers  of  trained  personnel 

• Unawareness  or  the  lack  of  interest  in  the  young  woman  of 
the  need  for  guidance  during  pregnancy 

• Lack  of  accessible,  local,  coordinated,  interdisciplinary, 
and  interprofessional  community  programs  involving  health 
professionals,  early  childhood  specialists,  developmental 
disabilities  specialists,  home  economists,  nutritionists, 
counselors,  and  others 
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Proposed  Solutions 

• Local  community  parent  resource  centers 

• Public  education  through  media  programing  and  advertising 

• Amplification  and  extension  of  low-cost  homemaker  and  friendly 
visitor  programs 

• Involvement  of  volunteers,  for  example,  senior  citizens 

• Area-based  health  department  programs 

• Mandatory  monitoring  by  obstetricians  and  pediatricians 


Available  Resources 

• Existing  school  and  community  buildings 

• State  and  local  health  and  mental  health  agencies 

• Hospital  clinics 

Affected  Agencies 

• Office  of  Youth  and  Family  Development 

• Local  government  units 

• State  and  local  health  and  mental  health  agencies 

• Congress  (funding) 

• Media 

I . Programs  and  Services  which  Facilitate  Optimal  Growth  and  Development  of  the 
Preschool  Years 


6.  Periodic,  Routine,  and  Skilled  Screening  and  Assessment  of  Preschool 
Children 

The  years  from  birth  to  school  entry  are  critical  for  cognitive,  emotional, 
and  social  development.  Early  detection  of  developmental  disabilities  and  other 
warnings  that  a child  is  at  high  risk  for  school  failure  is  critically  important 
for  two  reasons:  early  treatment  and  habilitation  are  more  economical  and  make 

for  a better  prognosis  in  the  early  years.  Gains  achieved  through  appropriate 
treatment  are  more  likely  to  be  permanent  gains.  Assessment  should  focus  on 
language,  motor  functions,  organic  functioning,  and  coping  skills. 
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Problems  and  Obstacles  in  Meeting  the  Need 

• Lack  of  universal  screening  for  children 

• Lack  of  free  universal  preventive  health  care 

• Paucity  of  adequate  training  programs  for  physicians,  especially 
pediatricians  and  general  practitioners,  in  the  recognition  and 
management  of  developmental  disabilities 

• Lack  of  training  for  health  professionals  in  interdisciplinary 
and  interprofessional  team  functioning 

• Duplication  and  overlap  (EPSDT,  Child  Health  Assessment  Program 
(CHAP),  H.R.  6706) 


Proposed  Solution 

• Mandatory  screening  and  assessment  for  all  children  at  6 months, 
12,  18,  24,  36,  and  48  months,  and  in  the  months  immediately  pre- 
ceding entry  into  kindergarten  (spring,  summer,  or  fall) 

• Increased  interdisciplinary  training  programs  for  health  practi- 
tioners in  the  detection  and  treatment  of  developmental  disorders 

• Mergers  to  eliminate  overlaps 
(Policy  Options  1,  2,  3,  4,  5,  8,  and  17) 


Available  Resources 

• National  Institutes  of  Health  (NIH)  and  National  Institute 
of  Mental  Health  (NIMH) 

• State  and  local  health  and  mental  health  agencies 

• Private  treatment  centers;  cf.  The  John  F.  Kennedy  Institute, 
Baltimore 

• Medical  schools  and  dental  schools 

• University-affiliated  facilities 

Affected  Agencies  and  Others 

• Department  of  Health,  Education,  and  Welfare  (see  above) 

• State  and  local  health  and  mental  health  agencies 

• Congress  (funding) 
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• Medical  licensing  boards 

• University-affiliated  facilities 


I . Programs  and  Services  to  Facilitate  Optimal  Growth  and  Development  in  the 
Preschool  Years 

7 . Early  Childhood  Education  and  Care 

Children  have  the  right  to  the  protection  of  society  from  inadequate,  in- 
different, or  harmful  care  and  to  education  programs  in  early  childhood.  This 
includes  private  or  family  day  care  for  infants  of  working  mothers,  day  care 
centers,  preschool  and  nursery  school  programs,  and  publicly  sponsored  (e.g., 
recreation  department)  play  groups.  More  important,  the  staff,  environment 
and  programs  of  such  centers  should  contribute  actively  and  with  the  maximum 
possible  effectiveness  to  the  physical,  intellectual,  emotional,  and  social 
growth  and  development  of  the  child.  Existing  successful  models  of  such  early 
childhood  programs  as  Head  Start  and  Title  I and  day  care  programs  should  serve 
as  models  for  such  centers. 


Problems  and  Obstacles  in  Meeting  Needs 

• Lack  of  appropriately  trained  personnel  in  adequate  numbers 

• Popular  misconceptions  as  to  the  political  dangers  of  such  child 
care  programs 

• High  cost  of  private  programs  and  child  care 

• Conflict  and  controversy  over  the  appropriate  public  agency  to  house 
such  programs  (e.g.,  education,  human  resources) 

• Lack  of  adequate  physical  facilities  at  low  cost 


Proposed  Solutions 

• Publicly  supported  infant  and  child  day  care  centers 

• Early  childhood  programs  within  the  public  schools 

• Government  payments  to  working  mothers  to  take  leave  from  their 
jobs  for  6 months  to  care  for  their  infants 

• Appropriate  programs  for  public  education  and  information 

• Increased  training  opportunities  in  early  childhood  education  pro- 
grams for  professionals  and  paraprofessionals,  youth,  and  volunteer 
adults,  including  senior  citizens 

(Policy  Options  1,  2,  13a, b,c,  17,  21) 
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Available  Resources 

• State  and  local  education  agencies 

• State  and  local  health  and  mental  health  agencies 

• HEW:  Office  of  Youth  and  Family  Development,  NIH,  and  NIMH 


Affected  Agencies 

• As  above 

• Congress  (funding) 


II.  Services  Which  Protect  and  Facilitate  Optimal  Growth  and  Development  in 
the  School  Setting  (Preventive,  Supportive,  and  Corrective) 

1.  Education  and  Training  for  Parents  as  Partners  in  the  Education,  Remedia- 
tion, and  Rehabilitation  of  their  Children  and  as  their  Advocates 

Parents  are  the  prime  educators  of  their  children.  By  right,  they  should 
be  full  partners  with  professional  educators  in  the  planning  and  staffing  of 
services  to  their  children  and  in  the  coordination  of  service  delivery.  They 
must  be  guaranteed  the  right  to  an  effective  voice  in  the  design,  conduct,  and 
evaluation  of  the  educational  and  related  services  programs.  Before  they  can 
be  expected  to  assume  these  responsibilities  effectively,  however,  they  must 
have  adequate  reliable  information.  They  must  have  assistance  to  organize  into 
appropriate  associations  and  groups.  They  need  training  to  participate  effec- 
tively and  efficiently  in  the  efforts  to  help  their  children  (Hobbs  1977). 

They  must  also  have  appropriate  information  and  training  to  serve  as  advocates 
for  their  children,  both  in  securing  appropriate  services  and  in  due  process 
procedures.  The  sources  of  resources  and  support  for  advocacy  should  include 
personnel  outside  the  schools.  Requirements  and  guarantees  of  such  programs 
for  parents  should  be  an  integral  part  of  all  federally  and  state  funded 
programs . 

Problems  and  Obstacles  in  Meeting  the  Needs 

• Lack  of  adequate  and  appropriate  information  and  referral  programs 

• Overly  simplistic  character  of  existing  information 

• Lack  of  education  for  parenting  and  referral  programs 

• Traditionally  authoritarian  and  antagonistic  stance  of  professional 

educators  in  the  public  schools  towards  parents:  expert  vs.  nonexpert 

stance. 

• Lack  of  reliable  knowledge  about  existing  services 

• Ignorance  of  the  rights  of  parents  and  children  under  the  law 
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Proposed  Solutions 

• Immediate  training  for  administrators,  especially  building 
principals,  to  provide  information  and  referral  services  to 
parents 

• Immediate  establishment  of  area-based  parent  resource  centers  staffed 
by  school  and  nonschool  personnel,  the  latter  appointed  by  other 
units  of  local  government  to  inform,  train,  and  provide  support 

and  practical  assistance  to  parents 

• Income  tax  deductions  for  persons  who  choose  to  employ  infant  and 
child  caretakers  at  home 


Available  Resources 


• Parent  associations  and  groups;  e.g.,  PTA,  Special  Education  Com- 
mittee, the  Association  for  Children  with  Learning  Disabilities, 
the  Council  for  Exceptional  Children,  the  Orton  Society,  coali- 
tions for  the  handicapped 

• In  some  systems,  ombudsmen 

• HEW:  Bureau  of  Education  for  the  Handicapped 

• Local  Bar  associations 

Affected  Agencies 

• HEW,  as  above 

• State  and  local  education  agencies 

• Internal  Revenue  Service 

• Colleges  of  Education:  training  programs  for  administrators 


II . Services  Which  Protect  and  Facilitate  Optimal  Growth  and  Development  in 
the  School  Setting 

2.  Periodic  Educational  Screening  and  Evaluation 

Appropriate  educational  and  related  services  to  children  can  be  supplied 
only  on  the  basis  of  a correct  and  reliable  assessment  of  the  child's  intellec- 
tual abilities,  perceptual  skills,  language  and  academic  skills.  Periodic, 
regular,  appropriate  and  effective  psychodiagnostic  testing  for  school-aged 
children  should  operate  as  an  extension  of  preschool  developmental  assessment, 
for  the  purposes  not  of  labeling  and  categorizing  children,  but  in  order  to 
deliver  appropriate  educational  services  to  meet  individual  needs  through 
appropriate  placement  and  instructional  practices.  Such  assessment  should 
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include  information  from  parents,  and  should  involve  additional  professional 
education  and  medical  personnel,  as  indicated.  Teacher  assessment  should  have 
considerable  weight  in  the  overall  assessment  design.  Appropriate  treatment 
and  delivery  of  services  must  be  available  in  the  shortest  possible  time  after 
assessment,  within  4 to  6 weeks.  Appropriate  provisions  should  be  made  for 
monitoring  the  effectiveness  of  the  programs  and  services  provided  with  ref- 
erence to  the  initial  diagnostic  findings  and  the  prescription.  Children 
should  be  safeguarded  from  the  abuses  of  overtesting  by  specific  standards 
for  the  permissible  readministrations  of  tests  and  measures. 


Problems  and  Obstacles  in  Meeting  Needs 


• Lack  of  adequately  and  appropriately  trained  personnel 

• Lack  of  systematic  assessment  schedules 

• Traditional  practice  of  assessing  to  discover  why  a child  has  failed, 
rather  than  to  determine  his  individual  strengths  and  weaknesses 

• Traditional  practices  and  attitudes  towards  parents  which  relegate 
them  to  a passive,  nonparticipatory  role  in  the  schooling  of  their 
children 


Proposed  Solutions 

• Mandated  assessment  of  all  children  at  the  conclusion  of  each  school 
year,  with  appropriate  education  prescriptions  capable  of  being  put 
into  practice  at  the  opening  of  the  next  school  year. 

• Mandated  involvement  of  parents  and  classroom  teachers  in  the 
assessment  process,  either  formally,  at  least  through  checklists 
and  survey  forms,  or  informally. 

Available  Resources 


• Office  of  Education 

® Office  of  Youth  and  Family  Development 

• EPSDT 

• Michigan  State  Department  of  Public  Instruction 

• NIMH 
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Affected  Agencies  and  Others 

• Office  of  Education 

• State  and  local  education  agencies 

• State  and  local  health  and  mental  health  agencies 


II . Services  Which  Protect  and  Facilitate  Optimal  Growth  and  Development  in 
the  School  Setting 

3.  Fundamental  Changes  in  the  Total  Educational  Climate 

a.  Attitudinal  Changes 

b.  Changes  in  the  Climate  of  the  Classroom 

McCarthy  et  al.  (1977)  state  that  the  teacher  is  the  critical  element  in 
the  educational  process,  who  must  have  the  ability  to  transmit  to  the  child 
feelings  of  self-worth,  of  responsibility,  of  belonging,  and  of  competence. 
For  the  disabled  learner,  the  teacher  must  be  able  to  act  and  to  teach  so  as 
to  minimize  the  impact  on  his  achievement. 

Bloom’s  work  (1976)  leads  him  to  the  conclusion  that  the  very  opposite 
is  the  reality  in  the  classroom  for  many  children: 

The  second  (school)  curricula  is  not  so  clearly  visible  (as  the  mani- 
fest curriculum) . This  is  the  latent  curriculum  that  is  uniquely 
taught  to  and  differently  learned  by  each  student.  This  curriculum 
teaches  each  student  who  he  is  in  relation  to  people,  ideas,  and 
activities  ....  The  average  student  enjoys  few  hours  in  which  he 
is  not  judged  (relative  to  others)  by  teachers,  peers,  family,  and 
others.  Likewise  there  are  few  school  hours  in  which  the  student 
is  not  judging  himself  . . . each  student  will  be  judged  many  times 
each  day  ....  Furthermore,  because  of  the  consistency  of  the 
learning  tasks  from  one  year  to  another  . . . the  student  tends  to 
remain  in  much  the  same  position  relative  to  other  students  . . . 
from  one  year  to  the  next  ....  If  his  performance  has  been  in- 
adequate, (as  measured  by  the  teacher’s  judgment  or  marks)  the  stu- 
dent comes  to  believe  in  his  inadequacy  with  respect  to  this  type  of 
learning.  There  are  small  changes  in  (school-subject)-related  affect 
. . . after  the  third  year  of  school,  but  it  is  apparent  that  the 
major  developments  have  already  taken  place  before  grade  3 . . . . 

I am  using  reading  achievement  as  an  approximation  of  general  school 
achievement  ....  School-related  affect  generalizes  to  the  whole 
institution  of  the  school,  to  most  of  the  school  subjects,  to  the 
staff  of  the  school,  and  even  to  other  students  who  attend  the  school. 
Repeated  evidence  of  inadequacy  in  school  makes  the  entire  institution 
the  source  of  the  individual’s  sense  of  inadequacy  ....  Negative  at- 
titudes toward  school  and  school  learning  have  serious  consequences  for 
the  individual’s  further  learning  as  an  adaptive  method  of  dealing  with 
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his  own  problems  as  an  adult  as  well  as  in  part  determining  his 
life-style  and  response  to  societal  changes  ....  We  regard  con- 
tinual evidence  of  success  or  failure  in  the  school  as  likely  to 
have  major  effects  on  the  individual's  mental  health  ....  I 
would  expect  (students  who  have  been  given  consistent  evidence 
of  their  inadequacy  in  the  school  learning  environment  over  a per- 
iod of  five  to  ten  years)  to  be  infected  with  emotional  difficult- 
ies arising  from  the  rarity  with  which  they  can  secure  any  sense 
of  adequacy  in  the  school  environment  . . . especially  in  the 
classroom. 

It  follows  that  the  teacher's  attitude  toward  the  child  is  a critical  de- 
terminant of  his  academic  and  personal  success.  Each  child  should  be  prized 
and  respected  for  himself  as  a unique  and  valuable  person  in  the  group.  Indi- 
vidual differences  should  be  recognized,  protected,  and  facilitated.  Curricu- 
lum and  instructional  programs  appropriate  to  his  individual  strengths  and 
weaknesses  should  be  viewed  as  the  child's  basic  right  in  the  classroom,  not 

as  a burden  on  the  teacher.  A major  goal  of  the  teacher  must  be  to  enhance 

the  child's  self-esteem  and  to  increase  self-confidence.  The  atmosphere  and 

tone  of  the  classroom  should  be  positive  and  supportive,  warm  and  accepting, 

and  as  free  from  stress  as  possible.  The  structure  of  the  program  should  sup- 
port the  individual  child's  needs  as  well.  The  child's  experiences  should  be 
stimulating,  challenging,  and  pleasurable,  with  obvious  and  demonstrable  bene- 
fits for  mastery  of  personal  and  academic  skills. 


Problems  and  Obstacles  in  Meeting  the  Needs 

• Inadequate  selection  and  preparation  of  teachers 

• Inadequate  understanding  in  parents  and  teachers  of  the  effect  of 
school  failure  on  the  life  of  the  child 

• Lack  of  understanding  in  parents  of  pedagogical  practice 

• Inadequate  understanding  by  parents  and  teachers  of  the  role  of  move- 
ment and  oral  language  in  cognitive  development 

• Inadequate  administrative,  professional,  and  clerical  support  services 


Proposed  Solutions 

• Redesigned  teacher-training  programs,  with  emphasis  on  child  develop- 
ment, cognitive  psychology,  and  the  role  of  the  teacher  as  a director 
of  the  learning  process  for  each  child 

• Structured  and  supervised  experience  in  field  practice  which  is  vital 
to  effective  training 

• Increased  administrative,  professional,  and  clerical  support  services 
to  teachers 
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• Flexible  organization  of  classroom  and  resource  programs 

• Parent  education 

a 

Available  Resources 

• HEW:  Office  of  Education,  National  Institute  of  Mental  Health, 

Office  of  Youth  and  Family  Development 

• State  and  local  educational  agencies 

• State  and  local  health  and  mental  health  departments 

• Colleges  and  universities 

Affected  Agencies 

• As  above 


c.  Changes  in  Curriculum 

d.  Changes  in  Pedagogy:  Instructional  Techniques  and  Practices 

Teacher  training  should  produce  teachers  who  are  experts  on  children. 
Curriculum  materials  in  each  classroom  must  be  sufficiently  varied  and  of  suf- 
ficient range  to  meet  the  individual  learning  needs  of  each  child  regardless 
of  the  level  of  his  skills  and  of  his  particular  learning  style,  with  its  strengths 
and  weaknesses.  Classroom  instruction  must  take  account  of  the  most  recent  re- 
search in  learning  theory,  especially  the  new  concepts  of  learning  which  stress 
the  importance  of  language — spoken  active  language — in  the  learning  process. 

Basic  skills  should  be  presented  with  reference  to  sequences  of  skills, 
with  assurance  of  mastery  at  each  level  for  each  student  regardless  of  his  pro- 
cessing time  and  the  amount  of  reinforcement  necessary,  before  proceeding  to 
the  next  sequence.  The  purpose  of  the  teaching  and  learning  is  for  the  child 
to  achieve  mastery,  and  the  instructional  materials  and  techniques  should  be 
appropriate  to  the  individual  learning  style  of  each  child.  Mastery  of  reading 
skills  should  be  considered  basic  to  the  mastery  of  all  other  school  subjects, 
including  mathematics.  The  emphasis  in  the  classroom  activities  should  be  on 
the  problem-solving  approach,  with  active  experimentation  and  the  freedom  to 
fail  without  prejudice. 

Physical  activity,  that  is,  structured  physical  development  activities 
which  emphasize  perceptual-motor  training  and  the  improvement  of  gross  and  fine 
motor  coordination,  should  be  a daily  feature  of  the  instructional  program 
throughout  the  primary  grades.  Academic  skills  can  and  must  be  strengthened 
and  enhanced  by  frequent  and  regular  structured  experiences  in  the  arts — graphic 
arts,  music,  drama,  and  dance.  The  importance  of  this  training  in  the  estab- 
lishment of  the  prerequisites  for  academic  learning  and  the  enhancement  of 
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self-esteem  and  self-confidence  should  be  clearly  understood  and  explicated  to 
the  public.  Such  experience  should  be  designed  as  a major  and  integral  part 
of  the  instructional  program. 

Appropriate  curriculum  and  instruction  should  be  provided  for  adolescents 
regardless  of  their  levels  of  achievement  in  basic  academic  subjects.  Mater- 
ials and  techniques  should  be  geared  to  the  individual's  skills  without  refer- 
ence to  age  or  grade.  In  addition,  adolescents,  especially  disabled  learners, 
need  appropriate  instruction  in  prevocational  skills,  social  skills,  human 
sexuality,  and  driver  education,  and  skilled  counseling  if  necessary  (Brutten 
et  al.  1973). 


Problems  and  Obstacles  in  Meeting  the  Needs 

• Inadequate  selection  and  preparation  of  teachers 

• Inadequate  and  inappropriate  curriculum  materials 

• Commercial  domination  of  curriculum  materials  by  publishers,  with 
poor  controls  by  classroom  teachers  and  educational  agencies 

• Imperfect  understanding  of  the  role  of  the  arts  in  education  both 
by  parents  and  teachers 

• Distorted  understanding  in  the  public  sector  of  "basic"  education,  with 
consequent  political  pressure  for  a return  to  highly  traditional  educa- 
tional practices  for  all  children. 


Proposed  Solutions 

• Improved  teacher  selection  and  training 

• Public  education  on  the  role  of  the  arts  in  human  development  and 
education 


Available  Resources 

• HEW:  Office  of  Education 

• National  endowment  for  the  Arts  and  Humanities 

• State  and  local  education  agencies 

Affected  Agencies 

• As  above 

• Colleges  of  education 
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e.  Policies  and  Practices  which  Relate  to  the  Labeling  and  Categorization 
of  Special  Children 

Assessment  and  evaluation  of  children  should  be  for  the  purposes  of  iden- 
tifying individual  needs  and  prescribing  appropriate  educational  and  related 
services  only.  Early  and  skilled  assessment  and  intervention  should  reduce 
the  numbers  of  children  who  must  be  served  in  special  programs.  Flexible  or- 
ganizational patterns  for  programs  within  school  buildings  should  be  available 
to  meet  individual  needs — small  and  large  classes,  open  and  closed  classrooms 
(both  structured),  resource  rooms,  itinerant  resource  room  programs,  one-to- 
one  programs  for  speech  and  language  and  academic  skills  therapy,  consultant 
help  to  the  classroom  teacher,  volunteer  programs,  and  others  as  indicated. 
Nevertheless,  the  concept  of  mainstreaming,  in  its  present  implementation  and 
practice,  must  be  regarded  as  harmful  to  the  self-esteem  and  academic  progress 
of  the  moderately  to  severely  disabled  learner  and  an  unfair  and  indefensible 
burden  on  classroom  teachers.  It  is  too  often  a matter  of  lip  service  by  ad- 
ministrators, with  consequent  denial  of  needed  services  to  children — an  admin- 
istrative "copout"  (McCarthy  1977;  Cruickshank  1977). 


Problems  and  Obstacles  in  Meeting  Needs 

• Inadequate  preparation  of  teachers 

• Inflexible  and  inadequate  patterns  of  school  and  classroom 
organization 

• Inadequate  administrative  leadership  and  support 

• Inadequate  professional  resources  to  classroom  teachers 

• Inadequate  autonomy  for  the  classroom  teacher 

Proposed  Solutions 

• Training  programs  for  administrators 

• Improved  teacher  training 

Available  Resources 

• HEW:  Office  of  Education 

• University-affiliated  facilities 

• State  and  local  education  agencies 

• Colleges  of  education 
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Affected  Agencies 
• As  above 


II.  Services  Which  Protect  and  Facilitate  Optimal  Growth  and  Development  in 
the  School  Setting 

4.  Well- trained.  Competent,  Professional  Personnel 

Education  must  be  redesigned  to  achieve  individualized  teaching  geared  to 
specific  needs  of  children  to  reduce  learning  failure  and  to  increase  learning 
potential.  The  ultimate  goal  is  to  extend  the  capacity  of  regular  education 
personnel  (teachers,  administrators,  and  associated  personnel)  to  accommodate 
a broader  range  of  individual  differences  among  students  to  prevent  academic 
failure.  The  aggregate  program  adjustment  required  to  meet  these  goals  demands 
some  fundamental  changes  in  teacher  education  preparation.  The  training  of  all 
classroom  teachers  must  include  a thorough  knowledge  of  normal  child  develop- 
ment and  the  developmental  needs  of  children;  knowledge  of  the  special  needs 
and  appropriate  techniques  for  teaching  "irregular"  children;  a thorough  ground- 
ing in  the  psychology  and  pedagogy  of  the  teaching  of  reading;  an  understanding 
and  appreciation  of  the  critical  role  of  speech  and  language  in  cognitive  de- 
velopment and  the  acquisition  of  reading  skills;  training  and  supervised  prac- 
tice in  the  observation  and  analysis  of  behavior,  with  special  emphasis  on  the 
early  identification  of  potential  learning  disabilities  and  other  children  at 
high  risk  for  school  failure;  a wide  repertoire  of  instructional  techniques, 
including  those  for  direct,  inductive  teaching  and  the  ability  to  plan  struc- 
tured, systematic,  sequential,  cyclical,  cumulative  and  thorough  programs  for 
the  acquisition  of  mastery  in  the  basic  skills;  appropriate  training  in  the 
screening,  assessment,  and  evaluation  of  students  and  the  ability  to  prescribe 
appropriate  educational  programs  to  meet  the  learner’s  individual  needs  and 
training  in  classroom  management  and  the  management  of  behavior. 

Training  must  include  a wide  variety  of  field  experiences,  well  planned, 
well  structured  and  well  supervised,  with  a wide  variety  of  experiences  with 
children  of  all  ages. 

Training  for  early  childhood  and  primary  teachers  should  emphasize  gross 
and  fine  motor  coordination,  language,  knowledge  of  spatial  concepts  and  tac- 
tile skills,  and  awareness  of  body  image. 

The  trainers  of  teachers  must  themselves  be  practiced  and  experienced 
teachers  of  children,  with  a wide  repertoire  of  teaching  principles  and  methods. 

All  training  should  be  interdisciplinary  training  and  should  emphasize,  in 
addition  to  professional  competence,  competence  in  interpersonal  and  communica- 
tion skills. 

Teachers  should  be  required  to  remain  in  training  until  their  competence 
to  elicit  adequate  language  behavior  in  the  child  has  been  demonstrated. 

Procedures  for  evaluation  and  self-evaluation  should  be  inherent  in  the 
training  process.  The  practicum  of  supervised  teaching  should  be  the  critical 
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locus  of  systematic  procedures  for  screening  out  unsuitable  or  incompetent 
personnel. 

The  preparation  of  teachers  should  include  a far  more  thorough  and  academ- 
ically oriented  education  in  the  liberal  arts  and  science  than  is  presently  the 
case.  Consideration  should  be  given  to  the  certification  of  teachers  in  post- 
baccalaureate programs,  as  in  fifth-year  master  of  teaching  arts  programs. 
Training  cannot  be  adequately  accomplished  in  the  basic  preservice  courses 
alone;  it  must  be  continued  in  adequate  and  effective  inservice  courses. 

Specification,  particularly  for  teaching  "irregular"  children,  should  be 
reserved  for  advanced  training  programs  and  should  require  as  a criterion  for 
admission  sufficient  and  appropriate  experience  in  the  regular  classroom,  pre- 
ferably several  years  or  more.  Special  teachers  should  be  trained  to  function 
in  close  collaboration  with  regular  classroom  teachers  and  in  strongly  support- 
ive roles  to  them. 

Training  programs  for  administrators  should  be  designed  and  implemented  to 
support  these  measures. 

Training  for  all  educational  personnel  should  include  the  opportunity  in 
preservice  programs  to  function  with  other  professionals  in  interdisciplinary 
settings  engaged  in  the  provision  of  services  to  children.  These  include  phys- 
icians, psychologists,  social  workers,  counselors,  early  childhood  specialists, 
occupational  and  physical  therapists,  speech  and  language  therapists,  dentists, 
nurses,  and  others. 

Particular  focus  should  be  maintained  on  the  excellence  of  the  training  of 
early  childhood  and  primary  teachers.  Where  fiscal  and  administrative  con- 
straints apply,  programs  for  preschool  and  primary  school  children  should  have 
first  priority. 

Certification  and  recertification  requirements  should  reflect  these 
considerations . 


Problems  and  Obstacles  in  Meeting  the  Needs 

• Inadequately  trained  university  personnel,  especially  in  the  field 
of  learning  disabilities 

• Inflexibility  of  the  teacher- training  institutions  and  their  tradi- 
tional resistance  to  change 

• The  territorial  imperative  in  academic  departments 

• The  specialized  jargons  of  the  various  professions  and  disciplines 
involved  in  psychology  and  education  which  can  obscure  meaning  and 
constitute  barriers  to  communication 

• Lack  of  adequate  opportunity  for  interdisciplinary  training 
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• Inadequate  and  ineffective  political  pressure  for  change 

• Inadequate,  overlapping,  and  conflicting  certification  requirements 

Proposed  Solutions 

• Mandated  changes  in  the  selection,  preparation,  and  certification  of 
teachers 

• Adequate,  appropriate,  and  effective  inservice  training  of  teachers, 
low  in  cost  or  free,  provided  at  a convenient  time  and  place 

• Lack  of  adequate  funding  to  follow  through  on  teacher  training 

• Special  attention  at  the  highest  levels  of  Government  to  the  retraining 
of  university  and  college  teachers,  especially  those  involved  in  the 
preparation  of  special  teachers  of  learning  disabled  children 

(Policy  Options  6,  10,  11,  12,  17,  19) 

Available  Resources 

• Dean's  Projects  Grants,  Bureau  of  Education  for  the  Handicapped 

• Teachers  Corps,  Bureau  of  Education  for  the  Handicapped 

• University-affiliated  Facilities  Program  to  provide  interdisciplinary 
training  in  developmental  disorders 

Affected  Agencies  and  Others 

• Congress  (funding  and  legislation) 

• Office  of  Education 

• State  boards  and  State  departments  of  education 

• Professional  organizations  and  associations 

• University-Affiliated  Facilities  Programs  (as  above) 


II.  Services  Which  Protect  and  Facilitate  Optimal  Growth  and  Development 
in  the  School  Setting 

5.  Effective,  Efficient,  Interdisciplinary  Services  to  Children 

The  science  of  human  life,  one  aspect  of  which  concerns  learning 
disability,  is  too  complex  to  permit  anything  but  consortiums 
of  interdisciplinary  knowledge  and  action.  (Cruickshank  1977). 
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The  critical  elements  basic  to  a solution  to  the  problems  of  learning 
failure  and  unused  learning  potential  are  already  in  place  in  the  United  States. 
The  public  in  general  and  U.S.  educators  specifically  are  only  too  aware  of  the 
fact  that  many  students  and  indeed,  many  high  school  graduates,  do  not  have 
mastery  of  the  basic  academic  skills  necessary  for  survival  in  a literate  (print) 
culture.  The  National  Assessment  of  Educational  Progress  found  that  1 of  10 
12th-grade  students  is  unable  to  read  at  a basic  survival  level. 

In  addition  to  an  acute  awareness  of  the  crisis,  educators  have  the  know- 
ledge and  skill  to  solve  many  problems  related  to  the  failure  of  our  young 
people  to  master  academic  skills.  The  major  problem  seems  to  be  One  of  deliv- 
ery and  implementation,  not  of  generating  new  methodologies.  If  the  basic  know- 
ledge and  skills  for  the  solution  of  the  problems  exist,  how  can  this  be  put 
into  the  classroom  where  it  really  counts?  One  of  the  roadblocks  to  delivery 
and  implementation  of  what  known  is  the  multiplicity  of  agencies  and  disci- 
plines concerned  with  solving  the  problem.  Very  often  they  appear  to  get  in 
each  other’s  way,  to  dissipate  time  and  energy  in  guarding  turf,  and  to  develop 
and  nurture  professional  hostilities.  Local  school  districts  currently  do  not 
suffer  a lack  of  resources.  The  problem  is  one  of  coordination  of  resources 
into  an  effective  delivery  system. 

A recent  Government  document,  "Federal  Programs  with  Basic  Skill  Compon- 
ents: An  Initial  Survey,"  (April  1977)  identified  44  federally  funded  programs 

concerned  wholly  or  in  part  with  basic  skills.  Of  the  44,  38  programs  were  under 
the  Department  of  Health,  Education,  and  Welfare.  The  Office  of  Education  had  35 
programs  (79.5  percent);  the  National  Institute  of  Education  and  the  Department 
of  Labor  accounted  for  2 programs  each;  the  Departments  of  the  Interior  and  Jus- 
tice and  the  National  Science  Foundation  each  accounted  for  1 program  or  2.3 
percent. 

Funding  for  all  programs  amounted  to  $3.83  billion.  Ninety-one  percent, 
$3.48  billion,  was  from  HEW.  Office  of  Education  funds  totaled  $3.03  billion. 
Funds  for  Title  I Elementary  and  Secondary  Education  Act  programs  alone  amounted 
to  $1.72  billion.  In  addition,  programs  for  Spanish-speaking  persons  amounted 
to  $291  million  and  programs  for  poverty  groups  amounted  to  $2.73  billion.  Pro- 
grams for  the  handicapped  amounted  to  $240  million.  These  figures  highlight 
the  magnitude  of  the  Federal  involvement  in  the  problem  of  learning  failure. 

Within  these  programs,  which  direct  attention  to  specific  academic  skills 
or  to  specific  populations  of  children  or  to  both,  there  are  duplications  and 
omissions.  Elementary  schools  presently  may  have  as  many  as  five  or  six  fed- 
erally funded  programs  operating  in  a coordinated  or  uncoordinated  fashion  in 
one  building. 

A child  may  be  entitled  to  the  services  of  a Title  I reading  teacher  be- 
cause he  is  poor,  yet  be  denied  because  he  also  has  a learning  disability.  A 
child  may  be  involved  in  a Follow-through  program,  which  involvement,  per  se, 
disqualifies  him  for  services  provided  under  the  Bilingual  Program.  The  learn- 
ing disability  teacher  may  be  providing  services  to  a child  with  a learning 
problem  who  cannot  be  seen  by  the  speech  and  language  clinician  because  of  prob- 
lems involved  in  reporting  caseloads  to  the  State  education  agency  for  funding 
purposes. 
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Funds  may  have  been  provided  to  the  State  school  for  the  mentally  retarded, 
which  thereafter  embarked  on  a program  of  "normalization,"  that  is,  one  which 
rather  quickly  returns  the  child  to  his  community  for  educational  services.  At 
present,  the  dollars  usually  do  not  follow  the  child.  This  results  in  the  de- 
nial of  services  by  the  local  education  agency,  which  is  hampered  by  lack  of 
trained  personnel  and  funds. 

The  child  in  a Bureau  of  Indian  Affairs  boarding  school  may  not  be  entitled 
to  services  through  the  Right-to-Read  program  or  to  services  for  emotionally 
disturbed  children  provided  through  the  local  education  agency. 

These  are  examples  of  some  of  the  funding  conflicts  and  confusions  which 
now  impede  attempts  to  rescue  children  who  are  failing  to  learn  in  our  schools. 
One  of  the  most  pressing  current  problems  appears  to  involve  coordination  of 
services,  not  merely  increasing  services  or  dollars.  Ample  evidence  exists 
which  suggests  that  funds  could  be  more  effectively  utilized  by  the  local  ed- 
ucation agencies,  leading  to  more  effective  classroom  programs. 


Problems  and  Obstacles  in  Meeting  Needs 

• Bureaucratic  redtape 

• Turf ism  and  the  territorial  imperative 

• Arbitrary  and  conflicting  eligibility  criteria 

• Fragmented  services  housed  in  a wide  variety  of  agencies  and 
institutions 

• Society’s  piecemeal  approach  to  the  solution  of  the  problem,  which 
is  based  on  the  categorization  and  segregation  of  children 


Proposed  Solutions 

• Review  of  all  existing  programs  to  determine  duplication  and  gaps  in 
services,  with  the  elimination  of  arbitrary  eligibility  criteria  so 
that  services  to  children  with  learning  problems  may  be  provided  as 
an  integral  part  of  a network  of  local  services  offered  to  all  educa- 
tional agencies  in  the  local  community 

• Establishment  of  model  demonstration  programs  with  effective  procedures 
for  the  dissemination  of  information  based  on  the  finding  that  teachers 
will  readily  accept  only  those  changes  that  offer  solutions  to  their 
immediate  problems,  preferably  those  in  whose  implementation  they  have 
been  active  participants  and  for  which  there  is  administrative  support 

(Policy  Options  1,  2,  11,  12,  15,  16,  17,  18,  19,  20,  21) 
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Available  Resources 

• Office  of  Education 

• Regional  educational  laboratories 

• National  Institute  of  Education 

Affected  Agencies  and  Others 

• As  above 

• State  and  local  departments  of  education 
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CHAPTER  III.  OPTIONS  FOR  ACTION 


I.  PRIMACY  OF  SCHOOL  AS  INFLUENCE  ON  CHILDREN 

At  present  in  the  United  States,  the  right  of  all  children  regardless  of 
physical  or  mental  disability  to  a free  public  education  has  been  affirmed  by 
Federal  legislation  (P.L.  94-942).  Despite  some  variation,  State  laws  also 
provide  that  school  attendance  is  compulsory  for  a substantial  period  of  time 
during  childhood  and  adolescence,  on  average,  ages  6 through  16. 

The  school  system  represents,  therefore,  the  major  institution  of  society 
for  systematic  universal  intervention  in  the  lives  of  children.  The  schools 
offer  the  greatest  opportunity  for  enabling  our  future  citizens  to  develop  their 
full  potential  and  to  fulfill  adult  roles  in  the  most  satisfying  and  construc- 
tive ways.  At  the  same  time,  the  evidence  is  overwhelming  that  illiteracy  and 
learning  failure  are  strongly  associated  with  mental  disorders,  juvenile  delin- 
quency, adult  criminality,  chronic  unemployment,  and  dependent  status.  There 
is,  therefore,  compelling  need  to  suggest  changes  in  the  goals  and  practices  of 
the  schools  in  order  to  best  serve  all  children  and  to  decrease  the  incidence 
and  impact  of  learning  and  emotional  disorders. 


Issue  A (I)  Early  Identification  and  Intervention 

Concerns  about  ability  to  learn  are  not  limited  exclusively  to  the  school 
years.  The  capacity  for  learning  is  rooted  in  the  physical  and  emotional  pro- 
gress of  the  child  from  birth  on.  It  is  also  important  to  include  concern  for 
adequate  prenatal  medical  care.  To  be  effective,  comprehensive  screening  and 
treatment  programs  for  children  must  be  implemented  by  and  coordinated  between 
health  and  education  agencies. 

The  results  of  screening  should  be  used  only  as  a preliminary  step  for 
specific  assessment,  never  for  the  purpose  of  categorizing,  segregating,  or 
labeling  children.  The  use  of  screening  tests  and  further  assessment  measures 
is  premised  on  the  realistic  assumption  that  followup  and  remediation  care  can 
and  will  be  provided.  Otherwise,  to  screen  is  not  only  useless  but  potentially 
harmful. 

A (I)  Policy  Options  (Early  Identification  and  Intervention) 

1.  The  Secretary  of  Health,  Education,  and  Welfare 
shall  review  the  existing  legislation  adminis- 
tered by  health  and  education  agencies  which 
pertains  to  screening  and  to  followup  care  for 
infants  and  children  (e.g..  Early  and  Periodic 
Screening,  Diagnosis,  and  Treatment  Program 
(EPSDT) , Child  Health  Assessment  Program  (CHAP), 

P.L.  94-142).  His  office  shall  design  an  inte- 
grated, comprehensive  plan  to  unify  at  the 
Federal  level  the  screening  and  comprehensive 
service  delivery  to  all  children. 
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2.  The  Secretary  of  HEW  shall  provide  various  cost- 
effective,  practicable  models  for  State  depart- 
ments of  social  services  (Title  XX),  public 
health  (Maternal  and  Child  Health  Services), 
mental  health,  and  education,  to  assist  the 
States  in  providing  appropriate,  coordinated 
programs  for  screening  to  identify  the  special 
needs  of  children  before  and  during  school  years 
and  programs  to  meet  those  needs. 


II.  Learning  Needs  of  the  Population 

Learning  is  an  individual  process.  However  we  may  try,  we  cannot  suc- 
cessfully fit  children  into  rigid  "norms"  and  "laws."  Each  child  has  his  own 
developmental  timetable,  as  well  as  his  specific  patterns  of  assets  and  weak- 
nesses. Therefore,  a major  public  concern  is  to  ensure  that  school  staffs  are 
trained  to  recognize,  protect,  and  facilitate  individaul  differences  in  the 
children  they  serve,  that  they  are  sensitive  to  patterns  of  development  and  to 
the  ways  in  which  learning  occurs. 

It  is  also  important  that  children  find  satisfactions  and  successes  in 
their  education  so  they  do  not  lose  the  motivation  to  learn.  A school  curric- 
ulum will  fail  which  treats  children  of  a given  age  or  grade  as  though  they 
were  all  at  the  same  stage  of  ability  and  development. 

At  present,  most  teachers  have  had  little  or  no  preparation  in  their  under- 
graduate training  to  recognize  and  to  respond  appropriately  to  the  learning 
problems  of  the  individual  child. 

It  is  the  consensus  of  the  Task  Panel  that  this  is  the  most  important  area 
for  policy  change  in  the  goals  and  practices  of  the  school  system  in  the  United 
States. 


Issue  A (II)  Comprehensive  Educational  Assessment 

To  minimize  learning  failure,  and  to  preserve  and  enhance  the  child's 
learning  potential,  schools  should  be  required  to  perform  an  individualized, 
comprehensive  assessment  of  the  needs  and  strengths  of  every  child  prior  to 
each  school  year.  An  educational  plan  and  expectations  for  the  individual 
child  should  be  worked  out  in  joint  conference  with  parents  and  school  person- 
nel (P.L.  94-142,  section  612  / 5/  (C))  (section  504,  Vocational  Rehabilitation 
Act,  1973,  y/  84.35).  This  planning  should  apply  to  all  children,  not  only  those 
designated  as  handicapped. 

Properly  administered,  this  policy  will  ensure  a reduction  in  the  numbers 
of  learning  disabled  children  in  later  school  years  where  results  are  usually 
less  good  and  the  costs  of  remediation  significantly  higher. 

A (II)  Policy  Options  (Educational  Assessment) 

The  U.S.  Commissioner  of  Education  shall  communi- 
cate to  each  State  educational  agency  the  neces- 
sity to  implement  the  following  policies: 
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3.  For  school  professional  personnel,  the  imple- 
mentation of  the  periodic  educational  checkup 
described  above  will  require  an  extended  school 
year,  probably  on  a 12-month  basis. 

4.  School  administrators  shall  assume  responsibil- 
ity for  implementing  minimal  standards  consis- 
tent with  the  direct  relationship  between  assess- 
ment, expectations,  delivery  systems,  instruction, 
learning  materials,  and  reporting  systems. 

5.  Such  minimal  standards  shall  be  established  at 
the  national  level  by  the  Commissioner  of  Educa- 
tion or  the  State  department  of  education,  to 
govern  the  development  of  appropriate  individu- 
alized educational  programs  for  each  child. 

Models  such  as  the  Edu-check-up  of  the  State  of 
Michigan  can  be  used  for  standard  setting. 

6.  Undergraduate  teacher  education  and  inservice 
training  programs  for  school  professional  and 
paraprofessional  personnel  shall  be  restruc- 
tured and  redesigned  to  develop  the  competen- 
cies needed  to  meet  individual  student  needs. 
Teacher  certification  requirements  shall  re- 
flect this  emphasis. 

7.  Enactment  of  modifications  of  State  legislation 
shall  be  encouraged  by  the  Secretary  of  HEW, 
such  legislation  to  establish  pupil  planning 
and  placement  teams  comprised  of  teachers,  par- 
ents, medical,  and  special  education  personnel 
and  all  other  professional  personnel  directly 
involved  in  decisions  relating  to  adequate 
placement  and  services  for  the  individual  child 
(P.L.  94-142,  section  4(a)  (19)). 

8.  School  administrators,  especially  building  prin- 
cipals, shall  be  responsible  for  informing  par- 
ents about  the  best  support  system  that  the 
child’s  home  and  school  can  mutually  provide. 
Parents  shall  receive  periodically,  at  least 
semiannually,  a report  on  progress  made  by  the 
child,  with  specific  recommendations  for  future 
action  to  meet  his  or  her  individual  needs. 

9.  New  funding  models  shall  be  designed,  and  Federal 
and  State  funding  of  programs  shall  be  judged, 

in  terms  of  the  above  standards  of  comprehensive- 
ness and  continuity  of  services  to  children. 
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Issue  B (II)  Interdisciplinary  Training 

Interdisciplinary  training  is  needed  for  all  school  personnel  in  order 
that  they  may  understand  individual  differences  which  influence  learning  and 
the  developmental  needs  of  children.  This  will  require  structural  changes  in 
programs  for  the  preparation  of  all  education  professionals,  changes  in  teacher 
learning  centers  and  in  continuing  education  programs  for  all  professional  per- 
sonnel dealing  with  children. 

B (II)  Policy  Options  (Interdisciplinary  Training) 

10.  The  U.S.  Commissioner  of  Education  shall  spec- 
ify that  State  agencies  and  teacher  training 
institutions  shall  redesign  their  programs  to 
include  interdisciplinary  training  which  affords 
students  both  theoretical  understanding  and  prac- 
tical experience  with  children  of  all  ages  and 
backgrounds.  All  certification  from  the  point 
of  view  of  child  development  and  individual 
learning  differences  for  professional  school 
personnel  should  reflect  minimal  standards  for 
such  preparation. 


Issue  C (II)  Certification  Standards 

Some  remedial  programs  for  learning  disabled  children  are  currently  under- 
served and  poorly  managed  because  of  conflicting,  arbitrary  standards  in  regula- 
tions governing  the  certification  of  reading  teachers  and  learning  specialists 
such  as  "special  education  teachers,"  "diagnostic  prescriptive  teachers,"  and 
"speech  and  language  clinicians,"  among  others.  There  is  limited  administra- 
tive flexibility  to  appropriately  assign  professional  personnel  to  meet  clear 
needs  of  children.  Current  regulations  rigidly  restrict  the  spheres  of  activ- 
ities of  such  teachers,  though  there  is  considerable  overlap  of  skills. 

C (II)  Policy  Options  (Certification  Standards) 

11.  State  boards  of  education  must  be  directed  to 
revise  regulations  and  certification  require- 
ments for  the  several  categories  of  learning 
specialists,  including  reading  and  speech- 
language  specialists,  so  that  appropriate  com- 
petency can  be  used  flexibly  and  appropriately 
deployed  to  meet  children’s  special  learning 
needs. 

12.  Local  boards  of  education  shall  revise  district 
regulations  and  hiring  practices  to  conform  to 
the  above  state  standards. 


Issue  D (II)  Parent  Training  for  Advocacy 

If  parents  are  to  be  effective  in  their  involvement  in  the  schooling  and 
the  delivery  of  other  services  to  their  children,  they  must  have  the  necessary 
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inforaation,  support,  and  access  to  referral  and  advocacy  services.  Advocacy 
services,  especially,  must  be  provided  from  a base  independent  of  the  schools 
or  school  system. 

D (II)  Policy  Options  (Parent  Advocacy) 

13.  The  Secretary  of  HEW  shall  be  responsible  for 
developing  a plan  and  for  formulating  a funding 
model  to  implement  parent  resource  and  child 
advocacy  office  in  States  and  localities,  such 
offices  to  ensure  that  parents  may  easily  obtain: 

a.  Information  services  covering  the  needs  of 
normal  and  special  children,  including  full 
information  about  services  available  in  the 
school  and  community; 

b.  Referral  services  to  appropriate  programs; 

c.  Advocacy  services  to  advise  them  in  due 
process  proceedings  (P.L.  94-142,  section 
615)  (P.L.  93-380)  (section  504,  Vocational 
Rehabilitation  Act,  #84.306). 

14.  To  ensure  parents  the  right  of  due  process  with 
respect  to  the  education  of  their  children,  pro- 
cedures shall  be  established  which  ensure  the 
right  of  parents,  parent  surrogates,  or  their 
advocates  to  initiate  formal  evaluations  of  ed- 
ucational personnel  and/or  of  the  program  at 
the  child’s  school.  This  evaluation  shall  be 
considered  as  a right  of  parents  in  addition 

to  the  right  of  comprehensive  assessment  of  the 
child’s  ability  and  performance  (P.L.  94-142, 
section  615). 


III.  CRITICAL  PROBLEMS  IN  MEETING  LEARNING  NEEDS 

The  rising  rates  of  illiteracy,  the  drop  in  scores  on  standard  achievement 
tests  such  as  the  Scholastic  Aptitude  Test  (SAT),  the  rate  of  dropouts  from 
school,  the  finding  that  military  volunteers  are  often  unable  to  meet  minimal 
educational  standards  and  that  a significant  proportion  of  the  chronically  un- 
employed are  lacking  in  basic  literacy  skills  have  led  to  a strong  reemphasis 
on  reducing  the  social  and  emotional  costs  of  learning  failure. 


Issue  A (III)  Elimination  of  Overlap 

Adequate  mastery  of  basic  skills  is  essential  to  reducing  learning  failure. 
Therefore,  consolidation,  coordination,  and  cooperative  delivery  of  services 
rendered  by  the  more  than  44  Federal  programs  relating  to  the  acquisition  of 
basic  skills,  and  their  State  and  local  counterparts,  must  be  implemented.  The 
programs  cost  a total  of  $3.83  billion. 
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A (III)  Policy  Options  (Elimination  of  Overlap) 

15.  At  the  Cabinet  level,  procedures  shall  be  set 

up  for  the  integration  and  coordination  of  pres- 
ently existing  but  fragmented  and  overlapping 
programs  designed  to  enhance  the  achievement 
of  basic  skills  in  learning.  Duplication  of 
services  needs  to  be  eliminated  regardless  of 
the  origins  or  sponsors  of  the  programs. 

16.  Arbitrary  eligibility  criteria  which  result  in 
the  exclusion  of  children  from  programs  they 
urgently  need  shall  be  eliminated.  Wherever  a 
program  of  corrective  or  remedial  reading  is 
offered  to  primary-grade  children  in  a school, 
it  shall  be  available  for  any  child  who  needs 
it,  regardless  of  economic,  ethnic,  or  other 
categorical  status  (P.L.  94-142,  S.  615  (5)  (C)). 


IV.  SOLUTIONS  TO  PROBLEMS:  USE  OF  AVAILABLE  RESOURCES 

Issue  A (IV)  Use  of  Available  Resources 

Knowledge  is  currently  available  to  help  many  learning  disabled  children 
and  to  reduce  learning  failure.  Ongoing  research  is  necessary  to  add  to  this 
knowledge.  However,  it  is  most  urgent  to  translate  existing  knowledge  into 
action. 

A (IV)  Policy  Options  (Use  of  Available  Resources) 

17.  The  Assistant  Secretary  of  Education  of  HEW  shall 
identify,  publicize,  and  disseminate  information 
about  exemplary  programs  and  practices  of  demon- 
strated effectiveness  in  reducing  learning  fail- 
ure (Federal  Register,  HEW,  OE,  8-23-77;  121a., 

385). 

18.  The  Office  of  Education  shall  actively  provide 
through  other  programs  the  mechanisms  for  carry- 
ing out  the  implications  of  basic  research 
through  development  into  application.  Basic  re- 
searchers can  recommend,  but  should  not  be  ex- 
pected also  to  provide,  practical  applications 
of  their  work.  Existing  educational  research 
and  development  centers  are  promising  examples 
of  such  appropriate  mechanisms  (Federal  Regis- 
ter, HEW,  OE,  8-23-77;  121a.,  384). 

19.  The  Office  of  Education  shall  sponsor  workshops 
which  include  both  participants  who  are  basic 
researchers  and  those  who  are  practical  users 
of  research  knowledge.  Programs  are  needed  for 
the  longitudinal  study  of  the  outcomes  of  care- 
fully designed  strategies  and  techniques. 
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20.  The  Office  of  Education  shall  support  research 
on  dissemination  strategies,  school  organiza- 
tion, and  topics  related  to  the  acceptance  and 
meaningful  adaptation  and  adoption  of  new  programs. 

21.  Other  forms  of  publicity  and  education  about 
new  programs  should  be  facilitated,  such  as 
news  and  feature  reports  in  national  print  and 
TV  media,  documentaries,  professional  litera- 
ture, and  pamphlets  sponsored  by  the  Office  of 
Education  for  public  education. 
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APPENDICES 


Appendix  A 


Task  Panel 

Learning  Failure  and  Unused  Learning  Potential 
Charge 

School  failure  is  known  to  be  associated  with  on-going  emotional  distress 
for  the  affected  students  and  their  families.  When  failure  persists  the  individ- 
ual becomes  a discouraged,  damaged  adult  who  lacks  the  necessary  skills  for  ef- 
fective adult  functioning.  Knowledge  is  currently  available  to  help  a great 
many  of  these  children.  It  will  be  the  task  of  this  panel  to: 

1.  Review  the  state  of  knowledge  in  the  various  disciplines  that 
relate  to  learning  disorders  and  learning  failures. 

2.  Careful  definition  of  meaningful  categories  of  unused  learning 
potential;  extrinsic  and  intrinsic  factors  that  may  apply. 

3.  Describe  with  as  much  specificity  as  possible  what  is  known 
to  be  effective  for  each  of  the  specified  categories  of 
learning  failure. 

4.  Describe  models  of  effective  interdisciplinary  teamwork  in 
meeting  the  complex  needs  of  long  term  learning  problems. 

5.  Review  what  is  known  of  effective  programs  to  achieve  early 
detection  and  appropriate  intervention  or  prevention  of  some 
of  the  categories  of  learning  disorder. 
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Appendix  B 


Proposed  Alternate  Definition 


/Learning  disabled  children/  are  children  of  any  age  and  of  any  intellectual 
level 


"...  who  demonstrate  a substantial  deficiency  in  a particular  aspect 
of  academic  achievement  because  of  perceptual  or  perceptual-motor 
handicaps,  regardless  of  etiology  or  other  contributing  factors.  The 
term  perceptual  as  used  here  relates  to  those  mental  (neurological) 
processes  through  which  the  child  acquires  his  basic  alphabets  of 
sounds  and  forms.  The  term  perceptual  handicap  refers  to  inadequate 
ability  in  such  areas  as  the  following:  recognizing  fine  differences 

between  auditory  and  visual  discriminating  features  underlying  the 
sounds  used  in  speech  and  the  orthographic  forms  used  in  reading;  re- 
taining and  recalling  those  discriminated  sounds  and  forms  in  both 
short-  and  long-term  memory;  ordering  the  sounds  and  forms  sequen- 
tially, both  in  sensory  and  motor  acts  . . . ; distinguishing  figure- 
ground  relationships  . . . ; recognizing  spatial  and  temporal  orienta- 
tions . . . ; obtaining  closure  . . . ; integrating  intersensory  informa- 
tion . . . ; relating  what  is  perceived  to  specific  motor  functions  " 
(Hobbs  1975). 
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Appendix  C 


Models  that  Work — a Sampling 


I .  Interdisciplinary  Centers  for  the  Identification  and  Treatment  of  Child- 
ren with  Learning  Disabilities 

1.  The  TRI-Services  Center  for  Children  with  Learning  Disabilities, 
Rockville,  Maryland 

II.  Periodic  Comprehensive  Educational  Evaluation  of  Children 
1.  The  Education  Health  Check,  Michigan 

III.  Public  School  Programs 

1.  PROJECT  READ,  Special  Education  Department,  Bloomington 
Public  Schools,  Bloomington,  Minnesota  (Exhibit  A) 

IV.  Reading  Projects,  Title  III  (California) 

1.  Project  Me,  Santa  Ana  Unified  School  District 

2.  Communication  Arts  for  Selected  Students,  Garden  Grove 

Unified  School  District 

3.  Project  STAR,  Los  Angeles,  California 

4.  Remedial  Reading  for  Transient  Students,  Vista  Unified 

School  District 

5.  Reduction  of  Deficits  in  Reading  Schools,  Mojave  Unified  , 

School  District 
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Appendix  C,  Exhibit  A 


Project  Read  3 Year  Data  Summary 


3 Year  Yearly 


Pre  test 

Post  Test 

Gain 

Gain 

1970 

1971 

1972 

1973 

Grade  1 

Grade  2 

Grade  3 

Grade  4 

Jastak  Reading 

1.3 

2.1  . 

3.6 

4.8 

3.5 

= 1.2 

Grade  2 

Grade  3 

Grade  4 

Grade  5 

Jastak  Reading 

1.6 

3.0 

4.2, 

5.0 

3.4 

= 1.1 

Jastak  Spelling 

1.5 

2.8 

3.5 

4.3 

2.8 

= .9 

Gates-McGinite 

Vocabulary 

1.5 

2.7 

3.9 

4.9 

3.4 

= 1.1 

Gates-McGinite 

Comprehension 

1.5 

2.3 

3.5 

4.1 

2.6 

= .9 

Grade  3 

Grade  4 

Grade  5 

Grade  6 

Jastak  Reading 

2.1 

3.5 

4.4 

5.4 

3.3  = 

1.1 

Jastak  Spelling 

2.2 

3.2 

3.8 

4.5 

2.3  = 

.8 

ITBS  Vocabulary 

2.4 

3.0 

4.0 

4.9 

2.5  = 

.8 

ITBS  Comprehension 

2.3 

3.1 

3.8 

4.6 

2.3  = 

.8 

ITBS  Spelling 

2.4 

2.8 

3.3 

4.0 

1.6  = 

.5 
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Appendix  C,  Exhibit  A Continued 


Project  Read 


WHAT  IS  PROJECT  READ? 

....  a mainstream  language  arts  program  that  provides 

an  alternative  to  whole-word,  inductive  instruction 

WHO  IS  IT  FOR? 

....  the  child  who  needs  a systematic,  direct,  multisensory 
learning  experience 

WHO  DELIVERS  THE  PROGRAM  TO  THE  CHILDREN? 

....  the  classroom  teacher 

WHERE  IS  PROJECT  READ  TAUGHT? 

....  in  the  regular  (mainstream)  classroom 

HOW  IS  THE  CLASSROOM  TEACHER  TRAINED? 

. . . . by  a Project  Read  Teacher  coming  into  the  teacher’s 
classroom  and  demonstrating  the  curriculum  and 
technology  with  that  classroom  teacher’s  reading  group 

HOW  IS  PROJECT  READ  ADMINISTERED? 

....  through  the  Specific  Learning  and  Behavior  Problems  (SLBP) 
Department  of  Special  Education 

WHO  ARE  THE  STAFF  MEMBERS? 

....  A Project  Director  and  ten  Project  Read  Teachers 

HOW  IS  PROJECT  READ  FUNDED? 

....  through  local  and  state  funds 

WHAT  GRADES  DOES  PROJECT  READ  COVER? 

....  first  grade  through  ninth  grade 

HOW  MANY  STUDENTS  IN  PROJECT  READ? 

....  15  to  20%  Elementary 
....  5%  Junior  High 

HOW  LONG  HAS  PROJECT  READ  BEEN  IN  EXISTENCE? 

. ...  we  are  completing  our  eighth  year 
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Appendix  D 


THE  EFFECT  OF  STUDENT  FAILURE  ON  THE  QUALITY  OF  FAMILY  LIFE 
AND  COMMUNITY  MENTAL  HEALTH 

By  Thomas  E.  Bryant* 


You  may  ask:  Why  is  Thomas  E.  Bryant,  M.D.,  J.D.,  the  Director  of  Presi- 

dent Carter’s  Commission  on  Mental  Health  speaking  at  a meeting  to  consider  the 
problem  of  failure  in  school?  The  answer  is:  Exactly  what  he  is  supposed  to 

be  doing,  since  he  must  be  very  much  concerned  about  any  problem  or  set  of  prob- 
lems which  has  a direct,  adverse  effect  on  the  mental  health  of  families  and 
therefore  of  communities.  Certainly  we  know  that  often  efforts  by  individuals 
and  families  to  cope  with  a major  disabling  handicap  of  any  kind  can  be  vastly 
disruptive  and  destructive  of  family  life,  tearing  at  the  very  fabric  of  the 
family,  draining — both  emotionally  and  financially.  Certainly  we  know  that 
one  of  the  most  difficult  handicaps  in  a literate  culture  is  the  inability  to 
read,  write,  spell  and  compute  adequately.  We  also  know  that  a significant 
proportion  of  the  total  school  population  in  our  country — though  not  in  our 
country  alone — are  too  far  below  grade  level  and  ability  level  in  basic  skills 
to  be  able  to  function  in  the  classroom  with  their  peers. 

While  it  can  be  documented  many  times  over,  it  is  a matter  of  common  ex- 
perience that  repeated  failure  especially  in  the  face  of  great  effort  to  learn 
and  to  do  well  is  one  of  the  most  destructive  and  devastating  experiences  a 
child  can  have  ...  so  devastating  in  its  effects  that  every  member  of  the 
family  sooner  or  later  is  marked  by  the  consequences,  often  seriously. 

The  phrase  "learning  disability"  comes  up  repeatedly  in  any  discussion  of 
school  failure.  The  question  is  whether  the  best  emphasis  is  on  disability  or 
on  learning . Obviously,  we  are  talking  about  learning.  When  a child  has  been 
in  school  for  a year  or  more,  and  he  is  clearly  not  learning  as  the  other  child- 
ren are,  we  want  to  know:  Is  this  child  capable  of  learning?  If  so,  what  is 

the  problem?  How  can  he  learn?  What  can  be  done  to  help  him  learn?  If  not, 
why  can’t  he  learn?  What  will  become  of  him?  How  will  the  family  cope  with 
the  problem?  How  will  they  provide  for  him? 

In  another  sense  we  are  asking:  Can  he  succeed?  Often,  though  not  always, 

failure  in  school  leads  to  failure  in  life.  Failure  is  not  good  for  children 
or  other  living  things,  as  the  saying  goes.  It  is  not  good  for  the  siblings  or 
the  parents  of  children  who  fail.  It  is  not  'good  for  the  communities  in  which 
they  live. 

No  one  will  disagree  that  the  feeling  of  failure  breeds  many  other  feelings — 
feelings  of  self-doubt  and  uncertainty,  of  guilt  and  shame,  of  resentment  and 
the  wish  to  blame,  of  rage  and  despair,  of  deep  inadequacy  and  worthlessness, 
and  of  a general  inability  to  cope  adequately,  sometimes  even  to  cope  minimally, 

*Address,  International  Orton  Society,  Dallas,  Texas,  November,  1977. 
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with  the  demands  of  life  in  our  society.  Whether  in  individuals  or  in  fami- 
lies, these  are  not  feelings  that  make  for  optimal  mental  health. 

The  most  devastating  aspect  of  the  experience  of  failure  among  children 
who  learn  differently  from  the  majority  is  that  they  fail  in  spite  of  their 
very  best  efforts  to  work  hard  and  to  do  well.  They  have  tried  in  every  way 
they  know  how.  In  the  face  of  their  daily  defeat  and  despair,  we  must  call 
their  efforts  superhuman.  Quickly  they  learn  one  thing — that  nothing  they  can 
do  will  bring  them  success  in  school.  They  learn  that  no  matter  what  effort 
they  expend,  they  will  continue  to  fail. 

Such  children,  recently  called  The  Puzzle  Children,  have  only  a rew  options. 
Some  become  the  Shadow  Children,  purposely  fading  into  the  background,  hoping 
never  to  be  noticed,  praying  that  they  will  never  be  called  on,  waiting,  pas- 
sive, withdrawn  and  silent  until  somehow,  miraculously,  the  torture  of  school- 
ing is  over  for  them.  Others,  unable  to  absorb  their  frustrations  and  contain 
their  rage,  first  give  vent  to  their  feelings  in  small  resistances  and  rebel- 
lions4  stubbornness,  "I  won’t,  I don’t  want  to,  I hate  it.  You  can’t  make  me." 

As  the  child  and  the  resentment  and  rebellion  grow,  the  expression  of  feelings 
has  far  more  difficult  consequences  to  the  family,  to  the  community  and,  of 
course,  to  the  child:  terrible  internal  confusion,  strife  and  conflict  within 

the  family;  destructive  and  aggressive  acting  out  in  the  neighborhood  and  at 
school,  perhaps  including  physical  assaults,  vandalism,  shop-lifting,  and  other 
petty  and  grand  larceny,  and  on  up  the  ladder  (or  down  the  path)  which  leads 
eventually  to  the  courts  and  to  correctional  institutions.  Too  many  seek  sol- 
ace and  escape  in  withdrawal  and  in  a variety  of  addictive  habits.  Many  be- 
come addicted  to  television;  these  children  often  watch  five,  six,  seven  and 
more  hours  of  television  a day,  in  slack-jawed  stupor.  Some  become  addicted 
to  food  and  become  obese.  Alcoholism,  even  in  elementary  school-aged  children, 
is  a growing  menace.  Others  get  into  heavy  drug  abuse,  often  mixing  alcohol 
and  other  drug  addiction  to  the  extent  that  their  lives  are  endangered.  For 
some  children,  the  progression  is  from  mild  to  clinically  significant  depres- 
sion, with  severe  emotional  problems.  Some  are  suicidal.  A few  do  take  their 
own  lives. 

At  best,  individuals  afflicted  with  learning  handicaps  learn  with  difficulty 
through  the  years  to  adjust  to  the  idea  that  they  are  not  very  capable,  and  to 
compensate  as  best  they  can,  for  the  inadequacies.  They  live  quietly  dissatis- 
fied and  discontent,  working  at  jobs  they  don’t  like,  that  they  would  never 
otherwise  have  chosen  to  do,  sometimes  neurotic,  always  feeling  unfulfilled. 

Let’s  look  at  this  litany  we  have  just  told — social  withdrawal  and  isola- 
tion, delinquency,  crime,  addiction,  obesity,  depression,  emotional  disturbance. 
Each  of  these  abstract  terms  names  a major  problem  of  modern  life.  Each  is  the 
business  of  the  mental  health  worker.  Each  directly  and  critically  affects  the 
economic  and  spiritual  life  of  the  nation. 

But  they  are  abstract  terms.  In  human  terms,  the  abstraction  comes  down 
to  the  concrete — to  the  specific,  living,  individual  child  and  his  family.  For 
the  family  suffers  too. 

It  may  be  true  that  in  some  instances,  adversity  unites  the  family.  It 
is  also  true  that  too  often  the  effect  is  just  the  opposite.  It  does  not  mat- 
ter whether  the  family  is  rich  or  poor,  lives  modestly  or  is  highly  placed,  is 
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professional  or  nonprofessional.  It  is  the  same  for  all.  The  illness  of  one 
member  affects  the  whole  family.  The  more  serious  the  illness,  the  more  effort 
and  expense  required  to  deal  with  it,  the  more  extensive  and  pervasive  the  ef- 
fect on  the  family.  Illness  and  incapacity  are  conditions  that  can  and  do  make 

incredible  demands  on  the  physical  and  emotional  stamina  of  the  family.  Many 
families  split  wide  open  under  the  strain. 

The  handicap  of  learning  disability  is  an  invisible  one.  A child  may  be 
handsome,  sound  of  limb,  with  hearing  and  sight  intact,  even  clever — he  looks 
and  acts  like  every  other  child,  and  therefore,  we  expect  that  he  will  get  good 
grades  in  school.  We  expect  that  he  will  do  well.  There  is  no  reason  why  he 
should  not.  If  he  does  not  do  well,  we  may  say  that  he  is  lazy,  that  he  is  a 
dreamer,  that  he  is  not  interested,  not  motivated,  or  that  he  doesn’t  care. 

And  we  usually  do  tell  him — and  his  parents — all  those  things. 

Parents  who  feel  in  their  hearts  that  there  really  is  something  wrong,  or 
at  least  that  there  is  something  which  is  operating  that  they  do  not  clearly 
understand,  fight  a lonely  and  anguishing  battle,  especially  if  they  begin  in 

the  child’s  earliest  years  to  seek  help  for  him.  They  speak  to  an  army  of 

specialists  in  education  and  in  medicine,  in  psychology  and  psychiatry,  to  grand- 
parents, neighbors  and  friends.  Few  are  really  informed  enough  about  learning 
disabilities  to  have  the  competence  to  identify  such  children.  Their  responses 
compound  the  problem.  Parents  are  told  that  they  are  overly  anxious,  overly 
protective,  over indulgent , or  pressuring  the  child  with  unrealistic  expectations 
of  performance  for  a child  who  is — they  say — a slow  learner,  or  borderline  in 
intelligence,  or  even  retarded.  Parents  may  be  told  that  they  are  unable  emo- 
tionally to  accept  the  reality  of  a less  than  highly  achieving  child,  unable 
to  see  that  he  is  simply  spoiled  and  out  of  control,  unable  to  admit  that  he  i^ 
really  emotionally  handicapped  (the  latest  term  for  emotional  disturbance). 

Some  parents  are  told  that  the  root  of  the  child’s  problem  is  in  their  own  emo- 
tional disturbance.  A few  have  been  told  that  the  child  will  do  well  if  they 
can  improve  their  sex  life.  Believe  me,  it  takes  a strong  ego  and  a firm  hold 
on  one’s  own  sanity  and  self-confidence  to  survive  that  advice  over  a period  of 
years.  The  pilgrimage  for  professional  help  is  far  more  destructive  when  the 
pilgrim  travels  alone — for  often  it  is  only  one  parent  who  senses  that  there  is 
a real  difficulty,  and  the  other  perhaps  with  the  best  intentions,  too  often  is 
in  the  ranks  of  the  sceptics  and  the  abusive.  This  is  a stress  that  is  virtually 
unbearable  to  husband  and  wife,  and  therefore  unbearable  for  all  the  children  of 
the  family.  Parents  of  the  child  with  learning  disabilities  have  a fairly  high 
rate  of  separation  and  divorce.  The  stability  of  the  family  and  the  security 
of  the  children  is  very  much  at  stake. 

It  is  well-known  that  the  siblings  of  the  handicapped  child  often  have 
great  difficulty  accepting  the  disproportionate  time  and  money  spent  on  the 
child  who  by  now  has  come  to  represent  the  family’s  problem.  (Handicapped  child- 
ren, by  the  way,  are  used  in  too  many  families  as  a scapegoat;  the  handicapped 
child  becomes  the  dumping  ground  indeed  for  the  entire  family’s  frustrations  and 
hostilities.)  It  is  less  well  known  that  siblings  are  often  deeply  troubled  by 
the  questions:  What  is  really  wrong  with  Joe?  Is  it  catching?  Can  that  hap- 
pen to  me  too?  Will  I be  dumb  then  too?  Even  more  corrosive  is  the  guilt 
which  the  sibling  hears  who  learns  well  and  easily  because  he  learns  though  his 
brother  does  not.  Often  he  is  ashamed  of  the  sibling.  Then  he  is  ashamed  be- 
cause he  feels  ashamed.  He  too  may  be  depressed  over  the  situation,  fearful  if 
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his  parents  are  in  disagreement  about  the  causes,  anxious  if  there  is  open  con- 
flict, even  hostile  and  antagonistic  to  the  cause  of  the  problem — his  brother 
(or  sister,  though  there  are  fewer  girls  than  affected  boys). 

With  all  this  going  on,  we  have  a family  whose  mental  health  is  in  jeop- 
ardy, even  in  serious  jeopardy.  Not  only  the  child  who  is  handicapped,  but 
now  several  members  of  the  family  feel  conflicted,  frustrated,  beset  by  doubt 
and  self-blame,  by  guilt  and  despair,  feelings  of  inadequacy  and  an  inability 
to  cope  well.  They  may  become  bitter  or  enraged. 

Clearly,  families  beset  by  such  problems,  whose  emotions,  time  and  finances 
are  being  drained  in  the  agonizing  efforts  to  help  one  child,  are  not  free  to 
contribute  to  the  social  life  of  the  community,  and  may  in  fact  be  precluded 
from  social  life  completely.  Their  purchasing  power  is  diminished.  Their  med- 
ical problems  may  increase. 

Clearly  the  consequences  to  the  quality  of  life  in  the  community,  even 
leaving  aside  the  possibility  of  crime,  addiction  or  mental  illness,  are  very 
serious  indeed. 

What  is  to  be  done  about  it?  What  do  we  know  about  learning  handicaps  that 
we  can  use  to  develop  sensible,  efficient,  effective  and  affordable  solutions 
to  the  predicament  of  the  child  who  does  not  learn?  We  know  enough. 

We  know  that  most  often,  these  difficulties  are  manifested  in  basic  skills 
areas,  especially  in  language  skills,  in  reading,  writing,  spelling,  composi- 
tion, and  arithmetic.  We  know  that  most  often  the  problems  are  with  language, 
not  with  ability.  The  children  can  and  do  learn  basic  subjects  with  great  suc- 
cess when  they  are  taught  by  methods  different  from  the  conventional  instruc- 
tional techniques  used  in  most  classrooms.  That  is,  they  learn  when  they  have 
teachers  who  know  how  to  teach  them.  Many  of  the  children  are  of  superior  and 
even  very  superior  intelligence.  Some  are  gifted  in  intelligence.  Many  are 
gifted  in  other  ways — in  abstract  mathematical  thinking,  in  music,  in  art  and 
architecture,  some  even  gifted  in  the  use  of  the  spoken  word — in  verbal  expres- 
sion. They  begin,  like  all  other  children,  eager  to  learn  and  confident  of 
success.  When  they  begin  under  the  direction  of  properly  trained  teachers,  they 
do  succeed.  Such  teachers  are  to  be  found  in  regular  schools,  as  well  as  in 
special  schools  or  special  classes,  but  they  are  too  few  to  meet  the  needs.  In 
fact,  since  there  are  no  doubt  at  least  one  or  two  children  with  learning  dis- 
abilities in  every  classroom,  only  if  every  classroom  teacher  is  equipped  to 
teach  them  by  alternate  methods  can  their  needs  be  served  appropriately. 

We  know  that  the  best  time  to  start  is  when  the  child  begins  school — in 
nursery  school  and  kindergarten.  Even  a child  who  is  not  identified  until  he 
is  in  first  grade  has  an  excellent  chance  of  succeeding  and  of  avoiding  the 
failure  syndrome.  Early  identification  and  early  intervention  is  critical  if 
the  child  is  to  avoid  failure,  shame  and  the  conviction  of  self-blame  and 
worthlessness.  Identified  even  in  second  grade,  with  the  marvelous  resiliency 
of  youth,  such  youngsters  can  bounce  back  from  an  initially  unsuccessful  school 
career  and  go  forward  to  a normal  school  development. 

We  know  that  if  a child  has  lived  at  school  for  five  hours  a day,  five 
days  a week,  ten  months  a year  for  three  or  more  years,  the  story  is  a whole 
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lot  different.  Such  a child  knows  despair.  He  has  already  developed  a view 
of  himself,  a self-concept,  that  is  very  poor.  Just  as  do  physically  abused 
children  (and  the  learning-disabled  child,  by  the  way,  is  the  victim  of  soci- 
etal and  institutional  abuse),  the  LD  child  blames  himself  for  his  failure  to 
learn,  accuses  himself  of  being  bad  and  lazy  and  (even  when  he  does  not  know 
how  to  try  any  harder),  accuses  himself  of  "not  trying  hard  enough." 

We  know  that  the  longer  help  is  delayed,  the  worse  the  consequences.  The 
child — even  the  otherwise  gifted  child — begins  to  fail  in  everything,  not  just 
in  school  subjects.  He  loses  his  confidence,  his  nerve,  his  friends,  often  he 
loses  the  friendship  of  at  least  one  of  his  parents.  He  is  demoralized.  He  is 
certainly  affected  emotionally  and  socially.  To  help  older  children  back  from 
failure  to  success  is  much  more  difficult  and  tedious  for  everyone,  including 
the  child,  takes  much  longer,  is  far  more  expensive,  is  subject  to  many  more  temp- 
orary regressions,  usually  requires  counseling  for  both  parents  and  child,  and 
sometimes  simply  does  not  "take"  as  well  as  if  the  help  had  come  earlier. 

We  know  that  we  are  talking  about  a minimum  of  two  children  in  every  class- 
room. There  is  a widespread  consensus  that  the  number  of  children  affected  rep- 
resents from  10  to  13  percent  of  the  total  student  population.  More  conserva- 
tive estimates  range  from  2 to  7 percent.  If  we  take  the  7 percent  figure,  in 
this  school  district  for  example, 9 then  we  are  talking  about  some  7500  youngsters. 
To  retain  one  child  for  one  year  in  this  school  district,  at  the  current  rate, 
costs  over  $2,000.  The  cost  of  placing  a student  in  a special  education  class 
is  significantly  more — perhaps  twice  as  much  more.  Special  schools  in  this 
area  for  the  learning  disabled  child  range  from  more  than  $3,000  to  $5,000. 

Special  residential  schools,  often  necessary  where  the  emotional  consequences 
have  been  severe,  range  from  $8,000  to  $13,000,  and  can  cost  as  much  as  $33,000 
a year. 

We  know  then  that  the  costs  of  delayed  treatment  for  such  children  are  ex- 
tremely heavy  to  the  tax-paying  public  and  to  the  parents.  For  families,  the 
costs  of  a round  of  diagnosticians  and  a succession  of  tutors  and  private  school 
placements  can  be  ruinous.  Most  families  cannot  begin  to  meet  it. 

This  enormously  expensive,  haphazard,  agonizing  and  piece-meal  approach  to 
the  solution  of  a child’s  learning  problems  must  be  replaced.  What  is  required 
is  a reliable,  coordinated,  effective  and  economically  feasible  method  of  sys- 
tematic early  identification  and  intervention.  If  the  identification  is  delayed, 
rehabilitation  is  required.  This  must  be  closely  monitored,  accountable  to  the 
community  and  most  important,  available  to  children  of  every  economic  background 
and  not  merely  to  the  well-to-do,  or  the  frankly  rich.  This  brings  us  immed- 
iately to  the  capabilities  of  the  regular  classroom  teacher  and  of  the  public 
schools,  and  the  solutions  there  will  not  be  wrought  soon,  certainly  not  with- 
out vigorous  and  relentless  political  pressure  from  parents.  In  the  meantime, 
we  must  do  everything  possible  to  see  that  the  children  are  well  served  with  the 
best  resources  at  hand. 

To  prevent  failure  and  frustration,  to  ensure  success  in  school  for  child- 
ren is  to  be  a part  of  the  preventive  mental  health  movement,  an  area  which 
President  Carter  has  designated  as  one  among  his  highest  priorities  in  our  country. 


^Montgomery  County,  Maryland. 
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EXECUTIVE  SUMMARY 


OVERVIEW 

The  Task  Panel  on  Special  Populations:  Minorities,  Women,  and  Physi- 

cally Handicapped  was  divided  into  seven  subpanels.  Because  the  cultural 
influences  of  each  minority  group  are  so  distinct  and  diverse,  we  have 
chosen  to  examine  issues  relating  to  mental  health  of  each  group  separately. 

The  concern  of  the  Task  Panel  on  Special  Populations  has  focused  on: 

• 51.3  percent  of  the  American  population  who  are  women 

• 3 million  Asian/Pacific  Americans 

• 22  million  Black  Americans 

• 50  million  Americans  of  European  Ethnic  origin 

• 23  million  Hispanic  Americans 

• 1 million  American  Indians 

• 13  million  Americans  who  are  hearing-impaired  and  500,000  Americans 
who  are  profoundly  deaf 

• 40  million  Americans  with  handicaps  of  various  kinds  and  disparate 
degrees  of  severity. 

The  special  populations  are  Americans  who  are  characterized  (1)  by 
uniqueness  and  diversity  in  terms  of  race,  ethnic  origin,  sex,  and  physical 
status,  and  (2)  by  de  facto  second-class  status  in  American  society.  The 
special  populations  are  those  persons  whose  life  changes  have  been  com- 
promised overtly  and  covertly  by  racism,  sexism,  discrimination  based  on 
national  origin  and  discrimination  related  to  being  physically  handicapped. 
They  are  those  persons  whose  uniqueness  and  diversity  has  operated  as  a 
barrier  to  the  realization  of  their  full  potential  and  deprived  them  of 
the  opportunity  to  participate  fully  in  American  society  which,  in  prin- 
ciple, values  pluralism. 

The  special  populations  are  those  groups  who  are  both  overrepresented 
in  the  statistics  on  mental  health,  and  on  the  basis  of  the  studies  pre- 
pared by  the  subpanels,  are  clearly  underserved  or  inappropriatel}^  served 
b^r  the  current  mental  health  s^/stem  in  this  country. 

It  has  been  estimated  that  some  20  million  Americans  suffer  from  men- 
tal or  emotional  disturbances,  but  fewer  than  one-third  receive  help.  The 
statistics  show  that  there  are  14  million  persons  in  need  of  assistance 
who  are  not  receiving  service.  The  overwhelming  proportion  of  this  group 
is  found  among  the  minorities,  women,  and  physically  handicapped. 

A review  of  the  reports  from  the  special  populations  subpanels  reveals 
that  each  group  wants  a system  of  mental  health  that  is  available. 
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accessible — geographically  and  economically — and  acceptable  in  terms  of 
attention  to  their  unique  needs.  Recommendations  toward  achieving  this 
goal  are  stated  in  terms  of  specific  modifications  of  public  policy  so 
that  it  becomes  flexible  enough  to  encompass  the  special  needs  of  each 
of  the  special  populations’  groups.  Particular  attention  was  focused  on 
Public  Law  (P.L.)  94-63,  Community  Mental  Health  Centers  Act. 

Availability  of  services  and  utilization  by  the  special  populations 
seems  to  be  directly  related  to  the  supply  of  appropriate  personnel  to 
staff  them. 

Services  to  be  provided  for  the  special  populations  should  be  deliv- 
ered, again  with  a view  toward  the  best  possible  of  worlds,  by  persons  who 
share  the  unique  perspective,  value  system  and  beliefs  of  the  group  being 
served.  Since  the  data  show  that  at  present  and  in  the  near  future  serv- 
ice providers  drawn  from  the  ranks  of  minorities,  women  and  physically 
handicapped,  will  continue  to  be  in  short  supply,  it  will  be  necessary  to 
train  personnel  who  clearly  understand  and  are  sensitive  to  the  needs, 
the  values,  beliefs,  and  attitudes  of  the  special  populations  consumer. 
Content  related  to  the  needs  of  these  groups  is  lacking  in  the  curricula 
of  most  training  institutions.  The  reasons  for  this  will  be  most  apparent 
when  the  status  of  research  on  the  special  populations  is  discussed  and 
the  gaps  in  available  data  on  these  populations  are  highlighted. 

The  Special  Populations  subpanels  emphasized  that  the  training  of 
other  persons  to  meet  the  needs  of  special  populations  is  only  a stop-gap 
measure.  The  special  populations  are  poorly  represented  in  the  mental 
health  disciplines.  The  supply  of  qualified  professionals  and  parapro- 
fessionals  continue  to  lag  behind  the  increasing  demand  for  service. 

There  is  also  a pressing  need  for  professionals  drawn  from  the  ranks  of 
the  special  populations  in  position^  supportive  to  direct  service  delivery. 
More  persons,  again  drawn  from  the  ranks  of  special  populations,  must  be 
recruited  and  trained  to  assume  positions  at  all  levels  of  the  mental 
health  system  designed  to  serve  these  groups. 

A rational  approach  to  planning  mental  health  service  for  the  special 
populations  cannot  be  accomplished  in  a vacuum.  Substantive  and  reliable 
information  is  a necessity.  This  requires  basic  and  applied  research  on 
racial /ethnic  minorities,  women,  and  physically  handicapped.  Valid  and 
reliable  research  has  been  hampered  by  poorly  defined  data  collection  pro- 
cedures. There  is  a need  for  data  to  be  differentiated  by  race  ethnicity, 
sex,  and  physical  handicapping  conditions.  The  nature,  preparation,  and 
extent  of  unmet  needs  among  the  special  populations  has  been  heretofore 
masked  by  inadequate  reporting  of  necessary  data  in  spite  of  Public  Law 
94-311  which  requires  health  statistics  to  be  broken  down  by  race,  eth- 
nicity, and  sex. 

Members  of  the  special  populations  must  be  allowed  the  opportunity 
to  take  a more  active  role  in  defining  and  implementing  research  strate- 
gies for  solving  the  problems  of  the  developing  resources  for  their  com- 
munities. It  is  crucial  that  scientists  drawn  from  the  special  populations 
raise  certain  questions  concerning  conceptual,  ethical,  and  methodologic 
basis  of  research  related  to  mental  health  issues  and  their  application  to 
members  of  the  special  populations . 
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Future  research  primarily  in  the  social  and  behavioral  sciences  areas 
should  be  directed  toward  changing  conditions  through  improved  understand- 
ing, changed  attitudes,  and  the  creation  of  a healthier  environment.  As 
with  the  other  mental  health  personnel,  a crisis  exists  in  the  numbers  of 
persons  who  are  minorities,  women,  and  physically  handicapped  who  are  pre- 
pared to  conduct  research.  Access  to  higher  education  assured  by  affirma- 
tive action  must  be  given  priority. 

While  the  areas  of  concern  noted  here  are  cited  by  the  special  popu-  [ 

lations  as  priorities  for  improving  the  status  of  their  involvement  in  the  j 

mental  health  system,  it  is  critical  that  attention  be  given  to  those 
sociocultural  components  that  contribute  to  the  diminished  status  of  these  ; 

persons  and  their  overrepresentation  among  the  mentally  ill.  If  preven-  | 

tion  is  to  be  a component  of  a unified  and  rational  mental  health  system,  * 

then  measures  to  improve  the  quality  of  life  for  the  special  populations  | 

is  a necessary  corollary.  Public  policy  and  legislation  directed  toward  j 

eradicating  racism,  sexism,  and  prejudices  against  the  handicapped,  should  j 

be  recommended  and  supported. 

Highlights  of  the  reports  of  the  Special  Populations  Subpanels  on 
Mental  Health  of  Asian/Pacific  Americans,  Black  Americans,  Americans  of 
European  ethnic  origin,  Hispanic  Americans,  American  Indians,  Physically 
Handicapped  Americans,  and  Women  are  summarized  below.  f, 

! 

I 
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SUBPANEL  ON  MENTAL  HEALTH  OF  ASIAN/PACIFIC 
AMERICANS  (AAPA) 


This  report  attempts  to  do  several  things,  (1)  make  a general  state- 
ment with  regard  to  the  frame  of  reference  with  which  the  Asian/Pacific 
Subpanel  confronted  the  task  set  before  it,  in  the  section  below  entitled, 
"Statement  on  Philosophy  and  Perspective,"  (2)  give  a brief  overview  con- 
cerning the  status  of  Asian  and  Pacific  Americans  in  terms  of  mental  health 
in  the  section  entitled,  "The  Condition  of  Asian  and  Pacific  Americans  in 
Terms  of  Mental  Health,"  (3)  present  a series  of  recommendations  on  re- 
search, services,  training,  and  pertinent  social  policy  issues  in  the 
section  entitled,  "Recommendations,"  and  (4)  state  some  concluding 
thoughts . 

In  the  section  entitled,  "The  Philosophy  and  Perspective  of  the  Asian/ 
Pacific  Subpanel  on  Mental  Health,"  a number  of  questions  are  raised  re- 
garding the  definition  of  "mental  health"  and  "special  populations"  as 
utilized  by  the  President’s  Commission  on  Mental  Health.  In  addition,  the 
subpanel  raises  further  questions  about  why  basic,  systemic,  causal  factors, 
within  American  society,  e.g.,  racism,  are  not  sufficiently  addressed  in 
the  Charge  to  the  Task  Panel  on  Special  Populations. 

The  section  on  the  "Condition  of  Asian  and  Pacific  Americans  in  Terms 
of  Mental  Health"  provides  a brief  overview  of  a variety  of  developments 
in  the  Asian  and  Pacific  American  communities  relevant  to  mental  health 
issues.  This  section  is  designed  to  supplement  the  extensive  material  pre- 
sented in  the  recommendations.  In  short,  the  Asian  and  Pacific  American 
condition  with  respect  to  mental  health  issues  is  undergoing  significant 
and  rapid  change.  This  nearly  chaotic  change  process  is  being  stimulated 
by  immigration  from  several  Aslan  and  Pacific  countries,  the  arrival  of 
Indo-Chinese  "refugees,"  and  a variety  of  other  factors  and  forces  at 
local.  State,  and  national  levels.  The  mental  health  needs  of  this  chang- 
ing Asian  and  Pacific  American  population  are  rising,  while  by  contrast 
relatively  few  additional  resources  (e.g.,  research,  services,  and/or 
training),  are  available  to  meet  these  increasing  needs. 

The  Recommendations  section  deals  with  issues  regarding  (1)  service 
delivery,  (2)  personnel  and  training,  (3)  research,  and  (4)  social  policy. 

A special  emphasis  upon  high  priority  populations  including  the  develop- 
mentally  and  physically  disabled,  the  foreign-bom  wives  of  American 
servicemen,  etc.,  are  also  included  in  the  recommendations.  The  recom- 
mendations call  for  greatly  expanded  efforts  in  all  of  the  above  areas 
to  begin  closing  the  gap  between  needs  and  available  resources.  Note, 
however,  the  needed  resources  have  to  be  relevant  and  culturally  sensitive. 
Also,  the  content  areas  of  focus  as  indicated  above,  were  considered  by 
the  Subpanel  participants  as  being  interrelated  and  far  from  mutually 
exclusive.  Thus,  the  expansion  of  these  efforts  need  to  be  correlated, 
for  maximum  impact.  The  Subpanel  members  decided  that,  at  least  for  now, 
there  would  be  no  listing  of  the  recommendations  in  any  serial  order  of 
priority.  All  areas  of  recommendations  were  essentially  equally  important. 

In  the  Conclusion  section,  the  Asian/Pacific  Subpanel  emphasized  the 
need  for  its  input  to  be  appropriately  represented  in  both  the  reports  of 
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the  Task  Panel  on  Special  Populations  and  the  final  report  to  the  President 
by  the  President’s  Commission  on  Mental  Health.  Further,  in  the  view  of 
the  Asian/Pacific  Subpanel,  the  benefit  in  helping  to  develop  the  report 
of  the  President's  Commission  on  Mental  Health  will  be  evaluated  on  the 
basis  on  concrete  results.  Obviously,  a large  number  of  people  will  be 
very  disappointed  if  an  appropriate  report  goes  to  the  President  and  the 
concrete  results  are  not  considered  responsive  to  the  Commission's  report. 
In  this  regard,  the  Asian/Pacific  Subpanel  thinks  that  the  Public  Committee 
for  Mental  Health  will  be  very  important  in  helping  to  stimulate  and  moni- 
tor positive  outcomes  from  the  report  of  the  President's  Commission  on 
Mental  Health.  The  Subpanel  called  for  appropriate  Asian  and  Pacific 
American  representation  on  the  Public  Committee  for  Mental  Health,  and 
any  other  similar  bodies  that  may  be  established,  particularly  since  there 
was  no  appropriate  Asian  and  Pacific  American  representation  on  the  Presi- 
dent's Commission  on  Mental  Health. 
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RECOMMENDATIONS 


The  report  of  the  Subpanel  on  Mental  Health  of  Asian/Pacific  Americans 
contains  numerous  specific  recommendations  for  action  to  address  the  mental 
health  problems  identified  by  the  deliberations  of  the  groups.  This  brief 
summary  only  highlights  some  of  the  67  recommendations.  The  rationale  for 
each  recommendation  is  included  in  the  body  of  the  report. 

A.  Social  Policy  Issues 

1.  (a)  mental  health  policies  contain  specific  provisions 
which  acknowledge  the  unique  cultures,  languages,  and 
lifestyles  (including  immigration  experience)  of  the 
Asian  and  Pacific  Americans. 

(b)  mental  health  policy  should  reflect  the  cultural, 
racial,  and  ethnic  differences  of  the  Asian  and  Pacific 
Americans  (e.g.,  bilingual/bicultural  education  and 
affirmative  action  programs) . 

2.  That  the  President  and  Congress  quickly  enact  an  in- 
come maintenance  program  which  will  assure  every 
person  in  the  United  States  appropriate  economic 
security,  which  will  promote  family  solidarity,  and 
an  opportunity  for  capacity  building. 

3.  Repeal  of  Public  Law  94-484  because  sections  of  it 
are  considered  racist  and  discriminatory. 

4.  Immigrants  and  refugees  coming  to  the  United  States 
should  be  allowed  the  same  basic  benefits  as  Ameri- 
can citizens.  Immigration  laws  should  provide 
equity,  efficiency,  and  dignity  to  those  wanting 

to  enter  the  United  States. 

5.  The  rights  of  Asian  and  Pacific  American  patients 
in  health  and  mental  health  settings  be  duly  recog- 
nized, particularly  as  they  relate  to  their  unique 
cultural,  linguistic  characteristics,  and  historical/ 
life  experiences. 

6.  The  enactment  of  a bill  to  establish  a Division  for 
Minority  Group  Mental  Health  Programs  to  include 
Asian  and  Pacific  Americans,  Blacks,  Hispanics,  and 
Native  Americans  as  per  Senator  Inouye’s  bill  (S.  2373). 

7.  Asian  and  Pacific  Americans  must  be  appointed  to  serve 
on  the  National  Advisory  Mental  Health  Council,  NIMH 
(National  Institute  of  Mental  Health) , and  all  other 
Federal,  State,  and  local  governmental  boards,  review 
committees,  commissions,  councils,  and  policymaking 
bodies,  and  especially  where  substantial  numbers  of 
Asian  and  Pacific  Americans  are  affected. 
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8.  That  Federal  and  State  funds  be  specifically  allocated 
for  the  development  and  support  of  bilingual  and  bi- 
cultural  rehabilitation  programs  that  serve  the  Asian 
and  Pacific  Americans  with  developmental  needs. 

B.  Delivery  of  Mental  Health  Services  and  Training  and  Per- 
sonnel Issues 

1.  To  maximize  utilization  of  mental  health  services  by 
Asian  and  Pacific  American  populations,  it  is 
recommended  that  provision  be  made  for 

(a)  culturally  relevant  modalities  of  mental  health 
care,  including  traditional  or  folk  medicine; 

(b)  staffing  by  bilingual/bicultural  personnel; 

(c)  contracting  to  Asian  community-based  organiza- 
tions for  delivery  of  services,  wherever  such 
services  exist; 

(d)  integration  of  existing  mental  health  services 
with  other  community  services,  such  as  youth 
services,  family  services,  services  to  children, 
services  to  the  aged,  services  for  develop- 
mentally  disabled,  etc.;  and  „ 

(e)  liaison  between  Asian  and  Pacific  American  com- 
munity organizations  and  mental  health  provid- 
ing agencies. 

2 . Mechanisms  be  developed  at  the  Federal  level  to  secure 
strict  enforcement  of,  and  compliance  to,  existing 
legislation  pertaining  to  all  mental  health  facilities; 
and  there  be  participation  by  Asian  and  Pacific  Ameri- 
cans in  the  implementation  of  such  procedures. 

3.  (a)  sufficient  numbers  of  Asian  and  Pacific  American 

personnel  be  employed  and  assigned  to  teams  or 
units,  in  order  to  maximize  their  visibility  and 
impact  upon  service  delivery  to  Asian  and  Pacific 
American  communities. 

(b)  in  areas  with  high  concentrations  of  Asian  and 
Pacific  Americans,  facilities  should  be  desig- 
nated as  providing  specialized  services  to  Asian 
and  Pacific  Americans,  with  appropriate  bilingual/ 
bicultural  staffing. 

4.  Training  and  licensure  requirements  must  be  reexamined 
and  modified  to  take  into  account  shortage  of  bilingual 
and  bicultural  licensed  personnel  to  serve  Asian  and 
Pacific  American  communities. 
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5.  (a)  indigenous  paraprofessionals  from  such  communities 

be  accepted  for  employment  in  the  mental  health 
field. 

(b)  for  those  persons  who  have  had  training  in  their 

home  country,  provision  should  be  made  for  training 
with  built-in  career  ladders  to  assure  future  career 
development . 

6.  Administrative,  program,  and  fiscal  arrangements  must 
be  made  to  allow  Asian  and  Pacific  American  residents 

to  be  served  across  catchment  boundaries  when  appropriate 
services  do  not  exist  in  their  catchment  areas.  In 
catchment  areas  with  small  Asian  and  Pacific  American 
populations,  two  or  more  catchment  areas  should  pool 
resources  whenever  feasible. 

7.  It  is  recommended  that  provision  be  made  for  direct 
Federal  funding  to  Asian  and  Pacific  American  community 
groups  or  organizations  to  develop  models  of  service 
delivery  to  their  own  communities,  such  as  community- 
based  multipurpose  service  delivery  centers  and  satellite 
outreach  centers . 

8.  Mechanisms  for  reimbursement  for  health  and  mental 
health  services  (e.g.,  national  health  insurance.  Medi- 
care, etc.)  must  include  culturally  traditional  forms 
of  assistance  (i.e.,  acupuncture,  herbs,  etc.). 

9.  Asian  and  Pacific  Americans  (consumers  and  providers) 
must  be  included  at  all  levels  of  the  decisionmaking 
process  in  programs  which  serve  Asian  and  Pacific 
American  clients. 

10.  Educational  programs  for  non-Asian  and  Pacific  American 
mental  health  service  providers  must  be  required  in  all 
areas  that  serve  Asian  and  Pacific  American  clientele 
in  order  to  increase  knowledge  and  sensitivity  to  those 
clients . 

11.  Consultation  and  educational  programs  for  Asian  and 
Pacific  American  nonmental  health  service  providers 
sponsored  by  community  mental  health  agencies  in 
communities  with  Asian  and  Pacific  American  populations. 

12.  Development  of  Regional  Asian  and  Pacific  American  Multi- 
Disciplinary  Mental  Health  Training  Centers  which  also 
render  comprehensive  mental  health  services  to  AAPA  tar- 
get populations. 
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13.  The  development,  planning,  and  implementation  of  the 
Asian  and  Pacific  American  Multi-Disciplinary  Mental 
Health  Training  Centers  concepts  must  involve  and 
actively  seek  input  from  the  AAPA  communities  they 
are  to  serve . 

14.  Development  of  State  and  national  recruitment  mechanisms 
to  identify,  inform,  and  select  potential  mental  health 
service  caregivers  for  Asian  and  Pacific  Americans  in 
all  mental  health  related  fields. 

15.  Training  programs  for  Asian  and  Pacific  Americans  must 
include  support  for  programs  which  are  community-based. 

16.  Training  funds  specially  designated  for  the  development 
of  Asian  and  Pacific  American  mental  health  paraprofes- 
sionals  and  professionals  to  serve  Asian  and  Pacific 
Americans  must  be  increased. 

17.  Asian  and  Pacific  American  focused  curriculum  and 
teaching  materials  must  be  developed  and  implemented 
in  all  mental  health  disciplines . 

18.  Agencies  should  hire  bilingual/bicultural  Asian  and 
physical  disabilities  staff  at  the  administrative, 
management,  planning,  and  supervisory  levels. 

19.  Training  funds  should  be  specifically  designated  to 
deal  with  the  special  needs  of  the  Asian  and  Pacific 
American  with  developmental  needs  to  train  more 
bilingual/bicultural  Asian  and  Pacific  American 
staff,  and  support  the  growth  of  consumer  and  self- 
help  groups. 

20.  Needs  of  citizens  of  the  Pacific  Islands  (Guam,  Ameri- 
can Samoa,  Marianas,  and  other  trust  territories) 
should  be  given  special  attention  through: 

(a)  A special  task  force  of  key  mental  health  leaders, 
especially  those  knowledgeable  of  developing 
countries,  and  Island  leaders  in  the  field  of 
mental  health  to  examine  the  mental  health  needs 
and  problems  of  the  Islanders  and  to  propose 
programs  to  meet  mental  health  needs . 

(b)  Funds  be  appropriated  to  study  the  impact  of  change, 
racism,  and  colonialism  on  the  mental  health 
conditions  of  the  Islanders. 

(c)  Funds  be  provided  to  develop  mental  health  programs 
for  training  and  service  delivery  which  are  relevant 
to  the  Islanders  needs  and  resources. 
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21.  To  respond  to  the  mental  health  needs  of  Asian  and 
Pacific  American  wives  of  U.S.  servicemen: 

(a)  Establish  and  maintain  a nationwide  crisis  line 
service  in  the  several  languages  of  the  Asian  and 
Pacific  American  wives. 

(b)  Develop  and  disseminate  orientation  materials  to 
Asian  and  Pacific  American  military  wives,  their 
spouses,  and  service  providers. 

(c)  Urge  the  U.S.  Department  of  Defense  to  develop  and 
provide  orientation  programs  for  Asian  and  Pacific 
American  wives  and  their  husbands  prior  to  their 
arrival  in  the  United  States. 

22.  A federally  funded  outreach  program  be  established  to 
serve  communities  with  a substantial  concentration  of 
Asian  and  Pacific  Americans  with  developmental  needs. 

23.  The  current  Administration  should  encourage  and  sup- 
port innovative  service  delivery  approaches  to  Asian 
and  Pacific  Americans  with  developmental  needs. 

C.  Research 

1.  Research  monies  should  never  compete  with  the  meager 
level  of  funding  available  for  service  delivery. 

2.  In  view  of  past  inequities  experienced  by  Asian  and 
Pacific  Americans,  special  earmarked  funds  for  AAPA 
research  at  all  levels  of  government  should  be  provided 
and  maintained. 

3.  Adequately  funded  research  training  programs  must  be 
developed  to  create  research  capabilities  within  the 
Asian  and  Pacific  American  communities. 

4.  That  policy-makers  for  service  delivery  and  research 
programs,  as  well  as  grant-reviewers,  include  Asian 
and  Pacific  American  persons  who  are  sensitive  to  the 
special  needs  of  the  AAPA  communities. 

5.  There  must  be  substantial  investigation  of  ongoing 
racism  and  its  effects  on  AAPA  communities  and 
individuals . 

6.  Normative  patterns  of  functioning  among  and  within  AAPA 
communities  must  be  studied  and  identified. 

7.  There  is  a need  for  research  efforts  to  identify  gaps 

in  services  available  to  AAPA  communities  and  individuals. 
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8.  There  is  a need  for  the  development  of  culturally  appro- 
priate and  relevant  psychological  assessment  and  tools. 

9.  There  is  a need  to  both  identify  and  remedy  information 
gaps  especially  those  pertaining  to  such  baseline  data 
as  census  information,  current  population  status,  serv- 
ice utilization  patterns,  and  service  needs. 

10.  Exploratory  research  must  be  conducted  in  the  areas  of: 

(a)  Geographic  location  of  Asian  and  Pacific  Americans 
with  developmental  needs . 

(b)  Incidence  and  prevalence  data  concerning  Asian  and 
Pacific  Americans  with  developmental  needs. 

(c)  Types  of  developmental  needs  and  disabilities 
affecting  the  Asian  and  Pacific  American 
population. 

(d)  Types  of  physical  problems  of  Asian  and  Pacific 
Americans  with  developmental  needs . 

(e)  Types  of  mental  health  needs  of  the  Asian  and 
Pacific  Americans  with  developmental  needs. 

11.  Negative  labeling  of  Asian  and  Pacific  Americans  must 

be  eliminated.  Terms  that  are  derogatory  to  one  specific 
ethnic  minority  group  should  not  be  used.  For  example, 
it  is  recommended  that  the  current  use  of  the  word 
"mongoloid"  be  changed  to  "Down’s  Syndrome." 

D.  Prevention 

1.  Prevention  services  in  health  and  mental  health  programs 
must  be  provided  adequate  resources  and  must  be  an 
integral  component  of  any  health  or  mental  health 
planning,  services,  and  research. 

2.  There  should  be  establishment  and  expansion  of  preven- 
tive programs  of  consultation  and  education  which  would 
impart  bilingual/bicultural  mental  health  and  develop- 
mental disability  information  to  Asian  and  Pacific 
American  families  and  individuals,  as  well  as  community 
organizations  and  service  providers . 
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SUBPANEL  ON  MENTAL  HEALTH  OF  BLACK  AMERICANS 


The  Report  of  the  Subpanel  on  Mental  Health  of  Black  Americans  begins 
with  a description  of  the  status  of  Black  Americans  apropos  issues  related 
to  mental  health.  This  summary  provides  the  context  for  the  specific  recom- 
mendations which  focus  on  four  major  areas; 

I.  Societal  issues  related  to  the  health/mental  health  of 
Black  Americans . 

II.  Delivery  of  mental  health  services  to  Black  Americans. 

III.  Research  on  the  mental  health  of  Black  Americans. 

IV.  Identification  of  strategies  for  the  prevention  of  men- 
tal disorders  among  Black  Americans. 

The  Subpanel  on  the  Mental  Health  of  Black  Americans  recognizes  that 
it  is  largely  the  environment  created  by  institutional  racism,  rather  than 
intrapsychic  deficiencies  in  Black  Americans  as  a group,  that  is  respon- 
sible for  the  overrepresentation  of  Blacks  among  the  mentally  disabled. 

It  is  the  belief  of  the  Subpanel  that  the  various  issues  and  elements  re- 
lated to  institutionalized  racism,  and  the  relationship  of  these  issues 
to  mental  health  prevention,  research,  service  delivery,  and  training  must 
be  clearly  identified,  studied,  understood,  and  addressed,  as  part  of  any 
meaningful  effort  to  respond  to  the  mental  health  needs  of  American  Blacks. 

Many  studies  have  provided  data  on  how  conditions  in  the  ghetto, 
whether  that  ghetto  be  in  an  urban  location  such  as  Chicago  or  Los  Angeles 
or  in  a rural  one  such  as  Mound  Bayou,  Mississippi,  contribute  to  stress. 
Stress  has  been  found  to  be  highly  correlated  with  the  health  and  mental 
health  status  of  Black  Americans.  Research  has  shown  that  admissions  to 
mental  hospitals  rise  in  times  of  unemployment  and  decrease  during  economic 
upturns.  With  the  rate  of  unemployment  among  Blacks  continuing  to  move 
steadily  upward,  the  implications  for  all  segments  of  the  Black  community 
are  demoralizing. 

Changing  the  societal  context  in  which  Blacks  live  is  clearly  beyond 
the  province  of  mental  health  services  and  mental  health  providers.  Advo- 
cacy within  the  mental  health  field  can,  however,  lead  the  way  toward  im-^ 
proving  the  quality  of  the  social  milieu  and  ensuring  the  growth  and 
viability  of  our  society. 

In  spite  of  abundant  evidence  that  persons  who  are  not  functioning 
to  capacity  are  economic  liabilities,  pressures  to  improve  the  health 
status  of  Black  people  has  not  received  significant  attention  from  deci- 
sionmakers. A growing  body  of  research  indicates  that  the  reason  Blacks 
do  not  avail  themselves  of  physical  and  mental  health  services  is  not 
because  of  a lack  of  desire  for  services  so  much  as  the  attitude  of  health 
caregivers.  Other  factors  also  mitigate  against  Blacks  from  availing  them- 
selves of  health/mental  health  services  such  as;  (1)  lack  of  awareness  of 
the  availability  of  such  services,  (2)  reliance  on  traditional  media  to 
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inform  Blacks  and  poor  people  of  the  existence  of  such  services,  (3)  inade- 
quate transportation  to  and  from  health  delivery  agencies,  and  (4)  scheduled 
hours  that  are  more  convenient  for  health/mental  health  delivery  personnel 
rather  than  for  the  potential  Black  consumers. 

For  community  mental  health  centers,  the  lack  of  funding  to  address 
the  specific  fiscal  complexities  of  centers  in  poor , minority  areas,  and 
the  special  needs  for  consultation  and  education,  special  outreach  programs, 
and  research  needed  to  develop  innovative  treatment  approaches,  make  it 
difficult  to  establish  programs  that  can  survive  and  meet  the  needs  of 
Blacks . 

A major  barrier  to  the  utilization  and  access  to  the  mental  health 
delivery  system  by  the  Black  community  appears  to  be  the  identity  of  the 
mental  health  practitioner.  Blacks  are  poorly  represented  in  the  mental 
health  disciplines.  The  supply  of  qualified  professionals  and  parapro- 
fessionals  continue  to  lag  behind  the  increasing  demand  for  services.  It 
is  essential  to  increase  the  representation  of  Blacks  and  oppressed  minor- 
ities in  the  mental  health  professions  for  an  important  reason;  it  relates 
to  the  issue  of  trust.  Blacks  have  experienced  abuse  by  non-Black  mental 
health  and  health  practitioners.  They  are  reluctant  to  use  health/mental 
health  facilities  for  they  accurately  perceive  that  they  may  be  mistreated. 
Efforts  to  ameliorate  this  situation  by  recruiting,  training,  and  employing 
Blacks  in  the  mental  health  disciplines  at  all  levels  of  responsibility 
and  expertise  have  fallen  short  of  their  goal.  In  brief,  affirmative  ac- 
tion programs  in  the  mental  health  field  have  proved  less  than  successful. 
Some  new  approaches  to  solving  personnel  issues  are  imperative.  Until 
such  times  as  the  cadre  of  Black  mental  health  personnel  is  sufficiently 
large  and  can  accommodate  the  needs  of  Black  Americans,  it  will  be  nec- 
essary to  prepare  non-Black  mental  health  professionals  and  paraprofes- 
sionals  to  understand  the  nuances  in  -problems  that  confront  Black  consumers 
of  mental  health  services. 

Traditionally,  non-Black  scholars  have  provided  the  research  base  for 
social  programs  for  Blacks.  Certain  deficiencies  have  been  identified  in 
much  of  this  research.  The  problem  is  largely  one  of  the  point  of  view  of 
the  investigators  who  introduce  negative  bias  in  the  methodology  and  ulti- 
mately the  results  of  their  work.  Until  recently,  research  careers  have 
been  virtually  closed  to  Blocks  and  a crisis  exists  in  the  number  of  Blacks 
prepared  to  conduct  research.  Resources  both  for  necessary  training  and 
the  funding  of  research,  primarily  from  NIMH  (National  Institute  of  Mental 
Health),  are  in  serious  danger  from  budget-cutting  measures. 

The  primary  avenue  to  reduction  in  prevalence  and  incidence  of  mental 
disorders  in  the  Black  community  is  not  professional  services  to  individuals 
but  changes  in  society  at  multiple  levels.  Data  suggest  that  a certain 
level  of  income,  housing,  employment,  educational  opportunity,  health  care, 
for  example,  are  requisite  conditions ' to  the  prevention  and  maintenance  of 
optimism,  positive  self-esteem,  and  general  mental  health.  Blacks  face 
specific  problems  at  every  point  in  the  life  cycle  so  that  the  greatest 
promise  is  in  preventive  programs  keyed  to  needs  at  each  phase. 
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RECOMMENDATIONS 


The  56  recommendations  to  the  President’s  Commission  on  Mental  Health 
contained  in  the  Report  of  the  Special  Populations  Subpanel  on  Mental 
Health  of  Black  Americans  are  siimmarized  below.  Additional  data  concern- 
ing these  recommendations  are  included  in  the  body  of  the  report. 

I.  Societal  Issues 


1.  Full  employment  achieved  through  the  initiatives  of  the 
public  and  private  sectors,  and  equal  access  to  jobs 
assured  by  continuation  of  affirmative  action  legislation. 

2.  Affirmative  action  in  the  distribution  of  housing  funds 
and  opportunities  for  adequate  housing. 

3.  Redistribution  of  health  care  facilities,  with  particular 
attention  to  (1)  primary  prevention  and  (2)  improving 
access  to  the  quality  of  health  care. 

4.  Implementation  of  public  welfare  services  that  concen- 
trate on  the  elimination  of  poverty  and  which  support 
and  supplement  the  initiatives  of  individuals  to  be 
participants  in  American  society. 

II.  Delivery  of  Mental  Health  Services 
A.  Community  Mental  Health  Centers 

1.  DHEW  ensure  adequate  funding  of  mental  health  delivery 
system  serving  Black  communities.  ,In  addition,  the 
much  needed  consultation  and  education  services,  and 
the  research  and  development  programs  which  are  not 
reimburseable  as  direct  treatment  services  must  be 
maintained . 

2.  P.L.  94-63 — Title  III  "Community  Mental  Health  Centers" 
be  amended  to  identify  Blacks  and  other  minority 

, populations  (Asians,  Hispanics,  American  Indians)  as 

target  populations  for  this  legislation. 

3.  P.L.  94-63 — Title  III  "Community  Mental  Health  Centers" 
be  amended  to  ensure  the  establishment  of  a sufficient 
number  of  mental  health  delivery  mechanisms  to  ensure 
that  all  Blacks  who  need  them  have  access  to  quality 
mental  health  services. 

4.  Consideration  should  be  given  to  amending  P.L.  94-63, 
allowing  extension  of  funding  period  for  more  than  8 
years,  and/or  the  increased  use  of  distress  grants. 
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5.  (a)  Where  CMHC*s  serve  large  Medicaid /care  populations. 

Federal  initiatives  to  ensure  reasonable  coverage 
of  ambulatory  psychiatric  services  under  Medicaid/ 
care  are  recommended . 

(b)  Where  CMHC’s  serve  a working  poor  population  not 
eligible  for  coverage,  thus  mechanisms  for  long- 
term funding  must  be  established. 

B.  Other  Supportive  Services 

1.  DREW  should  encourage  and  fund  the  development  where 
practicable,  of  alternative  mental  health  service 
delivery  models  for  self-help  groups,  neighborhood 
service  programs,  community  school  programs. 

2.  That  NIMH  establish: 

(a)  a clearinghouse  for  information  on  promising  model 
programs  so  that  Black  communities  who  wish  to 
start  programs  can  have  access  to  the  experience 
of  other  similar  communities . 

(b)  a Technical  Assistance  Branch  charged  with  con- 
sultation to  community  groups  who  wish  to  start 
a mental  health  delivery  program. 

3.  Priority  should  be  given  to  funding  for  the  develop- 
ment of  residential  programs  in  Black  communities  as 
alternatives  to  traditional  institutions  providing 
mental  health  services. 

4.  Mental  health  services  to  Blacks  (and  among  minorities) 
who  are  overrepresented  among  the  incarcerated  be 
developed  on  a considered  high  priority  need.  The 
Justice  Department  and  the  Federal  Bureau  of  Prisons 
assume  leadership  in  developing  guidelines  for  mental 
health  care  in  correctional  institutions. 

5.  That  public  and  private  rehabilitation  programs  for 
ex-prisoners  should  be  encouraged  to  include  a mental 
health  component  among  their  services . 

C.  Training/Personnel 

1.  DHEW/ADAMHA  continue  to  fund  master *s  level  training 
as  entry  to  opportunities  for  higher  education  for 
Blacks  in  the  mental  health  disciplines . 

2.  ADAMHA  training  funds  be  targeted  to  Black  institu- 
tions of  higher  education  for  development  of  doctoral- 
level  programs  in  mental  health  disciplines. 
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3.  That  regions  and  States  be  mandated  to  give  priority 
to  Black  institutions  in  the  establishment  of  centers 
for  specialized  educational  programs  in  mental  health 
disciplines  and  related  fields. 

4.  That  a pool  of  Black  administrative  and  managerial 
personnel  be  recruited  and  trained  for  work  in  pro- 
grams designed  to  serve  Blacks . 

5.  The  Federal  Government  must  give  direction  to  train- 
ing programs  which  will  help  them  to  realize  the  need 
to  adjust  their  curricula  in  a way  that  will  produce 
professionals  who  recognize  and  understand  the  dynam- 
ics of  individual  and  institutional  racism. 

6.  That  HEW  Joint  Accreditation  agencies  be  mandated  to 
include  in  their  evaluation  review  of  the  quality 
and  quantity  of  curricular  centers  on  cultural  vari- 
ables of  the  Black  population  (and  other  ethnic 
minorities) . 

III.  Research 


1.  ADAMHA  in  awarding  grants  for  research  on  Black  Ameri- 
cans give  priority  to  proposals  submitted  by  Black 
researchers . 

2 . HEW  guidelines  for  ethical  research  be  amended  to  in- 
clude directives  pertaining  to  the  establishment  of 
liaison  with  Black  researchers  as  a safeguard  of  the 
rights  of  Blacks  who  are  research  subjects. 

3.  HEW/ADAMHA  Institutes  be  directed  to  develop  research 
sections  within  the  institutes  to  assess  past  re- 
search, to  appraise  ongoing  research  related  to  the 
mental  health  of  Black  Americans . 

4.  The  Center  of  Minority  Group  Mental  Health  be  directed 
to  develop  a program  of  intramural  research  on  prob- 
lems related  to  Black  mental  health. 

5.  NIMH  give  priority  in  allocation  of  training  funds 
for  development  of  a pool  of  Black  career  researchers 
in  the  behavioral  sciences  and  psychiatry. 

6.  NIMH  establish  at  least  two  psychophysiological  pro- 
grams at  the  doctoral  level  to  provide  theoretical 
integration  of  behavioral  sciences  and  medical  neuro- 
chemical sciences  and  create  a pool  of  Black  re- 
searchers able  to  research  such  problems  as  psycho- 
somatic illnesses. 
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7.  NIMH  allocate  a portion  of  its  research  budgets,  intra- 
mural and  extramural,  for  (a)  the  development  of  norma- 
tive data  on  Black  Americans  and  (b)  the  development 

by  Black  researchers  culturally  relevant  assessment 
instruments . 

8.  That  the  current  legislation  (S.  2373)  for  the  estab- 
lishment of  a Division  for  Minority  Group  Mental  Health 
Programs  be  enacted,  thus  giving  (a)  recognition  to 
the  importance  of  research  on  minority  populations, 

(b)  a broader  range  of  activities  including  funding 
for  demonstration  projects  in  service  delivery,  (c) 
adequate  funding  approximately  $40  million  for  the 
FY  1980. 

9.  ADAMHA  (a)  recruit  Black  members  for  all  research 
review  panels  and  (b)  place  Blacks  in  executive  secre- 
tary positions  on  research  panels. 

10.  HEW/ADAMHA  give  priority  consideration  to  independent 
Black  researchers,  researchers  in  Black  institutions, 
and  Black  researchers  in  predominantly  white  institu- 
tions as  a means  of  resolving  inequities  in  the 
distribution  of  research  funding. 

IV.  Prevention 

1.  The  Federal  Government  should  take  steps  to  institute 
a policy  of  full  employment,  or,  alternatively,  a 
policy  that  would  guarantee  to  every  family  maximum 
incomes  to  families  at  the  time  of  greatest  family 
need . 

2.  The  Federal  Government  should  institute  a universal 
National  Health  Insurance  that  would  ensure  adequate 
health  care  for  everyone. 

3.  The  Federal  Government  should  develop  policy  that 
assures  a decent  dwelling  in  a safe  community  as  a 
basic  right  of  every  American. 

4.  The  right  to  an  adequate  quality  education  should 
be  a national  policy  and  this  right  should  extend 
throughout  the  entire  life  of  an  individual. 

5.  Standards  should  be  formulated  and  every  State  man- 
dated to  deliver  that  level  of  service  to  every 
population.  The  areas  of  concern  are  sanitation, 
security,  education,  housing,  health,  and 
transportation . 
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A.  Prenatal  Period 

1.  Comprehensive  family  planning  services  to  reduce  the 
tragedy  of  primary,  unplanned,  and  unwanted  pregnancies 
and  to  prevent  the  incidence  of  repeated,  unplanned, 
and  unwanted  pregnancies  among  adolescents . 

2.  Programs  in  sex  education  with  the  caveat  that  endorse- 
ment of  sex  education  does  not  imply  the  teaching  or 
encouragement  of  any  particular  sexual  activity  or 
attitude.  Communities  must  decide  on  approaches  which 
are  suitable'for  them. 

3.  The  National  Institutes  of  Health  mount  a comprehen- 
sive longitudinal  study  of  the  nutritive  needs  of 
Black  children  and  the  relationship  between  growth, 
intellectual  development,  and  mental  health. 

4.  A Program  for  Family  Resource  Development. 

B.  Childhood 

1.  That  comprehensive  programs  for  Black  children,  in- 
cluding health,  day  care,  recreation  and  education 
facilities  from  birth  on,  be  established  and  that 
access  to  these  programs  be  assured  as  a basic 
human  right . 

2.  The  strict  authoritarian  organization  of  the  school 
needs  to  be  changed . 

3.  A governing  structure  which  permits  administrators, 
parents,  teachers,  and  children  to  have  input  is 
indicated . 

4.  The  sense  of  community  which  once  existed  in  the 
school  needs  to  be  restored. 

5.  Teachers  need  preparation  to  understand  difficult 
behavior  as  lags  in  social  and  psychological  develop- 
ment, capable  of  being  modified.  Black  children  need 
to  have  successful  experiences  in  school  as  a deter- 
rent to  dysfunctional  social  behavior. 


C.  Youth 


1.  It  is  imperative  for  mental  health  professionals  to 
plan,  with  Government  support  and  financial  assist- 
ance, program  of  prevention,  intervention,  and 
rehabilitation  for  the  mental  health  problems  of 
Black  adolescents. 
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2.  That  viable  alternatives  to  schools  be  developed  for 
Black  youth  in  addition  to  a reorganization  of  edu- 
cational systems  that  fail  to  achieve  their  socially 
designated  mission. 

D.  The  Elderly 

A flexible  public  housing  policy  be  instituted  that  would 

permit  and  encourage  extended  family  households. 

E.  Special  Problems  of  Black  Women 

1.  Theoretical  concepts  and  practices  in  mental  health 
disciplines  must  be  reviewed  to  root  out  sexist  as 
well  as  racist  aspects. 

2.  Mental  health  training  programs  must  be  established 
that  will  provide  teaching  of  cultural  differences 
and  the  psychology  of  women  from  a positive  frame  of 
reference . 

3.  Comprehensive  support  services  must  be  available  to 
adequately  implement  mental  health  service  programs . 

4.  Quality  child  care  facilities  should  be  made  avail- 
able, at  an  affordable  cost,  to  mothers  who  have  to 
be  employed  outside  the  home  and/or  who  are  seeking 
to  advance  their  quality  of  life  through  educational 
pursuits . 

5.  Black  women,  like  all  women,  should  have  the  freedom 
of  choice  in  determining  the  use  of  contraceptive 
measures  and  abortion  services. 

6.  Research  must  be  supported  to  assess  the  strengths 
and  survival  strategies  of  Black  women  and  to  deter- 
mine ways  and  means  to  foster  the  development  and 
support  of  these  assets  for  all. 

7.  Appropriate  governmental  agencies  should  be  given  a 
mandate  to  vigorously  support  efforts  to  accurately 
represent  the  life  styles  of  various  groups  of  Black 
women . 

8.  Vigorous  efforts  should  be  taken  by  all  governmental 
agencies  to  root  out  the  racist  and  sexist  opera- 
tions and  policies  in  said  agencies. 
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SUBPANEL  ON  MENTAL  HEALTH  OF  AMERICANS  OF 
EUROPEAN  ETHNIC  ORIGIN 


American  society  is  pluralistic.  It  is  a society  of  both  individuals 
and  identifiable  groups.  Despite  economic  progress  and  a strong  pull 
toward  assimilation,  the  fact  remains  that  values  and  life  styles  of  many 
Americans  of  European  Ethnic  origin  are  still  rooted  in  distinct  and  last- 
ing culturally  defined  behavior  patterns. 

However,  in  the  field  of  mental  health  where  feelings,  attitudes,  and 
behavior  are  prime  areas  for  intervention,  treatment  and  delivery  of  serv- 
ices have  largely  ignored  the  importance  of  ethno-cultural  factors. 

As  a result  of  this  neglect,  services  have  not  adequately  responded 
to  the  mental  health  needs  of  diverse  groups  of  Americans  of  European 
Ethnic  origin.  For  many,  services  have  not  been  accessible. 

Such  neglect  has  had  several  consequences.  In  addition  to  many  un- 
treated problems,  the  lack  of  culturally  compatible  services  has  diminished 
the  support  for  mental  health  services  and  research  that  should  be  forth- 
coming from  Americans  of  European  Ethnic  origin.  It  also  means  that  many 
Americans  of  European  Ethnic  origin  continue  to  respond  with  fear  and  uncer- 
tainty at  the  thought  of  the  mentally  ill  in  their  midst. 

To  make  services  more  accessible  and  acceptable  for  Americans  of 
European  Ethnic  origins  will  require  new  "culturally  sensitive"  policies 
and  programs.  The  Federal  Government’s  continued  and  increased  support 
must  provide  this  stimulus. 

There  was  strong  consensus  within  the  Subpanel  of  Americans  of  European 
Ethnic  origins  on  two  major  recommendations: 

Given  the  continued  persistence  of  ethnic  diversity  in 
American  society,  mental  health  policy  must  incorporate 
a sensitivity  and  responsiveness  to  ethnic  differences 
if  it  is  to  respond  adequately  to  white  and  nonwhite 
ethnic  groups . 

Mental  health  programs  and  methods  must  incorporate  and 
build  upon  the  inherent  resources  and  strengths  found 
in  the  informal  networks  of  families,  extended  families, 
ethnic  groups,  neighborhood,  and  religious  institutions. 
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RECOMMENDATIONS 


Mental  health  policies  and  programs  must  recognize  the  pluralistic 
nature  of  American  society  and  incorporate  a sensitivity  and  responsive- 
ness to  ethnic  (white  and  nonwhite)  groups.  This  approach  would  mean  that 
services  would  be  provided  according  to  people’s  needs  and  life  styles 
rather  than  the  dictates  of  rigid  and  impersonal  bureaucratic  methods . A 
major  emphasis  of  policy  would  be  to  support  the  positive  aspects  and 
strengths  drawn  from  group  identity. 

The  task  of  responding  to  diverse  ethnic  groups  in  American  society 
is  complex — values,  group  interests,  needs,  and  lifestyles  vary  widely  and 
are  constantly  being  modified.  To  achieve  this  goal  involves  long-term 
solutions.  However,  the  Federal  Government  can  take  immediate  steps  to 
create  a flexible  and  inclusive  mental  health  system,  a system  which  is 
culturally  responsive  and  accessible. 

Based  on  data  available  and  extensive  testimony  given  by  ethnic  leaders 
and  professionals  around  the  country,  the  following  recommendations  are 
strongly  suggested: 

A.  Delivery  of  Mental  Health  Services  to  European  Americans 

1.  Services  to  European  Americans  should  be  delivered  in 
the  context  of  the  group’s  own  definition  of  their 
community  and  funding  be  made  directly  available  to 
settings  that  are  part  of  the  community’s  natural  sup- 
port system. 

2.  Each  community  mental  health  facility  must  be  held 
accountable  to  its  goal  of  serving  all  ethnic  groups 
within  its  area  of  coverage. 

3.  Representatives  of  European  American  groups  must  be 
included  in  mental  health  planning  bodies . 

4.  Comprehensive  mental  health  care  must  be  provided  with- 
in National  Health  Insurance. 

B.  Training  and  Manpower 

1.  The  training  of  mental  health  workers  must  develop 
knowledge  and  consciousness  of  ethno-cultural  patterns 
of  behavior  without  stereotyping  individuals. 

2.  European  Americans  must  be  included  in  new  and  expanded 
manpower  programs  in  mental  health. 

C.  Research 

1.  Greater  support  must  be  provided  to  increase  studies 
of  ethnicity  and  mental  health  pertaining  to  Americans 
of  European  Ethnic  origin. 
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2.  Needs  assessment  grants  should  be  given  to  ethnic 
communities  to  conduct  self-studies  of  their  mental 
health  problems.  These  should  be  supported  by  Fed- 
eral, State,  and  local  funding. 

D.  Prevention 

1.  Establishment  of  family  life  centers,  supported  by 
Government  to  be  used  as  a supplementary  service  to 
clinical  services. 

2 . We  support  the  continuance  of  the  ethnic  heritage 
studies  program  (Title  IX)  in  the  Office  of  Education 
and  its  funding  at  a level  which  will  permit  the  full 
realization  of  the  intent  of  Congress. 
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SUBFANEL  ON  MENTAL  HEALTH  OF  HISPANIC  AMERICANS 


Hispanic  Americans  constitute  a heterogenous  population.  Individuals 
from  Mexican,  Puerto  Rican,  Cuban,  South  or  Central  American  origin  have 
varying  sociocultural  and  demographic  characteristics.  As  a result,  their 
mental  health  needs  also  differ.  In  the  preparation  of  this  report,  great 
care  was  taken  to  make  its  contents  representative  of  the  cultural  diver- 
sity exhibited  by  Hispanic  Americans.  There  are,  however,  many  mental 
health  needs  that  are  shared  by  all  Hispanic  Americans . This  report  at- 
tempts to  emphasize  these  common  themes  without  obscuring  those  problems 
specific  to  subpopulations  which  are  unique  by  virtue  of  national  origin 
or  geographic  location. 

The  report  begins  with  a summary  of  the  status  of  Hispanic  Americans 
vis-a-vis  issues  related  to  mental  health.  This  overview  provides  the 
broad  conceptual  framework  for  the  specific  recommendations  which  are  or- 
ganized in  terms  of  three  major  issues: 

I.  Delivery  of  mental  health  services  to  Hispanic  Americans. 

II.  Research  on  the  mental  health  of  Hispanic  Americans. 

III.  Identification  of  strategies  for  the  prevention  of  men- 
tal illness  among  Hispanic  Americans. 

Hispanics  constitute  a significant  and  rapidly  growing  segment  of  the 
American  population.  According  to  the  1970  Census  there  were  9.6  million 
persons  of  Spanish  origin  in  the  United  States.  The  1975  Population  Re- 
ports raised  the  number  to  11.2  million,  which  can  be  considered  as  the 
most  conservative  base  figure  for  the  Hispanic  population.  Even  by  moder- 
ate estimates,  Hispanics  will  become  the  largest  ethnic  minority  in  the 
United  States  within  the  next  25  years . 

What  is  the  mental  health  status  of  this  population?  Unfortunately, 
there  is  little  valid  and  reliable  information,  national  in  scope,  to 
directly  address  this  question.  This  lack  of  an  adequate  data  base  has 
resulted  from  the  failure  to  identify  Hispanics  as  a group  in  the  compila- 
tion of  epidemiologic  data  and  other  health  statistics.  There  are,  however, 
other  indicators  which  compel  us  to  conclude  that  Hispanic  Americans  are 
a population  "at  risk,"  in  the  actuarial  sense,  concerning  all  aspects  of 
mental  illness . 

The  social  and  economic  conditions  under  which  they  live  render  His- 
panic Americans  vulnerable  to  psychological  and  emotional  stress,  they 
underutilize  the  mental  health  seirvices  available.  Although  utilization 
rates  vary  for  different  groups  and  at  different  geographic  locations, 
these  rates  rarely  exceed  50  percent;  that  is,  Hispanic  representation 
among  recipients  of  services  is  one-half  (or  less)  of  their  representa- 
tion in  the  general  population. 

A number  of  hypotheses  have  been  advanced  to  explain  underutiliza- 
tion. However,  it  is  now  clear  that  the  major  factors  involved  are 
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structural  in  nature  and  pertain  to  the  availability,  accessibility,  and 
acceptability  of  services  in  terms  of  their  relevance  to  the  sociocultural 
characteristics  of  Hispanic  Americans.  When  they  do  receive  services, 
these  services  are  of  inferior  quality. 

Another  problem  related  to  quality  of  services  is  that  Hispanics  are 
served  more  often  by  paraprofessionals  rather  than  by  professionals.  While 
the  former  are  an  important  part  of  a mental  health  team,  they  obviously 
do  not  have  the  training  to  provide  the  quality  of  service  which  the  pro- 
fessional  mental  health  worker  can  provide. 

Rational  planning  of  mental  health  services  as  well  as  the  identifi- 
cation of  prevention  strategies  is  impossible  without  systematic  informa- 
tion. This  requires  both  applied  and  basic  research  of  a programmatic 
nature.  Central  to  this  research  is  the  cultural  content  of  Hispanic 
daily  functioning. 

There  are  four  limitations  which  are  likely  responsible  for  the  frag- 
mented, often  contradictory  nature  of  research  in  the  field.  First,  until 
recently,  theories  and  models  in  the  social  and  behavioral  sciences  have 
been  ethnocentric  in  nature.  Second,  there  has  been  a failure  to  system- 
atically investigate  within  group  differences.  Third,  there  has  been  a 
failure  to  identify  and  account  for  the  complex  interdependence  structures 
among  psychological,  sociological,  anthropological,  and  biological  factors. 
Fourth,  there  has  been  a failure  to  research  Hispanics  in  the  context  of 
the  macroculture  within  which  they  exist,  namely  20th  century  American 
society . 

A significant  factor  contributing  to  the  situation  described  above 
has  been  the  implementation  of  expedient  institutional  policies  with  re- 
spect to  Hispanic  mental  health  research.  Although  well-intended,  these 
policies  have  lacked  the  essential  programmatic  elements  necessary  for 
long-term  planning  of  mental  health  services  and  prevention  strategies. 
Consequently,  in  addition  to  having  fostered  a reactive,  crisis-oriented 
approach  to  research,  these  policies  have  often  led  to  the  inefficient 
utilization  of  the  available  resources.  Few  findings  currently  available 
are  of  value  in  anticipating  what  the  mental  health  problems  of  Hispanic 
Americans  will  be  or  in  developing  strategies  to  prevent  their  occurrence. 

The  shortage  of  mental  health  professionals  qualified  to  provide 
services  to  the  Hispanic  populations  in  the  United  States  requires  imme- 
diate action.  To  be  effective,  psychiatrists,  psychologists,  psychiatric 
nurses,  and  social  workers  who  deliver  services  to  Hispanics  must  have  a 
thorough  understanding  of  and  sensitivity  to  the  linguistic,  and  socio- 
cultural characteristics  of  their  clients,  as  well  as  to  their  styles  of 
communication  and  human- relations . Equally  important  is  the  need  for 
culturally  sensitive  scholars  trained  in  research.  The  contribution  of 
Hispanic  researchers  will  be  essential  to  the  development  of  an  adequate 
knowledge  base  that  is  free  of  the  biases  and  stereotypes  that  have  char- 
acterized much  of  previous  findings  and  interpretations.  Finally,  effi- 
cient and  effective  planning  and  allocation  of  mental  health  resources 
also  requires  an  understanding  of  the  linguistic  and  cultural  charac- 
teristics of  the  target  population. 
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The  most  recently  available  information  indicates  that  Hispanics  con- 
tinue to  be  severely  underrepresented  at  all  levels  of  training  and  employ- 
ment in  psychiatry,  psychology,  psychiatric  nursing,  and  social  work. 
Professional  Hispanic  researchers  and  service  providers  rarely  constitute 
more  than  0.5  percent  of  the  labor  force  in  the  core  mental  health  disci- 
plines. The  data  suggest,  rather,  that  unless  pervasive  changes  take  place 
in  national  manpower  and  training  policies,  the  representation  of  Hispanics 
in  the  mental  health  disciplines  will  stabilize  or  even  decline  in  the 
future. 

The  demand  for  Hispanic  mental  health  professionals  is  more  difficult 
to  document  with  any  degree  of  precision  due  to  the  absence  of  systematic 
nationwide  statistics.  There  is,  however,  substantial  evidence  of  local 
shortages . 
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RECOMMENDATIONS 


The  25  recommendations  contained  in  the  Report  of  the  Special  Popula- 
tions Subpanel  on  Mental  Health  of  Hispanic  Americans  are  summarized  below. 
Additional  data  concerning  these  recommendations  are  included  in  the  body 
of  the  subpanel  report. 

I.  Delivery  of  Mental  Health  Service 

1.  DHEW  establish  a comprehensive  program  to  monitor 
and  increase  the  available  pool  of  Hispanic  profes- 
sionals and  paraprofessionals  to  engage  in  mental 
health  service  delivery  in  Hispanic  communities . 

2 . Local  and  Federal  agencies  develop  and  implement  mental 
health  training  programs  that  provide  learning  environ- 
ments and  curricula  congruent  with  the  Hispanic  cul- 
ture (s)  and  the  mental  health  needs  of  Hispanic 
Americans . 

3.  Culture-specific  models  of  service  delivery  be  developed 
and  implemented  which  integrate  the  traditional  values 
and  support  systems  of  Hispanic  Americans  with  conven- 
tional treatment  modalities  such  as  those  provided  by 
psychiatrists  and  psychologists. 

4.  Human  services  be  delivered  to  Hispanic  Americans  in 
the  context  of  accessible  multiservice  centers  provid- 
ing acceptable  health,  mental  health,  social  welfare, 
educational,  economic,  and  legal  services  centered 
around  the  concept  of  the  Hispanic  family. 

5.  Federal  and  local  mental  health  programs  be  flexible 

to  allow  and  encourage  the  implementation  of  innovative 
models  of  service  delivery  uniquely  tailored  to  the 
needs  of  Hispanic  populations  in  different  catchment 
areas . 

6.  Comprehensive  investigations  be  conducted  to  assess 
the  quality  and  quantity  of  services  provided  to 
Hispanic  Americans  by  the  Veterans  Administration, 
the  Social  Security  Administration,  the  Department 

of  Labor,  and  the  former  Office  of  Human  Development. 

7.  Adequate  and  stable  funding  be  provided  to  continue 
the  operation  of  Community  Mental  Health  Centers. 

Implicit  in  this  recommendation  is  the  need  to  stipu- 
late a firm  and  stable  shared  commitment  on  the  part 
of  Federal  and  State  governments  to  the  continued 
funding  of  mental  health  services. 
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8.  A board,  separate  from  the  Health  Systems  Agencies’ 
board,  composed  of  Hispanics,  review  and  monitor 
hospitals  and  other  health  facilities  to  insure  com- 
pliance with  DREW  regulations  as  they  affect 
Hispanics . 

9 . (a)  Mental  health  services  be  included  under  NHI 
(National  Health  Insurance) ; (b)  all  legitimate 
services  provided  under  proper  supervision  (includ- 
ing services  provided  by  nonconventional  therapists) 
be  reimbursable  under  NHI;  and  (c)  diagnostic  cate- 
gories such  as  environmental  stress  and  adjustment 
reactions  be  classified  as  reimbursable  services 
under  NHI. 

II . Research 

1.  The  Department  of  Health,  Education,  and  Welfare 
establish  a comprehensive  program  to  monitor  and 
increase  the  available  pool  of  Hispanic  researchers 
in  the  core  mental  health  disciplines . 

2.  DREW  and  other  Federal  agencies  that  fund  mental 
health  research  programs  be  mandated  to  establish 
funding  criteria  for  Hispanic  research  which  are 
commensurate  with  the  magnitude  of  this  population 
and  its  needs. 

3.  DREW  mental  health  research  funding  agencies  expand 
research  opportunities  for  Hispanic  researchers 
through  the  establishment  of  research  centers  and 
consortia  located  in  academic  centers  as  well  as 
service  settings . 

4.  Each  Federal  agency  that  collects  statistics  on  the 
Nation’s  population  be  mandated  to  implement  Public 
Law  94-311,  which  provides  for  the  breakdown  of 
population  subgroups  according  to  ethnicity. 

5.  Epidemiologic  studies  of  incidence  and  prevalence 
of  mental  health  related  problems  among  Hispanics 

be  initiated  at  the  local.  State,  and  national  level. 

6.  Diagnostic  and  assessment  studies  with  an  emphasis 
on  significant  sociocultural  variables  influencing 
normative  behavior  be  conducted. 

7.  Programmatic  research  be  conducted  on  the  nature  of 
variability  among  and  within  the  major  Hispanic 
groups  in  the  United  States . 

8.  Programmatic  research  be  conducted  on  the  predominance 
and  differential  utility  of  existing  therapeutic  modali- 
ties, including  indigenous  therapies  and  faith  healing. 
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III.  Strategies  for  Prevention 

1.  Hispanic  cultural  development  centers  (Centres  Cultur- 
ales)  be  established  at  appropriate  locations  through- 
out the  Nation  for  the  specific  purpose  of  preserving 
the  cultures  and  traditions  of  Hispanic  Americans. 

2.  A comprehensive  effort,  national  in  scope,  be  under- 
taken to  educate  Hispanics  as  well  as  the  other  ethnic 
groups  (including  the  majority  group)  concerning  the 
positive  aspects  of  the  Hispanic  culture,  lahguage, 
traditions , and  values . 

3.  Hispanic  mental  health  education  programs  receive  top 
priority  among  pertinent  local.  State,  and  Federal 
agencies.  Such  programs  should  be  bilingual/bicultural 
in  nature,  and  planned  and  implemented  by  Hispanic 
Americans  to  insure  their  relevance  and  sensitivity 

to  the  Hispanic  culture(s). 

4.  The  particular  sociocultural  stresses  faced  by  Hispanic 
women  be  researched,  and  the  resulting  findings  be  used 
to  develop  and  implement  counseling  programs  and  other 
interventions  designed  to  prevent  emotional  disorders 
in  this  subpopulation, 

5.  Programs  designed  to  provide  human  services  to  Hispanic 
Americans  provide  for  closer  liaison  with  mental  health 
service  delivery  systems  and  personnel. 

6 . Mental  health  services  be  made  available  to  Hispanic 
Americans  within  the  context  of  primary  health  care 
programs . 

7.  Resettlement  programs,  either  separate  or  as  a part 
of  existing  services,  be  sponsored  by  the  Immigration 
Department,  as  well  as  by  appropriate  city  and  State 
governments,  to  guide  and  introduce  Hispanics  to  the 
Anglo  culture. 

8.  Aftercare  programs  for  Hispanic  patients  be  developed 
and  Implemented  within  the  context  of  comprehensive 
human  services  that  coordinate  community  resources  to 
provide  cultural  support  throughout  the  rehabilitation 
period . 
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SUBPANEL  ON  MENTAL  HEALTH  OF  AMERICAN  INDIANS 


I.  The  American  Indian  Subpanel  was  formed  of  Indians  who  have  Indian 
tribal  affiliations  and  heritage.  They  represented  persons  who  are  in- 
volved with  service  delivery  at  the  local  level,  expert  in  dealing  with 
Federal-State  delivery  systems,  experienced  in  the  professional  field  of 
"mental  health"  and  in  specific  areas  of  concern.  A cross-section  of 
Indians  from  Alaska  to  the  East  Coast  were  involved  in  the  study. 

II.  An  historical  view  of  the  American  Indian  and  Alaska  Native  was 
noted  with  special  reference  to  his/her  status  as  an  indigenous  person  (as 
opposed  to  minority)  with  a unique  trust  relationship  with  the  U.S.  Govern- 
ment. The  statistical  data  on  American  Indians  and  Alaska  Natives  is  frag- 
mented and  unreliable.  The  American  Indian  Policy  Review  Commission 
(AIRPAC)  (1977)  devoted  one  chapter  to  "Contemporary  Indian  Conditions" 
and  states: 

Today,  available  statistics  in  the  United  States  continue  to 
paint  a picture  of  widespread  deprivation  unequalled  by  any 
other  United  States  subgroup.  Whether  men  or  women,  living 
in  the  city  or  country,  Indians  in  the  United  States  suffer 
from  inadequate  education  and  relatively  poor  health,  poor 
housing,  and  sanitary  conditions  generally  regarded  as 
unacceptable.  (AIRPAC,  1977:83) 

According  to  the  U.S.  Census  (1970)  there  are  792,730  Indians  in  the 
United  States  residing  in  every  State.  This  is  an  increase  of  122  percent 
since  1950.  A figure  of  1 million  is  considered  to  be  more  accurate. 

III.  A social,  political,  and  economic  review  of  the  American  Indian 
and  Alaska  Native  is  included.  It  was  noted  by  the  Subpanel  that  the 
Federal  policy  and  treatment  of  American  Indians  has  changed  from  exploita- 
tion and  genocide  to  coercive  assimilation.  There  were  next,  periods  of 
benign  neglect  along  with  the  establishment  of  a colonization-approach  to 
Indian  affairs.  At  present  the  attitude  continues  to  be  that  of  a 
colonizer-colonized  relationship . 

IV.  The  current  health  status  of  the  American  Indian  is  not  a posi- 
tive one.  Statistics  and  other  social  indications  show  that  the  incidence 
of  "disruptive  behavior"  is  on  the  increase.  Suicide  and  other  self- 
destructive behaviors  such  as  alcohol  abuse  are  increasing  alarmingly. 

V.  The  abuse  of  alcohol  and  its  related  effects  on  the  community, 
family,  and  tribe  is  the  major  socioeconomic  and  health  problem  for  Ameri- 
can Indians  and  Alaska  Natives . 

VI.  Lack  of  professional  health  and  social  manpower  is  a serious 
problem  for  Indian  people  today.  Strong  emphasis  must  be  placed  on  man- 
power and  scholarship  programs  for  Indian  people  so  that  they  can  assume 
responsibility  for  their  own  destiny. 
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VII.  Indian  people  have  placed  as  top  priority  the  need  to  initiate, 
develop,  and  control  their  own  programs  and  service  delivery  at  the  local 
level.  Development  of  local  family  resource  centers  for  the  prevention  of 
disruption  and  strengthening  of  families,  individuals,  and  communities  is 
a top  priority. 

The  Indian  community  has  not  jumped  on  the  mental  health  "bandwagon." 
Therefore,  the  concept  of  mental  health  is  somewhat  alien  to  Indian  people. 
The  Subpanel  feels  that  this  is  a positive  attitude  and  that  all  efforts 
must  be  directed  to  improving  and  strengthening  natural  support  systems 
rather  than  superimposing  new  ways  of  doing  things  in  Indian  communities. 

VIII.  Special  attention  must  be  directed  to  either  vastly  improving 
Indian  boarding  schools  or  shutting  them  down  immediately. 
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RECOMMENDATIONS 


The  recommendations  of  the  Subpanel  on  Mental  Health  of  American 
Indians  are  summarized  below.  Additional  data  concerning  these  recom- 
mendations are  included  in  the  body  of  the  full  report  of  the  Subpanel. 

1.  The  Subpanel  recommends  to  the  Administration  that 
there  be  an  investigation  of  services  being  provided 
to  Indian  families  on  Indian  reservations  and  communi- 
ties and  that  there  be  a directive  from  the  President 
to  assist  all  tribes,  desiring  to  do  so,  in  the  devel- 
opment and  ongoing  maintenance  of  (including  single 
parent  and  extended  families)  Family  Resource  Centers 
to  include  systematic  comprehensive  family  support 
services  to  rebuild  directly  and  which  are  not  sub- 
jected to  the  hapazard  yearly  funding  cycle. 

2.  Establishment  of  an  office/position  in  the  Executive 
Office  to  serve  as  an  Indian  ombudsman,  presidential 
advisor,  program  expeditor,  and  advocate  for  Indian 
people.  This  person  would  also  work  with  all  Federal 
agencies.  States,  and  other  governmental  entities 
that  have  impact  on  Indian  people. 

3.  A statement  of  policy  should  be  addressed  by  the 
President’s  Commission  on  Mental  Health  to  recog- 
nize the  traditional  medicine  man  and  woman  as 
healers  of  emotional,  mental,  and  physical  dis- 
orders. That  there  be  support  services  in  terras 
of  research,  education,  coordination,  and  direct 
payment  for  services  both  on  reservations  and  urban 
rural  areas . 

4.  More  research  funds  should  be  allocated  to  Indian 
programs  serving  reservation,  rural,  and  urban  Indian 
populations  for  the  purpose  of  utilizing  traditional 
medicine  as  a part  of  their  comprehensive  treatment 
programs  as  well  as  prevention  programs. 

5.  There  is  a need  for  action-oriented  research  in  sev- 
eral areas  to  foster  the  growth  and  development  of 
tribal  communities. 

6 . The  Subpanel  also  recommends  that  tribal  governments 
and  organizations  take  strong  leadership  roles  in 
recognizing  and  dealing  with  the  severe  destructive 
movement  of  Indian  people  toward  dependency,  disinte- 
gration of  family  structures,  and  loss  of  cultural 
values . 

7.  Too  often  we  neglect  looking  at  the  strengths  of  the 
American  Indian  family  units.  There  needs  to  be 
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extensive  and  definitive  action-oriented  research  by 
American  Indian  researchers  or  persons  who  have  the 
sanction  of  the  Indian  tribal  government. 

8,  Research  funds  should  be  made  available  to  Indian 
researchers  or  researchers  who  have  tribal  sanction 
to  study  the  following: 

(a)  Effects  of  years  of  prejudice  and  racism  on 
Indian  children  and  families . 

(b)  Coping  skills  that  have  enabled  Indian  children 
and  adults  to  survive. 

9.  There  needs  to  be  strong,  vigorous,  and  immediate 
action  on  the  part  of  the  Federal  Government  to  in- 
sure quality,  community-based  and  integrated  helping 
services  (health/social/economic)  to  Indian  people: 
reservation,  rural,  and  urban.  These  services  must 
be  based  on  local  need,  local  planning,  and  local 
decisionmaking . 

10.  There  needs  to  be  specific  language  and  consideration 
of  Indian  tribes  and  organizations  included  in  CMHCs 
(Community  Mental  Health  Centers)  rules  and  regula- 
tions . These  changes  should  be  flexible  enough  to 
allow  for  rural  isolation,  unique  cultural  needs  as 
well  as  regional  differences  (such  as  Alaska) . 

There  needs  to  be  a reevaluation  by  Federal  offi- 
cials of  criteria  used  for  funding  because  those 
criteria  have  proved  to  be  a major  barrier  for  Indian 
tribes  and  organizations.  The  criteria  utilized  for 
evaluation  and  monitoring  need  to  be  revised  to  meet 
the  unique  needs  of  Indian  tribes  and  groups.  There 
must  be  consideration  given  to  direct  funding  to 
tribal  governments  because  of  the  States’  reluctance 
to  fund  Indian  programs . 

11.  There  need  to  be  more  appropriations  and  planning  for 
research  and  demonstration  programs  to: 

(a)  Review  and  analyze  present  situation  of  programs 
which  impact  on  Indian  mental  health  of  Indian 
people . 

(b)  Establish  standards  of  service  delivery  for  both 
Indians  and  non- Indians. 

(c)  Review  geographic/political/social  locations  of 
CMHCs  and  effects  on  service. 

(d)  Investigate  needs  for  different  education  programs 
and  curriculum  for  Indians  and  non- Indians. 
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(e)  Develop  a Research  and  Development  project  in 
Indian  country  reservat ion/ rural /urban  as  a 
model  for  mental  health  service  delivery  to 
Indians.  This  project  would  serve  as  a model 
for  future  programs  in  Indian  country. 

12.  There  should  be  action-oriented  research  efforts 
directed  into  investigating  the  effects  of  poor 
nourishment,  malnutrition,  poverty,  cultural  var- 
iances, and  inadequate  food  supply  stores  on  the 
general  well-being  of  Indian  people. 

13.  Research  on  Alcoholism 

(a)  Direct  funding  to  Indian  researchers  or  re- 
searchers with  Indian  sanction  for  research  and 
data  collection  regarding  Indian  chemical  abuse. 
At  present  the  field  is  murky,  diffuse,  and 
filled  with  existing  myths  and  stereotypes. 
Adequate  research  and  development  programs  need 
to  be  developed  on  those  urban/rural  Indian 
reservations  where  no  programs  or  treatment 

of  any  kind  exist.  Include  definition  of  var- 
ious treatment  modalities : 

(1)  Detox — self-explanatory 

(2)  Primary 

(3)  Secondary 

(4)  Outpatient  followup,  self-help,  etc. 

(b)  Collect  all  available  alcohol-related  data  from 
IHS  (Indian  Health  Service)  and  BIA  (Bureau  of 
Indian  Affairs) , tribal  and  urban  programs  both 
in  the  lower  48  States  and  Alaska  as  to  what 
available  data  and  statistics  can  be  collected 
from  these  existing  programs  and  agencies  as  to 
the  extent  of  the  problem,  i.e.,  hospital  care, 
medical  complications,  primary  and  secondary 
treatment  available  to  Indian  people.  Compile 
these  data  into  a comprehensive  assessment 
report . 

(c)  Research  monies  granted  to  the  development  of 
primary  Indian  alcoholism  and  drug  abuse  treat- 
ment centers  throughout  the  United  States.  (Each 
tribe  in  the  United  States  and  Alaska  has  its  own 
culture  and  way  of  living.) 

(d)  Research  funds  for  the  development  of  troubled 
employee  programs  at  the  tribal  government  level. 
(This  is  to  include  all  programs  under  tribal 
jurisdiction.) 
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14.  Establish  troubled  employees  programs  both  in  the 
Bureau  of  Indian  Affairs  and  in  the  Indian  Health 
Service  and  Public  Health  Services  to  make  assistance 
available  to  tribal  governments  to  establish  their 
own  programs  for  their  own  employees . The  Bureau 
and  Indian  Health  Service  are  to  set  up  an  active 
and  effective  Troubled  Employee  Program  as  set  forth 
in  the  Civil  Service  regulations.  Health  Systems 
Agency  regulations , and  DHEW  regulations . 

15.  There  needs  to  be  special  attention  paid  to  the  unique 
role  of  Indian  women,  their  contribution  to  the  im- 
proved mental  health  of  Indian  people,  and  the  stress- 
ful and  anxiety  life  situations  they  find  themselves 
in. 

16.  BIA  must  be  directed  to  immediately  improve  situations 
in  BIA  boarding  schools.  This  committee  suggests  that 
boarding  be  considered  youth  advocacy  and  resource 
centers  with  social/emotional  orientation  rather  than 
under  the  control  of  educators. 

17.  The  task  force  recommends  that  there  be  mechanisms  set 
up  either  through  IHS,  BIA,  or  OE  (Office  of  Education) 
to  support  manpower  power  groups  to  educate  and  train 
American  Indians  and  Alaska  Natives  in  the  mental  health 
related  professions.  Self-determination  will  never  be 
achieved  if  we  must  continue  to  rely  on  non- Indian  per- 
sons for  mental  health  services. 

18.  The  Subpanel  recommends  that  greater  attention  be 
directed  to  American  Indians  and  Alaska  Natives  who 
are  prisoners  in  State  and  Federal  institutions.  This 
specific  recommendation  is  made  because  of  the  dispro- 
portionate number  of  American  Indians  in  prison. 
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The  report  of  the  Subpanel  on  the  Mental  Health  of  Physically  Handi- 
capped Americans  is  composed  of  two  sections.  The  first  section  highlights 
the  mental  health  needs  of  Americans  who  are  deaf.  The  second  section 
presents  a summary  of  recommendations  from  the  White  House  Conference  on 
Handicapped  Individuals  that  pertain  to  mental  health  issues . 

MENTAL  HEALTH  NEEDS  OF  DEAF  PEOPLE 

The  mental  health  needs  of  deaf  people  have  been  ignored  and  neglected 
for  centuries.  It  has  only  been  in  the  last  half  of  this  century  that  at- 
tempts to  develop  programs  have  been  made  to  meet  these  needs . Because  of 
the  commonalities  experienced  by  those  who  became  deaf  before  the  age  of 
19  years,  this  population  is  generally  the  one  addressed  when  we  speak  of 
the  deaf  community.  This  population  amounts  to  approximately  430,000  peo- 
ple. It  is  estimated  that  the  number  of  people  in  the  deaf  population 
needing  professional  mental  health  services  is  at  least  of  the  same  order 
of  magnitude  as  that  among  the  hearing  population  and  the  kinds  of  mental 
health  problems  are  similar.  Therefore,  at  least  10  percent  of  this  group 
or  43,000  deaf  people  need  professional  mental  health  services.  However, 
less  than  2 percent  of  this  target  population  receive  needed  services. 

A recent  survey  of  the  number  of  mental  health  facilities  designed 
specifically  to  serve  deaf  people  showed  less  than  20,  scattered  through- 
out the  Nation.  More  services  of  a comprehensive  nature  are  needed.  The 
manpower  pool  of  those  experienced  in  mantal  health  and  deafness  and  serv- 
ing the  mentally  ill  deaf  is  approximately  310,  with  35  psychiatrists, 

80  psychologists,  30  social  workers,  135  nursing  personnel,  and  30  activity 
therapists.  This  is  obviously  insufficient.  Accredited  training  is  needed 
to  prepare  more  people  to  deliver  these  services.  Training  should  stress 
communication  needs  as  well  as  clinical  services . More  deaf  people  should 
be  added  to  the  mental  health  manpower  pool  by  making  more  accredited 
training  programs  available  to  them. 

During  the  current  decade,  more  and  more  groups,  both  national  and 
international,  have  tried  to  come  to  grips  with  these  issues.  For  example, 
the  World  Federation  of  the  Deaf,  at  its  recent  Congresses,  stressed  the 
need  for  improving  mental  health  services  to  deaf  people,  incorporating 
more  deaf  people  in  professional  aspects  of  mental  health  programs,  and 
conducting  training  and  research  to  improve  skills  and  understanding  in 
this  very  important  field. 

Other  groups,  such  as  the  Council  of  Organizations  Serving  the  Deaf, 
have  also  stressed  these  needs.  At  a recent  Orthopsychiatric  Workshop  on 
Deafness,  held  at  Saint  Elizabeths  Hospital,  Washington,  D.C.,  representa- 
tives from  the  National  Institute  of  Mental  Health,  Bureau  of  Education  of 
the  Handicapped,  and  the  Rehabilitation  Services  Administration,  met  with 
representatives  from  the  States  which  have  mental  health  programs  in 
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deafness,  to  decide  on  the  mental  health  needs  of  deaf  people,  and  strat- 
egies to  meet  these  needs.  The  following  recommendations  were  made: 

1.  Each  State  that  presently  has  mental  health  services 
in  education  or  in  mental  health  centers  establish  a 
working  committee  to  foster  and  promote  mental  health 
services  in  that  State  and  to  work  in  cooperation 
with  the  ongoing  mental  health  services . 

2.  The  regions  meet  together  on  an  annual  basis  and  plan 
specific  services  for  the  region. 

3.  A national  training  program  or  center  be  established 
to  train  mental  health  professionals  and  paraprofes- 
sionals  at  all  levels. 

4.  A model  children’s  program  be  established  to  serve 
deaf  children  who  are  emotionally  disturbed  to  assist 
parents  in  dealing  with  this  problem. 

5.  A model  program  be  established  somewhere  in  the  United 
States  to  serve  the  individuals  with  behavior  and  per- 
sonality disorders,  who  are  so  frequently  being  referred 
to  the  existing  mental  health  programs,  which  are  ill 
equipped  to  serve  them. 

6.  A coordinated  system  of  data  collection  and  dissemina- 
tion be  established  for  both  the  educational  and  the 
mental  health  fields . 

7.  Across  the  United  States  some  models  of  community  mental 
health  services  for  deaf  people  be  established. 

In  order  to  be  most  effective  in  achieving  these  goals,  we  recommend 
the  establishment  of  a mechanism  for  collaboration  among  the  various  com- 
ponents of  the  Department  of  Health,  Education,  and  Welfare,  which  can 
contribute  in  a positive  and  meaningful  way  to  these  efforts. 


THE  MENTAL  HEALTH  OF  THE  PHYSICALLY  HANDICAPPED 


The  White  House  Conference  on  Handicapped  Individuals  (WHCHI)  (1977) 
focused  for  the  first  time  in  American  history  on  the  problems  and  poten- 
tialities of  persons  who  have  handicaps.  The  Conference  gave  formal  recog- 
nition to  the  approximately  40  million  persons  (men  and  women,  boys  and 
girls,  representing  almost  20  percent  of  the  American  population)  with 
handicaps  of  various  kinds  and  of  disparate  degrees  of  severity.  The  com- 
mon element  for  these  persons  is  that  their  particular  impairment  excludes 
them  from  the  mainstream  of  American  life  and  this  exclusion  exacerbates 
the  disabling  condition. 

Handicapped  persons  share  some  of  the  difficulties  experienced  by 
ethnic/racial  minorities  and  women  to  the  extent  that  they  do  not  receive 
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what  they  need  to  function  effectively.  They  are  subjected  to  prejudicial 
and  discriminatory  attitudes  as  well  as  to  lack  of  understanding  and  aware- 
ness of  their  special  needs.  Appropriate  services  to  meet  these  needs  are 
either  nonexistent  or  nonaccessible . They  are  deprived  of  opportunities 
which  would  enable  them  to  achieve  their  potentialities.  The  multiple 
levels  of  deprivation  experienced  by  handicapped  persons  take  their  toll 
in  emotional  terms  by  impairing  the  self-concept  of  the  individual  and 
his/her  ability  to  relate  successfully  to  others. 

The  priority  recommendations  of  the  White  House  Conference  on  Handi- 
capped Individuals  are  as  follows : 

1.  A clearly  defined  public  policy  articulated  by  the 
Executive  and  Legislative  branches  to  include  all 
individuals  with  physical  and  mental  handicaps, 
their  guardians  and/or  parents  in  all  decision- 
making bodies  impacting  upon  their  lives  as  indi- 
vidual citizens. 

2.  'Recognition  of  the  unique  and  distinct  needs  of 
individuals  who  are  handicapped  to  have  these  needs 
addressed  in  all  major  initiatives  of  the  Adminis- 
tration and  Congress,  including  but  not  limited  to 
welfare  reform,  tax  reform,  health  insurance,  and 
social  security  programs. 

3.  An  immediate  action  shall  be  undertaken  to  name 
persons  handicapped  or  parents  and/or  guardians 

to  all  existing  committees  dealing  with  these  issues 
at  administrative  levels. 

4.  High-level  coordination  of  programs  and  policies  is 
essential.  It  is  necessary  to  establish  a Federal 
Coordinating  Office  or  Center  for  Handicapped  Indi- 
viduals. The  function  of  this  office  shall  include: 
advocacy,  coordination  of  all  programs  with  legal 
responsibility  to  serve  handicapped  individuals; 
and  insuring  compliance  throughout  all  departments 
and  agencies  of  the  Federal  Government  serving  all 
citizens  with  the  national  policy  relating  to  handi- 
capped individuals,  assessment,  monitoring,  evalua- 
tion review  and  approval  for  all  federally-supported 
programs  for  the  handicapped;  and  follow-up  on  WHCHI 
recommendations.  This  office  shall  perform  any 
other  function  which  furthers  the  rights  of  handi- 
capped persons . 

The  office  shall  include  the  following: 

(a)  A Presidential  aide  designated  as  the  White 
House's  specialist  on  handicapped  individuals; 
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(b)  A National  Council  on  Handicapped  Individuals 
(at  least  half  to  be  disabled,  one-fourth  to 

be  parents  or  guardians  of  disabled  persons,  and 
one-fourth  from  representative  organizations, 
key  and  professional  persons) . 

(c)  A professional  advisory  council  (designated  ad- 
ministrators from  Federal  agencies  with  legal 
responsibilities  to  serve  the  handicapped) . 

5.  To  complement  this  office,  there  shall  be  State  coor- 
dinating officers  for  handicapped  individuals — State 
equivalents  of  the  Federal  coordinating  office  for  the 
handicapped  with  the  same  functions. 

6.  Establish  an  organized  coordinated  human  services 
delivery  system  that  delivers  services  in  a cultur- 
ally oriented  and  least  restrictive  manner.  The 
shared  needs  of  handicapped  individuals  should  not 
overshadow,  nor  cause  neglect  of  the  unique,  racial/ 
ethnic,  cultural  and  other  special  needs  of  some 
individuals  such  as  those  severely  disabled  early 

in  life,  those  in  nonwhite  population  groups  or 
those  with  hidden  handicaps. 

7.  Implement  a massive  public  awareness  campaign  which 
deals  with  changing  negative  attitudes  toward  the 
disabled. 

8.  Support,  publicize,  and  mandate  the  need  for  barrier- 
free  living  from  architecture  to  attitudes  to  housing 
to  employment  to  transportation  to  education  to  human 
and  civil  rights . 

9.  Adequately  enforce  existing  laws  and  regulations  that 
relate  to  the  handicapped,  e.g.,  P.L.  94-142;  Sec- 
tion 503  of  the  1973  Rehabilitation  Act,  P.L.  90-480, 
etc . 
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SUBPANEL  ON  MENTAL  HEALTH  OF  WOMEN 


This  report  summarizes  the  extensive  deliberations  of  the  Subpanel  on 
Women  and  highlights  the  psychological  consequences  of  sexual  inequality, 
problems  for  women  in  families  and  in  society,  and  sexism  in  mental  health 
training  and  service  delivery . 

Circumstances  and  conditions  that  society  has  come  to  accept  as  normal 
or  ordinary  lead  to  profound  unhappiness,  anguish,  and  mental  illness  in 
women.  Marriage,  family  relationships,  reproduction,  childbearing,  divorce, 
work,  and  aging  all  have  a powerful  impact  on  the  well-being  of  women. 

Since  there  is  no  scientific  evidence  to  suggest  that  women  are  innately 
more  vulnerable  to  mental  illness,  we  conclude  that  our  usual  social  in- 
stitutions have  a differential  and  more  stressful  impact  on  women.  Com- 
pounding these  ordinary  events  are  extraordinary  experiences  to  which  women 
are  also  subjected,  such  as  rape,  marital  violence,  and  incest. 

Fifty-one  percent  of  the  population  are  women.  They  are  overrepre- 
sented among  the  mentally  ill.  For  example,  for  every  100  men,  175  women 
are  hospitalized  for  depression.  For  every  100  men,  238  women  are  treated 
as  outpatients  for  depression. 

In  1975,  229  million  prescriptions  for  psychoactive  drugs  were  written. 
Eighty  percent  of  amphetamines,  67  percent  of  tranquilizers,  and  60  percent 
of  barbiturates /sedatives  prescribed  were  for  women.  It  is  not  surprising 
that  an  estimated  2 million  women  have  primary  drug  dependencies  on  pre- 
scription drugs.  An  estimated  5 million  women  are  alcohol-dependent.  When 
the  victim  of  physical  abuse  accepts  a sedative  as  a means  of  surviving 
the  brutality,  when  the  homemaker  believes  she  can  salvage  a marital  rela- 
tionship by  drinking,  we  must  rethink  our  priorities  and  our  services. 

Society  clings  to  the  myth  of  the  family  as  a haven  of  safety  and  a 
source  of  mental  health  for  women.  Yet,  the  family  is  the  most  frequent 
single  locus  for  all  kinds  of  violence  including  wife  abuse,  child  batter- 
ing, incest,  and  homicide.  Single  parents  who  are  female  know  the  stress 
of  trying  to  survive  with  their  families  in  the  face  of  limited  access  to 
educational,  vocational,  economic,  and  social  resources. 

It  has  been  estimated  that  1 percent  of  all  women  have  been  sexually 
abused  by  a father.  Incest  occurs  in  families  where  mothers  feel  powerless 
to  intervene.  If  daughters  are  to  be  protected,  they  must  find  in  their 
mothers  images  of  strength.  Daughters  must  learn  from  their  mothers  that 
they  have  the  right  to  fight  back  and  to  leave  situations  that  are  degrad- 
ing and  shameful.  Too  many  daughters  learn  from  observing  the  women 
closest  to  them  that  oppression  is  their  destiny.  Measures  which  strengthen 
the  role  of  women  in  society  and  of  mothers  within  the  family  represent 
society’s  best  preventive  mental  health  program. 

The  pervasive  cultural  biases  which  denigrate  women  are  the  same 
biases  found  in  the  training  of  mental  health  professionals,  the  organiza- 
tion and  delivery  of  mental  health  services,  and  research  about  women. 
Accepted  theories  of  personality  define  woman’s  innate  nature  as  passive. 
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dependent,  emotional,  and  childlike.  Sexist  theory  leads  to  sexist  prac- 
tice. Treatment  is  too  often  focused  on  eliminating  realistic  concerns 
about  the  quality  of  women’s  lives  and  promoting  acceptance  of  the  existing 
order. 

A high  degree  of  sex  segregation  and  stratification  characterizes  the 
existing  health  work  force.  Men  are  the  administrators,  the  policymakers, 
the  researchers,  and  the  supervisory  clinicians.  Women  are  the  patients. 
Although  there  has  been  an  explosion  of  new  information  about  women  in  the 
last  decade,  very  little  of  this  has  been  incorporated  into  training  pro- 
grams for  mental  health  service  providers . 

Although  certain  symptoms  and  categories  of  women  have  received  a 
great  deal  of  attention,  there  continues  to  be  a diverse  population  of 
women  who  are  underserved,  among  them  ethnic  and  racial  minorities,  handi- 
capped women,  and  women  in  prisons.  The  past  decade  has  seen  the  emergence 
of  creative  and  nontraditional  service  delivery  programs  for  women  by  women 
to  meet  some  of  the  unique  needs  of  inappropriately  served  and  underserved 
women.  Self-help  groups  have  provided  functioning  models  for  innovative 
training  and  service  delivery  which  can  be  integrated  with  existing  modes 
of  training  and  intervention. 

The  report  of  the  Subpanel  on  Women  contains  numerous  specific  recom- 
mendations for  action  to  address  the  mental  health  problems  identified  by 
the  deliberations  of  the  group.  This  brief  summary  only  highlights  some 
of  the  most  important  recommendations. 

The  Subpanel  recommends  the  following  to  the  President’s  Commission 
on  Mental  Health: 

1.  Set  the  eradication  of  sex  and  race  bias  in  the  men- 
tal health  training,  research,  and  service  delivery 
as  a priority. 

2.  Insure  that  women — as  policymakers,  administrators, 
providers,  researchers,  and  consiimers — are  active 
participants  at  all  levels  of  the  decisionmaking 
process  in  the  mental  health  delivery  system. 

3.  Establish  administrative  positions  with  the  respon- 
sibility for  reviewing  policies,  regulations,  and 
programmatic  decisions  for  their  impact  on  the  lives 
of  women. 

4.  Staff  such  positions  with  individuals  who  have  demon- 
strated knowledge  of,  sensitivity  to,  and  empathy 
with  women’s  issues. 

5 . Priority  should  be  given  to : 

(a)  the  examination  and  development  of  curriculum 

materials  devoted  to  the  new  psychology  of  women. 
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(b)  the  development  of  programs  for  training  a variety 
of  new  and  established  mental  health  care  providers 
in  the  psychology  of  women. 

(c)  training  programs  for  lay  caregivers  to  develop 
appropriate  listening  and  referral  skills  as  an 
important  preventative  strategy  in  the  delivery 
of  mental  health  services. 

6.  Stop  the  funding  of  programs  that  perpetuate  sex  bias 

on  the  part  of  mental  health  care  providers  that  results 
in  inappropriate  diagnosis  and  treatment  of  women. 

7.  Insure  that  all  programs  receiving  Federal  funds,  espe- 
cially training  funds,  have  demonstrated  an  active 
affirmative  action  commitment. 

8.  Develop  alternative,  nonmedical  models  such  as  crisis 
shelters  as  part  of  a comprehensive  approach  to  the 
delivery  of  mental  health  services. 

9.  Insure  that  agencies  that  fund  such  alternative  models 
give  priority  to  community- initiated  self-help  groups 
that  have  demonstrated  expertise  in  the  delivery  of 
services  designed  for  the  special  needs  of  women. 

10.  Evaluate  reimbursement  mechanisms  such  as  National 
Health  Insurance,  Medicare,  and  Medicaid  for  their 
possible  discriminatory  impact  on  women,  both  as 
providers  and  consumers . 

11.  Promote  the  concept  of  consumer  "freedom  of  choice" 

of  medical  and  nonmedical  mental  health  professionals. 

12.  Insure  that  the  data  collection  activities  of  the 
Federal  Government  are  relevant  to  women ^s  experiences. 

(a)  Review  the  data  gathering  activities  of  the 
various  agencies  and  reorganize  them  to  maximize 
their  potential  policy  impact. 

(b)  Coordinate  the  fragmented  and  incompatible  data 
gathering  efforts  of  the  various  Federal  agencies 
and  make  the  data  accessible  to  research  and 
policymaking  as  well  as  public  interest  groups. 

(c)  Provide  Federal,  State,  and  other  jurisdictions 
with  comparable  planning  and  monitoring  informa- 
tion regarding  the  appropriateness  and  equity 

of  allocated  health  and  social  services  funds. 

13.  Give  priority  to  research  that  expands  the  knowledge 
base  regarding  the  special  mental  health  needs  of 
women . 
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14.  Insure  that  all  new  research  be  designed,  conducted, 
and  staffed  with  an  awareness  of  potential  sex  and 
race  bias  in  existing  theory,  methodology,  instru- 
mentation, and  interpretation. 

15 . Evaluate  all  ongoing  programs  for : 

(a)  the  criteria  for  determining  their  target 
population. 

(b)  the  reality  of  the  assumptions  that  are  made 
about  women *s  lives. 

(c)  the  degree  to  which  program  objectives  are  re- 
lated to  women's  needs. 

(d)  the  degree  to  which  the  special  needs  of  women 
are  met  in  the  delivery  of  the  services . 

Any  carefully  conceived  strategy  for  the  prevention  of  mental  illness 
and  the  promotion  of  mental  health  must  have  as  one  of  its  basic  goals 
eradication  of  sexism  and  racism  in  the  larger  society.  The  Subpanel 
recommends  that  the  President's  Commission: 

16.  Articulate  the  damaging  effects  that  the  inability 
to  control  reproduction  has  on  mental  health. 

17.  Support  the  concept  of  reproductive  freedom  for 
women — i.e.,  insure  that  women  have  access  to  the 
means  to  control  their  reproduction,  without 
coercion. 

18.  Recommend  to  President  Carter  reconsideration  of 
his  position  on  Federal  funding  for  abortion  serv- 
ices and  to  work  with  the  Congress  to  insure  that 
all  restrictions  on  Federal  funding  for  abortion 
be  eliminated. 

19.  Endorse  the  Equal  Rights  Amendment  as  a strategy  for 
primary  prevention  and  call  on  President  Carter  as 
well  as  mental  health  professionals  to  actively  work 
for  its  passage. 

20.  To  endorse  the  International  Women's  Year  National 
Plan  of  Action  and  request  that  President  Carter  set 
implementation  of  its  recommendations  as  a priority 
for  the  Administration. 
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OVERVIEW 


INTRODUCTION 

In  opening  the  discussion  of  the  Subpanel  on  Mental  Health  of  Asian/ 
Pacific  Americans  of  the  Task  Panel  on  Special  Populations,  President's 
Commission  on  Mental  Health,  it  may  be  helpful  to  gain  a historical  per- 
spective by  first  considering  the  report  of  the  Joint  Commission  on  Men- 
tal Illness  and  Health,  Action  for  Mental  Health  (1961).  The  Joint  Com- 
mission gathered  a number  of  prominent  representatives  of  the  mental 
health  community  and  worked  for  an  extended  period  on  a comprehensive 
report  to  the  U.S.  Congress.  The  report  states  that  the  nature  of  mental 
health  is  so  complex  that  it  was  impossible  to  confront  all  of  the  issues. 
Indeed,  the  report  does  not  address  the  notion  of  "special  populations" 
or  specific  racial  minority  concerns  in  a direct  investigation.  As  most 
people  are  aware,  the  report  dealt  with  a series  of  conceptual  and  policy 
issues  at  a level  which  did  not  specifically  address  various  client  popu- 
lations. The  discussion  around  client  populations  tended  to  be  limited 
to  diagnostic  categories  and  did  not  examine  racial  minority  issues  and 
other  demographic  and  cultural  characteristics . It  is  also  important  to 
note  that  the  report  did  not  specifically  address  the  impact  of  overt  and 
institutional  racism. 

In  contrast  to  Action  for  Mental  Health,  the  Preliminary  Report  to 
the  President  from  the  President's  Commission  on  Mental  Health,  September  1, 
1977,  makes  it  plain  that  underserved  populations  and  the  impact  of  racism 
will  be  addressed.  The  scope  of  the  inquiry  as  outlined  in  the  report 
reflects  an  expanded  awareness  of  the  context  of  mental  health  concerns. 

The  recognition  by  the  President’s  Commission  on  Mental  Health  that  race 
and  other  demographic  and  personal  characteristics  are  significant  factors 
in  research,  services,  and  training  is  an  important  step  forward  in  the 
national  awareness  of  the  nature  of  mental  health.  The  recommendation 
contained  in  the  Preliminary  Report  of  the  Commission  is,  of  course,  an 
initial  recommendation  and  needs  extensive  expansion,  but  represents  an 
extraordinarily  important  message  to  the  mental  health  community,  as  well 
as  the  public  at  large,  about  how  crucial  racial  and  cultural  factors  are 
regarding  mental  health  care.  It  reads: 

The  Department  of  Health,  Education,  and  Welfare  to  give 
further  priority  to  training  (a)  minority  mental  health 
workers,  (b)  researchers  from  minority  groups,  and  (c) 
persons  serving  bicultural  and  bilingual  groups.  (p . 15) 

The  Joint  Commission  on  Mental  Illness  and  Health  was  a significantly 
different  group,  and  approached  the  subject  of  mental  health  in  a different 
way  vis-a-vis  the  President’s  Commission  on  Mental  Health.  However,  there 
were  high  expectations  in  terms  of  the  Joint  Commission’s  report  and  the 
actual  impact  it  would  have  on  mental  health  care  in  the  United  States. 
Similarly,  the  American  public  has  the  same  high  expectations  of  the 
President’s  Commission  on  Mental  Health.  In  an  effort  to  help  meet  these 
public  expectations  and  to  discharge  the  responsibilities  of  the  Asian/ 
Pacific  Subpanel,  Task  Panel  on  Special  Populations,  this  final  report 
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attempts  to  address  the  matter  of  "special  populations"  from  the  Asian/ 
Pacific  perspective.  In  the  following  sections,  the  report  will  briefly 
touch  on  the  philosophical/cultural/political  frame  of  reference  adopted 
by  the  Asian  Pacific  Subpanel.  Also,  a discussion  of  the  condition  of 
Asian  and  Pacific  Americans  (AAPA)  in  terms  of  mental  health,  the  Subpanel 
recommendations,  a statement  regarding  priorities  for  the  Asian  and  Pacific 
American  population,  and  concluding  remarks  are  presented. 

Finally,  a number  of  disclaimers  are  appropriate.  First,  as  the  Joint 
Commission  on  Mental  Illness  and  Health  stated  in  its  report,  the  subject 
of  mental  health  is  too  complex  to  adequately  address  in  a single  report. 
This  is  certainly  true  with  respect  to  the  mental  health  issues  and  con- 
cerns of  Asian  and  Pacific  American  communities.  The  amount  of  time  and 
the  resources  were  too  limited  to  produce  a comprehensive,  definitive 
statement  on  any  of  the  relevant  issues . 

Second,  the  Asian/Pacific  Subpanel  was  composed  of  a heterogeneous 
mixture  of  persons  in  the  Asian  and  Pacific  American  mental  health  com- 
munity. While  the  Subpanel  members  were  selected  by  the  Commission  largely 
for  their  representativeness  across  a number  of  selected  characteristics, 
the  Subpanel  and  subcommittee  process  was  too  limited.  The  Asian/Pacific 
Subpanel  members  felt  that  the  Commission  should  have  expanded  the  represen- 
tation. Nevertheless,  the  final  Asian/Pacific  Subpanel  report  probably 
reflects  the  interests  and  concerns  of  the  majority  of  the  Asian  and 
Pacific  American  communities  represented  in  the  Subpanel. 

Third,  in  addition  to  the  short  time  frame  and  other  limitations,  the 
overall  Task  Panel  on  Special  Populations  process  was  severely  hampered  by 
the  lack  of  a series  of  needed  Panel  meetings  which  precluded  the  extremely 
important  sharing  and  collaborative  process. 

Fourth,  it  is  the  position  of  the  Asian/Pacific  Subpanel  that  its 
contribution  was  severely  limited  due  to  the  exclusion  of  appropriate  Asian 
and  Pacific  American  representation  on  the  President’s  Commission  on  Mental 
Health  itself.  Several  Commissioners  and  Commission  staff  have  been  ex- 
tremely helpful  to  the  Asian/Pacific  Subpanel.  But  the  Subpanel  is  still 
lacking  the  articulation  and  full  representation  of  the  Asian  and  Pacific 
American  perspective.  This  point  was  made  repeatedly  in  the  Commission’s 
public  hearings  and  elsewhere. 


STATEMENT  ON  PHILOSOPHY  AND  PERSPECTIVE 

This  section  will  attempt  to  briefly  outline  the  frame  of  reference 
within  which  the  Asian/Pacific  Subpanel  addressed  the  "Charge"  and  specific 
tasks  involved  in  the  assignment  vis-a-vis  the  Task  Panel  on  Special  Popu- 
lations. As  a matter  of  fact,  this  section  is  important  because  it  pro- 
vides an  opportunity  to  raise  yet  unanswered  questions  regarding  the  nature 
of  the  Charge  to  the  Task  Panel  on  Special  Populations.  While  the  Charge 
and  the  papers  by  Dr.  Delores  Parron,  Commission  staff,  of  August  3,  1977 — 
"Task  Panel  on  Special  Populations:  Minorities,  Women,  Physically  Handi- 

capped"— address  many  basic  issues,  it  is  still  not  entirely  clear  to  the 
Asian/Pacific  Subpanel  the  exact  definition  of  "special  populations." 
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There  still  remains  a question  as  to  the  exact  criteria  employed  in  clas- 
sifying minorities,  women,  and  physically  handicapped  as  "special  popula- 
tions." The  criteria  for  defining  groups  into  the  category  of  "special 
populations"  become  further  confused  when  "European  ethnics"  are  included 
in  the  category  of  minorities.  The  question  at  this  point  is  not  whether 
a specific  group  should  or  should  not  be  included  as  a "special  popula- 
tion." Rather,  what  is  the  definition  of  a special  population  group  in 
the  first  place?  Needless  to  say,  the  Asian/Pacific  Subpanel  was  never 
totally  successful  in  resolving  this  question.  For  practical  purposes, 
the  subpanel  generally  assumed  that  the  criteria  for  being  selected  as  a 
special  population  group  had  something  to  do  with  cultural  differences, 
utilization  of  mental  health  services,  and  perceptions  of  relative  "at- 
risk"  status. 

Another  basic  question  was  the  definition  of  "mental  health"  used 
by  the  President’s  Commission  on  Mental  Health.  As  it  turns  out,  the 
Asian/Pacific  Subpanel  learned  that  the  definition  of  mental  health  was 
one  of  the  major  subjects  of  debate  and  discussion  by  the  Commission  it- 
self. Therefore,  much  of  the  responsibility  of  defining  mental  health 
rested  upon  the  Asian/Pacific  Subpanel,  as  it  did  with  other  panels  and 
subpanels.  As  will  be  illustrated  later,  the  Asian/Pacific  Subpanel  chose 
to  utilize  a broad  definition  of  mental  health  which  includes  both  the 
social  services  and  medical  arenas.  The  Asian/Pacific  Subpanel  tended  to 
perceive  mental  health  as  encompassing  a broad  territory  of  concerns  en- 
compassing many  component  "turf"  areas,  each  with  its  contributions  to  be 
made  to  the  whole.  In  fact,  the  work  of  the  various  special  population 
subpanels  will  probably  add  a great  deal  to  the  discussion  around  the 
domain  and  boundaries  in  which  mental  health  is  most  relevant. 

As  Mrs.  Rosalynn  Carter  has  pointed  out,  the  stigma  of  mental  illness 
is  one  of  the  greatest  barriers  in  terms  of  improving  mental  health  care  in 
the  United  States  (New  York  Times  Nov.  18,  1977).  Mrs.  Carter  states  that 
"cultural"  differences  sometimes  prevent  certain  minority  groups  from 
using  mental  health  services,  and  that  Asians  and  Pacific  Americans  are  one 
of  the  groups  affected  by  stigma  in  this  manner.  Dr.  Delores  Parron’s 
report  on  the  Task  Panel  on  Special  Populations  (August  3,  1977,  page  2), 
states  that  "racism  and  its  attendant  discriminatory  practices  continue." 

In  the  view  of  the  Asian/Pacific  Subpanel,  Mrs.  Carter’s  statement  on 
stigma  and  Dr.  Parron’s  statement  on  racism  are  closely  related.  That  is, 
certain  cultural  factors  and  racial  factors  are  part  of  the  same  process 
which  produces  stigma  and  racism.  At  least  in  the  case  of  Asian  and 
Pacific  Americans,  one  can  never  consider  cultural  differences  without 
comprehending  the  implications  of  being  a racial  minority,  i.e.,  Asian 
and  Pacific  American,  vis-a-vis  white  society. 

Obviously,  there  are  individuals  who  experience  multiple  indignities 
due  to  stigma.  Note,  however,  that  Asian  and  Pacific  Americans,  as  racial 
minorities,  are  part  of  the  only  class  of  persons  in  America  that  expe- 
riences racism.  The  issue  of  racism  as  an  operative  factor  throughout  the 
field  of  mental  health  in  the  United  States  must  be  emphasized.  Note  that 
the  Joint  Commission  on  Mental  Health  of  Children  also  underscored  the 
role  of  racism  (1970).  There  is,  in  the  view  of  the  Asian/Pacific  Subpanel, 
no  content  area  under  the  rubric  of  mental  health  which  is  not  affected  in 
some  way  by  racism. 
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Furthermore,  all  important  national  study  groups,  such  as  the  Presi- 
dent’s Commission  on  Mental  Health,  are  naturally  incumbent  on  a power  and 
political  process.  This  being  the  case,  it  is  essential  to  have  appro- 
priate racial  minority  representation  at  the  highest  levels  of  decision- 
making. Obviously,  the  exclusion  of  appropriate  Asian  and  Pacific  American 
representation  on  the  President’s  Commission  on  Mental  Health  (as  pointed 
out  in  Commission  hearings)  raises  questions  about  how  the  Commission  is 
confronting  the  issue  of  racism.  Only  the  most  naive  person  would  think 
that  the  content  of  mental  health  issues  is  not  affected  by  racism  or 
that  national  bodies  such  as  the  President’s  Commission  on  Mental  Health 
are  not  significantly  influenced  by  power  and  political  forces  which  will 
ultimately  have  an  impact  on  the  lives  of  Asian  and  Pacific  Amercians . 

Of  course,  the  factors  of  race,  culture,  bilingualism,  and  other 
individual  characteristics  are  strongly  affected  by  related  dynamics,  such 
as  socioeconomic  class,  sex,  age,  and  the  nature  of  the  disability.  In 
fact,  the  Asian/Pacific  Subpanel  is  still  unclear  as  to  why  the  frame  of 
reference  with  respect  to  racial  minorities  and  other  groups  within  the 
category  of  special  populations  focuses  so  much  emphasis  upon  the  individual 
characteristics  of  the  groups  within  the  special-population  category.  This 
emphasis  seems  to  overlook  the  obvious  and  equally  important  basic  societal 
issues  and  problems. 

To  illustrate  this  point,  the  Charge  for  the  Task  Panel  on  Special 
Populations  states:  "For  a set  of  complex  and  varying  reasons,  the  life 

chances  of  individuals  in  the  special  populations  have  been  compromised 
in  ways  that  have  limited  the  realization  of  their  full  potential  and 
deprive  them  of  the  opportunity  to  participate  fully  in  American  society 
in  general  and  more  specifically  in  mental  health  systems."  The  Commis- 
sion’s own  statement  is  a heavy  indictment  against  "human  rights"  in  this 
country. 

The  Asian/Pacific  Subpanel  agrees  with  the  statement.  The  question 
is,  however,  if  the  statement  is  known  to  be  true,  why  are  not  the  Task 
Panel  on  Special  Populations  and  the  President’s  Commission  on  Mental 
Health  directing  their  energies  at  solving  these  basic  societal  problems? 

Why  "study"  the  matter  any  further?  Since  it  is  agreed  that  Asian  and 
Pacific  Americans  are  deprived  of  certain  opportunities  to  participate 
fully  in  American  society,  etc.,  as  stated  in  the  Charge,  why  are  we  not 
taking  immediate  action  to  eliminate  the  systematic  causes  of  this  dep- 
rivation? Further,  it  is  stated  that  racism  continues  to  exist,  yet  a 
major  effort  on  the  part  of  the  President’s  Commission  on  Mental  Health 
does  not  appear  to  be  directed  at  eliminating  racism  in  terms  of  mental 
health.  Why? 

The  Charge  for  the  Task  Panel  on  Special  Populations  raises  a number 
of  valid  points  regarding  the  condition  of  minorities  and  other  special- 
population  categories  in  the  United  States.  These  points  constitute,  on 
their  face,  a sharp  and  deep-rooted  indictment  concerning  the  very  nature 
of  American  society.  It  is,  in  the  view  of  the  Asian/Pacific  Subpanel,  a 
matter  which  is  transparent,  something  which  reached  crisis  proportions  a 
long  time  ago  and  is  still  being  ignored.  T^Thile  President  Carter  and  the 
American  people  have  concerned  themselves  with  human  rights  around  the 
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world,  there  appears  to  be  a lack  of  appropriate  concern  about  human  rights 
related  issues  at  home. 

The  Bakke  case  concerning  "reverse  discrimination"  now  before  the 
Supreme  Court  is  just  one  of  the  many  examples  of  how  American  society  is 
being  sharply  divided  into  a class  and  caste  system  on  the  basis  of  race. 
The  President's  Commission  on  Mental  Health  ought  to  be  addressing,  as  one 
of  its  major  priorities,  why  the  United  States  can  admittedly  continue  to 
exclude  minorities  from  various  occupational  groups  (including  those  re- 
lated to  mental  health  care),  and  at  the  same  time,  support  the  dominance 
of  white  society  over  these  occupational  opportunities . What  will  the 
President's  Commission  on  Mental  Health  have  to  say  about  what  the  Presi- 
dent and  Congress,  as  well  as  other  relevant  parties,  ought  to  do  to 
correct  these  and  similar  problems? 

In  sum,  a study  focused  on  the  specific  concerns  of  the  groups  within 
the  category  of  special  populations  is  needed  and  should  be  undertaken. 
However,  the  focus  for  the  Task  Panel  on  Special  Populations  and  the 
President's  Commission  on  Mental  Health  must  simultaneously  confront  the 
basic,  causal,  societal  factors  which  produce  the  conditions  which  ad- 
versely affect  special  populations.  Unless  this  is  done,  causal  factors 
will  be  dismissed  in  favor  of  blaming  the  "victim."  Examples  of  additional 
systemic  societal  needs  include  a good  national  health  insurance  program 
(with  a full  range  of  mental  health  care,  including  prevention  programs) 
and  a good  income  maintenance  program  (the  embryonic  beginnings  of  which 
would  be  appropriate  welfare  reform  and  reorganization  of  the  welfare 
system) . 

If  the  perspective  and  frame  of  reference  of  the  Asian/Pacific  Sub- 
panel is  anywhere  near  "on  target,"  the  manner  in  which  the  President's 
Commission  on  Mental  Health  deals  with  the  above  issues  could  be  quite 
revealing  about  the  nature  of  the  President's  Commission  on  Mental  Health 
itself.  Will  the  President's  Commission  on  Mental  Health  raise  and  con- 
front the  highly  sensitive  and  ticklish  issues  around  racism  and  other 
causal  factors  in  America's  social  fabric?  Or  will  the  Commission  only 
deal  with  relatively  superficial  reforms? 

Finally,  at  least  in  the  eyes  of  the  Asian/Pacific  Subpanel,  the  real 
intent  and  credibility  of  the  President's  Commission  on  Mental  Health  will 
be  the  final  report  that  it  produces  and  the  attendant  actions  that  it 
takes.  It  is  the  hope  of  the  Asian/Pacific  Subpanel  that  the  President's 
Commission  on  Mental  Health  will  assume  a frame  of  reference  and  perspec- 
tive regarding  Asian  and  Pacific  Americans  (and  perhaps  other  categories 
with  special  populations)  as  outlined  by  the  Asian/Pacific  Subpanel.  The 
extent  to  which  the  President's  Commission  on  Mental  Health  is  able  to 
support  this  frame  of  reference  with  respect  to  national  mental  health 
issues  will  be  of  great  interest  to  the  Asian/Pacific  Subpanel. 


STATEMENT  ON  THE  CONDITION  OF  ASIAN  AND  PACIFIC 
AMERICANS  IN  TERMS  OF  MENTAL  HEALTH 

This  section  is  a brief  statement  on  the  status  of  Asian  and  Pacific 
Americans  vis-a-vis  mental  health  issues . The  following  section  on 


S/POPS  51 


781 


recommendations  from  the  Asian/Pacific  Subpanel  addresses  the  major  con- 
cerns in  relation  to  selected  content  areas.  Therefore,  this  section  will 
touch  on  the  more  general  points  of  interest  in  outlining  the  current  condi- 
tion of  Asian  and  Pacific  American  people  in  terms  of  mental  health.  Note 
that  this  topic  could  only  be  addressed  in  terms  of  existing  information. 

The  Asian/Pacific  Subpanel  group  did  not  conduct  new  research  in  terms  of 
gathering  information  regarding  the  Asian  and  Pacific  American  population 
of  approximately  2 to  3 million  in  the  United  States  with  regard  to  mental 
health  (Sue  & Wagner  1973;  Sue  & Kitano  1973)  . 

Since  the  first  group  of  Asian  and  Pacific  American  immigrants  began 
coming  to  the  United  States  about  1850,  the  trend  has  been  toward  a larger 
population  of  Asian  and  Pacific  Americans,  as  well  as  an  increasing  number 
of  various  Asian  and  Pacific  American  subgroups  (Kim  & Kim  1977)  . This 
rapid  increase  in  the  Asian  and  Pacific  American  populations,  particularly 
since  1965  (and  not  accurately  reflected  in  the  decennial  census) , has 
created  a fluid,  rapidly  changing  mixture  of  people  under  the  Asian  and 
Pacific  American  rubric.  In  the  first  hundred  years  of  Asian  and  Pacific 
American  immigration  to  the  Unites  States,  the  newcomers  were  primarily 
Chinese,  Japanese,  and  Filipinos.  However,  in  the  past  10  years,  espe- 
cially, there  has  been  a dramatic  increase  in  other  groups  including 
Koreans,  Filipinos,  Samoans,  Guamanians,  East  Indians,  and  Indo-Chinese 
(Owan  1975)  . 

To  illustrate  the  increase  in  AAPA  population,  Owan  estimates  that  by 
1980,  AAPA^s  in  the  United  States  will  exceed  3 million.  This  figure  is 
even  more  impressive  when  one  notes  that  the  total  AAPA  population  in  1970 
was  reported  to  be  1.5  million,  or  only  half  of  what  it  will  be  in  1980. 

In  California  the  effects  of  the  population  trends  are  even  more  striking 
due  to  the  large  number  of  new  immigrants  to  the  State  from  Asia  and  the 
Pacific  Islands.  A report  for  Lieutenant  Governor  Mervyn  Dymally  on 
California’s  minority  populations  estimates  that  by  1990,  minorities  will 
comprise  60  percent  of  the  State  population,  or  nearly  20  million  persons. 
AAPA’s  will  constitute  a substantial  proportion  of  the  projected  minority 
population  if  present  trends  continue.  For  example,  since  1970,  the  Korean 
population  has  gone  from  17,000  to  150,000;  the  Filipino  population  has 
gone  from  135,000  to  300,000;  the  Chinese  population  has  gone  from  170,000 
to  300,000;  the  Japanese  population  has  gone  from  213,000  to  350,000;  the 
East  Indian  population  has  gone  from  13,000  to  30,000;  and  the  Vietnamese, 
Samoan,  and  Guamanian  populations  have  gone  from  an  unknown  number  in  1970 
to  a collective  population  in  1977  of  160,000  in  California. 

The  rapid  increase  in  new  Asian  and  Pacific  American  immigrants  from 
a variety  of  countries  has  created  marked  differences  between  the  old  and 
new  Asian  and  Pacific  Americans . Some  Asian  and  Pacific  American  families 
have  resided  in  the  United  States  for  three  or  four  generations,  while 
there  are,  by  contrast,  great  numbers  of  new  immigrants  who  have  only 
been  in  the  United  States  for  a few  years.  Thus,  what  is  known  about  the 
Asian  and  Pacific  American  communities  through  earlier  research  projects 
may  not  apply  to  the  more  recent  immigrant  groups.  Research,  services, 
and  training  efforts  in  the  mental  health  area  will  also  have  to  recognize 
that  the  various  populations  to  be  studied,  served,  or  trained  are  chang- 
ing. In  addition,  while  the  Asian  and  Pacific  American  populations  are 
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undergoing  change  due  to  immigration,  relatively  little  within  the  various 
Asian  and  Pacific  American  cultures  adds  to  the  homogeneity  between  the 
old  and  the  new  groups.  The  Asian  and  Pacific  American  populations  are 
generally  becoming  more  heterogeneous  as  new  immigrants  change  the  composi- 
tion of  the  total  Asian  and  Pacific  American  population.  For  example,  new 
immigrants  from  China  may  have  less  in  common  with  the  Chinese  immigrants 
who  had  arrived  in  the  United  States  several  generations  earlier.  This  of 
course,  is  due  in  part  to  the  relative  degree  of  acculturation,  the  course 
of  international  relations,  immigration  from  different  parts  of  the  same 
country,  and  the  impact  that  present-day  immigration  has  upon  newly  immi- 
grated AAPA  families  in  the  United  States. 

Having  commented  briefly  on  the  nature  of  the  AAPA  population,  the 
discussion  will  now  turn  to  mental  health  issues.  A number  of  National 
Institute  of  Mental  Health  (NIMH)  funded  projects  are  worth  noting  at 
this  point  because  they  have  helped  to  develop  information  regarding  re- 
search, services,  and  training  in  Asian  and  Pacific  American  communities. 
These  organizations  include  the  Pacific  Asian  Coalition  (PAC) , which  is 
the  Asian  and  Pacific  American  coalition  for  mental  health  and  other  human 
services,  the  only  one  of  its  kind  with  a national  scope.  PAC  is  a na- 
tional AAPA  mental  health  coalition  with  regional  groups  across  the  United 
States  and  headquarters  in  San  Jose,  California.  Second,  the  Asian  Ameri- 
can Community  Mental  Health  Training  Center  (in  Los  Angeles) , the  San 
Francisco  Bay  Area  Asian  American  Mental  Health  Training  Center,  and  the 
Sacramento  Asian  American  Training  Center  are  separate  programs  which 
provide  mental  health  training  in  the  Asian  and  Pacific  American  communi- 
ties. Third,  there  is  the  Asian  American  Mental  Health  Research  Center, 
based  in  Chicago.  There  are,  of  course,  a number  of  other  mental-health- 
related  projects  in  Asian  and  Pacific  American  communities  which  are 
funded  by  other  sources  than  NIMH.  One  example  is  the  Pacific  Asian 
Elderly  Research  Project  in  Los  Angeles,  funded  by  the  Federal  Adminis- 
tration on  Aging. 

The  collective  experience  from  these  and  other  projects  has  tended 
to  indicate  that  Asian  and  Pacific  American  people  want  a variety  of 
choices  when  seeking  mental  health  services . In  this  array  of  alterna- 
tives, it  seems  that  most  Asian  and  Pacific  American  people  initially 
prefer  to  utilize  indigenous  community  workers  and  natural  community 
"caretakers.”  These  caretakers  may  include  ministers,  relatives,  promi- 
nent community  members,  and  family  physicians.  Very  often  mental  health 
care  is  provided  via  Asian  and  Pacific  American  primary  care  physicians 
and  other  health  care  professionals.  In  many  cases,  Asian  and  Pacific 
American  people  choose  not  to  seek  professional  mental  health  care 
directly,  except  in  the  most  extreme  circumstances.  In  these  crisis 
situations,  it  appears  that  most  Asian  and  Pacific  American  people  would 
prefer  bilingual/bicultural  staff  who  are  oriented  toward  serving  clients 
with  the  same  background.  Bilingual/bicultural  factors  certainly  seem 
to  be  a very  positive  part  of  overcoming  some  of  the  traditional  patterns 
of  "underutilization"  common  in  "mainstream"  mental  health  services  avail- 
able to  Asian  and  Pacific  Americans.  Bilingual/bicultural  services  tend 
to  reduce  barriers  to  accessibility  of  services  and  stigma  attached  to 
seeking  services . 


S/POPS  53 


783 


Recently,  a variety  of  local  AAPA  mental  health  service  projects  have 
been  emerging  with  focus  specifically  on  the  bilingual/bicultural  aspects 
of  service  delivery  to  Asian  and  Pacific  American  clients . Examples  of  the 
services  include  the  Asian  Counseling  and  Referral  Service,  Seattle;  the 
Richmond  Maxi-Center  Community  Mental  Health  Program,  San  Francisco;  the 
Chinatown  Mental  Health  Team,  Northeast  Community  Mental  Health  Center, 

San  Francisco;  the  Korean  American  Mental  Health  Service  Center,  Los 
Angeles;  the  Los  Angeles  County  Indo-Chinese  Social  Service  Demonstration 
Project,  Los  Angeles;  and  the  Asian  American  Mental  Health  Clinic,  Los 
Angeles  County  Department  of  Health  Services,  Los  Angeles.  In  these  var- 
ious bilingual/bicultural  service  programs,  it  often  appears  that  certain 
cultural  factors,  e.g.,  family  ties,  are  important  mechanisms  that  rein- 
force positive  mental  health,  normal  functioning,  and  prevention  of  mental 
health  problems.  On  the  other  hand,  a variety  of  cultural  factors,  often 
specific  to  the  particular  Asian  and  Pacific  American  subgroup,  make  a 
"mainstream"  mental  health  service  program  relatively  ineffective.  Studies 
have  indicated  that  Asian  and  Pacific  American  clients  will  drop  out  of  a 
treatment  program  very  rapidly  unless  they  feel  that  they  are  receiving 
relevant  care  (Sue  1977) . Relevant,  culturally  sensitive  mental  health 
care  for  Asian  and  Pacific  Americans  (as  is  true  with  other  minority 
groups)  is  more  difficult  to  obtain  due  to  a "dual  system"  of  mental  health 
care.  This  dual  system  often  means  that  racial  minority  groups  and  those 
who  cannot  afford  to  pay  for  private  mental  health  care  have  very  few  men- 
tal health  service  alternatives.  Those  few  alternatives  are  often  of  the 
poorest  quality  (Fiman  1975;  Chu  & Trotter  1974;  Gilbert  1972).  Yet  others 
who  tend  to  be  more  affluent  receive  what  is  generally  considered  to  be 
better  quality  care  and  have  access  to  more  service  alternatives . 

The  rate  of  mental  illness  among  Asian  and  Pacific  Americans  is  diffi- 
cult to  analyze,  particularly  across  all  of  the  individual  Asian  and  Pacific 
American  groups,  due  to  lack  of  sufficient  data.  At  one  time,  it  appeared 
that  Asian  and  Pacific  Americans  historically  underutilized  "mainstream" 
mental  health  services.  While  this  may  still  be  essentially  correct  (with 
some  notable  exceptions,  e.g.,  Chinese  in  State  hospitals),  more  Asian  and 
Pacific  Americans  are  currently  seeking  mental  health  care  through  an 
expanding  network  of  Asian  and  Pacific  American  community  focused  mental 
health  and  related  programs.  Part  of  the  reason  for  the  expansion  in  the 
number  of  Asian  and  Pacific  American  focused  mental  health  programs  is  due 
to  the  NIMH  funding  of  Asian  and  Pacific  American  training  projects,  as 
well  as  the  influx  of  Asian  and  Pacific  American  foreign  medical  graduates 
(FMG^s)  and  new  immigrants  with  mental  health  training.  Still,  there  are 
insufficient  training  sources  and  service  programs  to  really  serve  the 
needs  of  the  Asian  and  Pacific  American  communities.  This  includes  serv- 
ices dealing  with  drug  abuse,  alcoholism,  and  physical  and  developmental 
disabilities . 

The  foreign  medical  graduates,  many  of  whom  are  Asian  and  Pacific 
American,  constitute  a very  complex  issue  in  terms  of  Asian  and  Pacific 
Americans  and  mental  health  care  (Wong  1977;  Sata  1977).  On  one  hand, 

Asian  and  Pacific  American  foreign  medical  graduates  have  constituted  a 
major  source  of  medical  personnel  for  State  hospitals  and  various  other 
public  mental  health  facilities  throughout  the  country.  Yet  it  appears 
that  Public  Law  94-484  will  make  it  virtually  impossible  for  foreign 
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medical  graduates  to  continue  practicing  in  the  United  States.  This  will 
tend  to  reduce  the  number  of  medical  personnel  in  the  already  beleaguered 
State  hospital  systems  across  the  United  States.  Foreign  medical  graduates 
who  are  from  Asian  and  Pacific  Island  countries  constitute  the  largest 
proportion  of  FMG’s  in  the  United  States.  These  Asian  and  Pacific  Island 
born  foreign. medical  graduates  and  American  born  and  trained  AAPA  mental 
health  personnel  are  obviously  not  the  same  people.  But  together  they 
constitute  a potentially  relatively  rich  resource  of  mental  health  care 
personnel  for  Asian  and  Pacific  American  communities. 

However,  the  personnel  picture  is  complex.  Some  Asian  and  Pacific 
American  subgroups  may  have  a relatively  high  number  of  mental  health 
professionals  in  their  group  while  other  subgroups  may  not.  But  these 
professionals  may  be  foreign  medical  graduates  who  are  employed  in  geo- 
graphical areas  or  in  settings  in  which  Asian  and  Pacific  American  clients 
are  seldom  served.  Thus  it  should  be  emphasized  that  most  Asian  and  Pacific 
American  subgroups  have  relatively  few  mental  health  professionals  (and 
other  related  personnel)  who  are  actually  available  to  provide  bilingual/ 
bicultural  services  to  their  respective  communities.  This  is  especially 
true  among  native  Hawaiians,  Filipinos,  Samoans,  Guamanians,  Indo-Chinese, 
Koreans,  and  the  newer  immigrant  groups. 

The  stereotype  of  Asian  and  Pacific  Americans  as  the  "model  minority" 
has  hindered  the  realization  that  many  Asian  and  Pacific  subgroups  have 
few  bilingual/bicultural  mental  health  personnel  with  the  same  background. 
Also,  for  various  reasons,  AAPA*s  constitute  "at-risk"  groups  whose  needs 
have  been  largely  unattended.  For  example,  obvious  "at-risk"  groups  with- 
in the  Asian  and  Pacific  American  populations  include:  (1)  Indo-Chinese 

"refugees";  (2)  American  servicemen’s  wives  who  are  from  Asian  and  Pacific 
countries;  (3)  recent  immigrants,  especially  the  elderly  and  children; 

(4)  people  from  areas  undergoing  rapid  cultural  change,  e.g.,  parts  of 
Hawaii,  Samoa,  Micronesia,  and  other  parts  of  the  Trust  Territories;  and 

(5)  individuals  with  multiple  problems,  e.g.,  physical  and  developmental 
disabilities  concurrent  with  specific  mental  health  care  needs. 

Finally,  the  future  outlook  for  status  of  mental  health  among  Asian 
and  Pacific  Americans  may  depend  largely  upon  how  the  United  States  deals 
with  the  problems  of:  (1)  new  immigrants  from  Asian  and  Pacific  countries; 

(2)  the  Indo-Chinese  populations;  (3)  the  impact  of  racism  upon  the  de- 
livery of  mental  health  services;  (4)  the  creation  of  new,  culturally  sensi- 
tive and  effective  mental  health  service,  training,  and  research  programs; 
and  (5)  the  extent  to  which  AAPA  communities  can  amass  political  power  to 
have  influence  over  elected  political  officials,  public  agencies,  and 
other  institutions. 
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RECOMMENDATIONS  TO  THE  COMMISSION 


An  Introductory  Note 

It  should  be  noted  that  the  recommendations  are  not  listed  in  order 
of  priority.  The  Asian/Pacific  Subpanel  quite  simply  chose  to  present  the 
recommendations  in  block.  The  reason  is  that  there  was  not  the  opportunity 
to  sufficiently  discuss  these  recommendations  by  the  Asian/Pacific  Subpanel 
to  appropriately  come  to  agreement  on  a system  of  priorities.  Also,  the 
Subpanel  members  thought  that  most  of  the  recommendations  were  so  inter- 
related that  a system  of  priorities  was  not  appropriate. 

While  the  recommendations  have  background  documentation,  the  support- 
ing data  are  sometimes  scanty  because  extensive  research  information  does 
not  exist.  This  general  absence  of  sufficient  information  concerning  AAPA’s 
is  an  obvious  reason  for  more  research. 

I.  SOCIAL  POLICY  ISSUES^ 

Asian  and  Pacific  Americans  are  one  of  the  most  complex,  diverse,  and 
misunderstood  minority  groups  in  the  United  States.  Asian  and  Pacific 
Americans  include  Chinese,  Japanese,  Koreans,  Filipinos,  East  Indians, 
Pakistanis,  Thais,  Hawaiians,  Guamanians,  and  Samoans  from  the  United 
States  Trust  Territories  in  the  Pacific;  and  Cambodians,  Vietnamese,  and 
other  Indo-Chinese  "refugees."  Thus  the  group  consists  of  over  2 million 
people  who  now  live  in  this  country  and  who  are  victims  of  many  of  the 
same  social,  economic,  and  political  inequities  that  have  victimized 
Blacks,  Hispanics,  and  Native  Americans. 

There  is  a widespread  belief  that  Asian  and  Pacific  Americans  do  not 
suffer  the  discrimination  and  disadvantages  associated  with  other  minority 
groups.  The  fact  is  that  in  spite  of  recent  efforts  to  promote  civil 
rights  and  equal  opportunities  for  ethnic  minorities  in  the  United  States, 
Asian  and  Pacific  Americans  have  been  largely  neglected  and  ignored  by 
governmental  agencies,  educational  institutions,  private  corporations,  and 
other  sectors  of  society.  Immigration  policy  is  an  example. 

These  recommendations  attempt  to  highlight  the  many  complex  problems 
faced  by  Asian  and  Pacific  Americans  which  are  affecting  their  mental 
health.  Further,  these  problems  are  eroding  their  cultural  and  family 
systems,  the  main  tenets  of  their  social  support  and  survival  in  this 


The  foci  of  these  recommendations  are  those  broad  societal  institu- 
tions and  problems  that  tend  to  crosscut  the  narrower  topics  of  service 
delivery,  personnel  and  training,  and  research.  Note,  however,  that  some 
of  the  recommendations  are  not  entirely  mutually  exclusive.  In  a few 
Instances,  there  are  cases  of  partial  "constructive  duplication"  of  the 
Social  Policy  recommendations  and  other  content  areas.  These  recommenda- 
tions are  organized  around  selected  issues. 
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country.  It  is  hoped  that  the  President’s  Coiranission  on  Mental  Health  will 
read  these  recommendations  thoroughly  and  will  provide  a sensitive  and 
concerned  response. 

Social  problems  are  frequently  the  consequence  of  institutional  racism, 
discrimination,  and  colonialism  insofar  as  they  fail  to  recognize  the 
unique  characteristics  of  the  Asian  and  Pacific  Americans  (language,  cul- 
tural values,  traditions,  family  and  community  supports,  etc.).  Most  pub- 
lic policies  which  blatantly  ignore  Asian  and  Pacific  Americans  in  terms 
of  their  unique  features  are  expressions  of  racism,  colonialism,  and 
discrimination . 

The  most  pervasive  mental  health  problem  confronting  Asian  and  Pacific 
Americans  is  racism.  The  effects  of  racism  (e.g.,  colonialism  and  institu- 
tional racism)  are  viewed  as  being  highly  detrimental  to  the  mental  health 
of  Asian  and  Pacific  Americans.  Racism  adversely  affects  the  emotional 
and  psychological  well-being  of  Asian  and  Pacific  Americans,  and  it  often 
restricts  the  resources  (e.g.,  economic  and  services)  available  to  them. 
Racism  is  manifested  in  discriminatory  acts  which  often  have  a damaging 
psychological  impact  on  Asian  and  Pacific  Americans . These  acts  have 
frequently  been  codified  in  discriminatory  legislation,  which  clearly 
violates  human  rights  (Owan  1975) . Racism  is  also  manifested  in  deroga- 
tory stereotyping  of  Asian  and  Pacific  Americans  as  something  less  than 
"American.”  Such  stigma  has  followed  Asian  and  Pacific  Americans  over 
the  years,  often  producing  a sense  of  inferiority  and  second-class  citi- 
zenship. Institutional  racism  further  operates  in  the  mental  health 
delivery  system  to  ignore  the  distinct  and  diverse  mental  health  needs 
of  the  Asian  and  Pacific  Americans  and  to  restrict  opportunities  to  enter 
the  mental  health  professions.  The  Subpanel  recommends: 

1.  That  existing  and  proposed  mental  health  policies  con- 
tain specific  provisions  which  acknowledge  the  unique 
cultures,  languages,  and  lifestyles  (including  immi- 
gration experience)  of  the  Asian  and  Pacific  Ameri- 
cans. The  Subpanel  further  recommends  support  of 
those  policies  which  recognize  and  reflect  sensitivity 
to  the  cultural,  racial,  and  ethnic  differences  of 
the  Asian  and  Pacific  Americans  (e.g.,  bilingual/ 
bicultural  education  and  affirmative  action  programs) . 

Many  mental  health  problems  may  be  prevented  and  ameliorated  with  the 
elimination  of  poverty.  The  U.S.  economic  system  and  its  inequities 
create  many  societal  problems.  Mental  health  problems  are  among  the  social 
ills  which  are  adversely  affected  by  poverty,  lack  of  opportunity,  and 
alienation  (Brenner  1977).  The  subpanel  therefore  recommends: 

2.  That  the  President  and  Congress  quickly  enact  an 
income  maintenance  program  which  will  ensure  every 
person  in  the  United  States  appropriate  economic 
security,  and  will  promote  family  solidarity  and 
an  opportunity  for  capacity  building. 

From  a realistic  viewpoint,  the  AAPA  communities  will  continue  to 
exist  for  many  reasons  and  for  many  years  to  come.  There  has  been  a 
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phenomenal  rise  in  AAPA  populations  in  this  country  because  of  the  in- 
creased immigration  in  the  past  several  years.  By  1995,  it  is  projected 
that  AAPA  populations  will  rise  to  over  3 million.  Mental  health  resources 
have  been  underutilized  by  AAPA’s  and  the  demand  for  appropriate  and  effec- 
tive psychiatric  services  will  not  be  satisfied  for  a long  time  without 
more  AAPA  psychiatrists  and  other  trained  personnel  (Wong  1977)  . 

Due  to  the  passage  of  the  Health  Professions  Educational  Assistance 
Act  of  1976  (P.L.  94-484),  which  went  into  effect  on  January  10,  1977, 
foreign  medical  graduates  (FMG*s)  will  have  to  limit  their  stay  in  the 
United  States  to  2 years  and  all  exchange  visitors  must  return  home  for 
2 years  before  applying  for  permanent  resident  status.  It  is  absurd  and 
impossible  for  FMG’s  to  complete  a regular  3-  to  5-year  psychiatric  resi- 
dency training  program  in  2 years.  Over  70  percent  of  all  FMG*s  were 
Asians,  according  to  a 1972  Health,  Education,  and  Welfare  publication, 
and  the  majority  of  Asian  psychiatrists  in  this  country  are  FMG’s.  In 
order  to  render  appropriate  professional  care  for  AAPA  populations,  bi- 
lingual and  bicultural,  well-educated,  and  trained  FMG’s  from  Asian  coun- 
tries and  Pacific  islands  are  desperately  needed.  More  will  be  needed  in 
the  future.  The  Subpanel  urges  strongly: 

3.  Repeal  of  Public  Law  94-484  because  sections  of  it 
are  considered  racist  and  discriminatory. 

The  recent  experience  of  Indo-Chinese  refugees  has  heightened  the 
awareness  of  the  difficulties  experienced  by  all  immigrants  and  refugees 
coming  to  the  United  States.  Pending  legislation  proposes  the  withholding 
of  basic  benefits  for  an  interim  period.  Such  legislation  would  severely 
restrict  the  resources  available  to  immigrant  groups  at  a point  in  their 
transition  into  the  United  States  when  they  are  most  vulnerable  to  socio- 
economic uncertainties  (Munoz  1976) . The  subpanel  recommends  as  a protec- 
tive measure: 

4.  That  immigrants  and  refugees  coming  to  the  United 
States  should  be  allowed  the  same  basic  benefits  as 
American  citizens.  Immigration  laws  should  provide 
equity,  efficiency,  and  dignity  to  those  wanting  to 
enter  the  United  States. 

The  Health  Task  Force  of  the  Pacific/Asian  Coalition  reported  (1977) 
that  "...  different  language  needs  should  be  taken  into  consideration 
so  as  to  insure  the  maximum  utilization  of  the  program  by  non-English 
speaking  populations,  including  the  different  ethnic  languages  of  Asian 
Americans."  The  availability  of  mental  health  personnel  whose  language 
and  cultural  heritage  are  similar  to  the  client’s  is  obviously  very  signif- 
icant. The  failure  to  utilize  bilingual/bicultural  staff  in  a centralized 
relationship  results  in  a disruptive  process  that  seriously  contributes  to 
the  Third  World  client’s  inability  to  form  a positive  and  continuous  attach- 
ment to  the  therapeutic  relationship  (Miranda  and  Kitano,  p.  42).  The 
Subpanel  recommends : 

5.  That  the  rights  of  Asian  and  Pacific  American  pa- 
tients in  health  and  mental  health  settings  be  duly 
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recognized,  particularly  as  they  relate  to  their 
unique  cultural,  linguistic  characteristics  and 
historical/life  experiences. 

The  character  of  mental  health  services  in  this  country  has  been 
largely  determined  by  white,  middle-class  standards  and  values.  Mental 
health  service  delivery  systems  have  failed  to  respond  to  minority  groups 
(Asian  and  Pacific  Americans,  Blacks,  Hispanics,  and  Native  Americans). 

In  view  of  this  situation,  support  for  the  bill  introduced  by  Senator 
Daniel  Inouye  calling  for  the  establishment  of  a Division  for  Minority 
Group  Mental  Health  Programs  is  recommended  with  the  following  suggested 
modifications : 

6.  The  enactment  of  a bill  to  establish  a Division  for 
Minority  Group  Mental  Health  Programs  to  include 
Asian  and  Pacific  Americans,  Blacks,  Hispanics,  and 
Native  Americans  as  per  Senator  Inouye's  bill  (S.  2373). 

The  addition  of  item  6 under  section  232  (b)  to  read: 
"Support  other  research  studies  which  have  applica- 
tion for  practice,  program  design,  service  delivery, 
and  preventive  interventions." 

In  (c)  omitting  "non-profit"  and  adding  "State  and 
local  governmental  and  non-governmental  agencies." 

Thus  (c)  would  read:  "The  Secretary,  acting  through 

the  Division,  may  carry  out  the  provisions  of  sub- 
section (b)  by  making  grants  to,  or  entering  into 
contracts  with  State  and  local  governmental  and 
non-governmental  agencies . " 

Resources  and  funding  have  been  allocated  without  the  consideration 
of  Asian  and  Pacific  American  mental  and  physical  health  needs.  This 
situation  was  due  to  neglect  of  input  and  involvement  of  Asian  and  Pacific 
Americans  in  the  decisionmaking  process,  for  example,  the  absence  of  Asian 
and  Pacific  American  participation  on  the  National  Advisory  Mental  Health 
Council  and  the  President’s  Commission  on  Mental  Health.  The  Subpanel 
recommends : 

7.  That  Asian  and  Pacific  Americans  be  appointed  to  serve 
on  the  National  Advisory  Mental  Health  Council,  NIMH, 
and  all  other  Federal,  State,  and  local  governmental 
boards,  review  committees,  commissions,  councils,  and 
policymaking  bodies,  and  especially  where  substantial 
numbers  of  Asian  and  Pacific  Americans  are  effected. 

As  a case  in  point,  Asian  and  Pacific  Americans  must 
be  appointed  to  local  and  statewide  advisory  bodies 

of  the  Health  Systems  Agencies  (P.L.  93-641)  for  in- 
volvement in  planning,  decisionmaking,  and  review 
approval  (e.g.,  allocation  of  314-D  funds  and  issu- 
ances of  certificates  of  need) . 

The  current  mental  health  resources  and  funding  also  have  not  taken 
into  consideration  the  mental  health  needs  of  the  Asian  and  Pacific 
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American  with  developmental  needs.  This  situation  is  due,  in  part,  to  the 
lack  of  representation  and  input  by  Asian  and  Pacific  Americans  in  key 
areas  of  decisionmaking.  Presently,  there  are  an  inadequate  number  of 
Asian  and  Pacific  American  representatives  who  are  sensitive,  aware,  and 
informed  about  Asian  and  Pacific  Americans  with  developmental  needs  in  the 
mental  health  and  developmental  disabilities  agencies’  top  management, 
administration,  and  program  planning  functions  at  the  national  level. 

The  entire  rehabilitation  process  is  dependent  upon  appropriate  re- 
sources within  the  existing  institutions  and  within  the  community.  Very 
few  rehabilitation  facilities  throughout  the  Nation  specialize  in  serving 
the  Asian  and  Pacific  American  with  developmental  needs.  There  exist  even 
fewer  facilities  and  agencies  that  can  deal  with  the  bilingual  and  bicul- 
tural  diversity  within  the  Asian  and  Pacific  American  populations.  The 
Subpanel  recommends : 

8.  That  Asian  and  Pacific  Americans  be  appointed  to 
serve  on  bodies  such  as  the  President’s  Commission 
on  Mental  Health,  the  President’s  Commission  on 
Mental  Retardation,  the  National  Advisory  Council 
on  Development ally  Disabled,  and  all  other  Federal, 

State,  and  local  policymaking  bodies  which  affect 
Asian  and  Pacific  Americans  with  developmental 
needs . 

9.  That  Federal  and  State  funds  be  specifically  allo- 
cated for  the  development  and  support  of  bilingual 
and  bicultural  rehabilitation  programs  that  serve 
the  Asian  and  Pacific  Americans  with  developmental 
needs. 


II.  ISSUE;  DELIVERY  OF  MENTAL  HEALTH  SERVICES  TO 
ASIAN/PACIFIC  AMERICANS 

The  service  delivery  recommendations  cover  a range  of  issues  from 
citizen/consumer  concerns  to  the  need  for  culturally  sensitive  service 
programs.  These  recommendations  are  organized  around  service  delivery 
problem  areas — from  underutilization  of  services  and  catchment  areas  to 
the  participation  of  Asian  and  Pacific  Americans  in  the  planning  and 
decisionmaking  concerning  the  services  that  affect  them. 


Underutilization  of  Services 


Studies  show  that  Asian  and  Pacific  Americans  (AAPA)  tend  to  be  brought 
to  the  attention  of  mental  health  services  and  services  for  the  develop- 
mentally  disabled  only  at  the  point  of  acute  breakdown  or  crisis.  For 
example,  in  Sue’s  study  of  greater  Seattle,  Asians  were  found  to  have  a 
far  higher  proportion  of  the  diagnosis  of  ’’psychosis”  than  any  other  group. 
Of  Asian  and  Pacific  American  patients,  22.4  percent  were  diagnosed  as 
’’psychotic”  compared  to  12.7  percent  of  white  patients,  17.6  percent  of 
Native  American  patients,  13.8  of  Black  patients,  and  14.5  percent  of 
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Chicano  patients  (Sue  1977) . Berk  and  Hirata  (1973)  reported  that  Chinese 
Americans  have  been  admitted  to  State  mental  hospitals  in  California  at  a 
rate  greater  than  that  for  the  general  population  for  the  100-year  period 
1855-1955.  Brown  et  al.  (1973),  in  comparing  a sample  of  Chinese  patients 
with  a randomly  selected  control  group,  found  that  while  the  Chinese  were 
less  likely  to  utilize  existing  mental  health  services,  those  who  did 
tended  to  be  more  disturbed  than  Caucasian  patients. 

In  terms  of  comparative  rates  of  utilization,  in  Sue’s  study  of  17 
community  mental  health  centers  in  the  greater  Seattle  area,  over  a 3-year 
period,  although  AAPA’s  were  2.4  percent  of  the  population,  they  repre- 
sented only  .7  percent  of  the  patient  population  (Sue  & McKinney  1975) . 

In  Los  Angeles  County,  which  has  the  largest  concentration  of  Asian  and 
Pacific  Americans,  their  admission  rate  to  its  mental  health  services  in 
1971  was  .9  percent  of  the  patient  population,  although  their  representa- 
tion in  the  County  was  close  to  4 percent  (Hatanaka  et  al.  1975).  A report 
of  the  San  Francisco  Community  Mental  Health  Services  (1977)  program  shows 
that  for  the  7-month  period  July  1976- January  1977,  in  its  Northeast  Men- 
tal Health  Center,  which  includes  Chinatown,  although  the  Chinese  make  up 
29  percent  of  the  catchment  area  population,  they  constituted  only  10 
percent  of  the  patients  served.  For  the  city  as  a whole,  although  the 
Chinese  are  close  to  10  percent  of  the  population,  they  make  up  only  2 
percent  of  the  patients  served. 

Huang  and  Grachow  report  that  there  appears  to  be  a consistent  pat- 
tern of  Asian  Americans  doctoring  themselves,  using  folk  remedies  or  re- 
sorting to  traditional  modes  of  treatment  such  as  acupuncture,  and  seeking 
the  services  of  a physician  only  when  they  experience  an  acute  episode  of 
illness  and  then  only  for  immediate  relief  of  symptoms  (Huang  & Grachow 
1974).  Whatever  the  source  of  care,  the  number  of  Asian  and  Pacific  Ameri- 
cans utilizing  available  health  resources  for  preventive  care  is  extremely 
low.  For  example,  the  Asian  American  Field  Study  (1974)  indicated  that, 
among  all  the  Chinese  surveyed,  more  than  20  percent  of  the  children  and 
about  one-half  of  the  adults  had  never  had  an  eye  or  dental  examination. 
Moreover,  23  percent  of  the  adults  had  never  had  a physical  examination 
during  the  period  1965  to  1973  when  the  survey  was  conducted.  In  a study 
of  the  Chinese  community  in  Boston,  Li  (1972)  reports  that  61  percent  of 
a sample  of  Chinese  did  not  have  a private  or  clinic  physician.  Breslow 
and  Klein  (1971) , in  a California  study  on  the  utilization  of  services  by 
Chinese  Americans  and  other  minorities,  reported  that  only  65  percent  (the 
lowest  of  all  groups)  of  Chinese  Americans  had  a regular  doctor.  Consis- 
tent with  these  findings  is  the  report  of  the  White  House  Conference  on 
Aging  (1972)  of  a study  which  showed  that  34  percent  of  the  Asian  and 
Pacific  American  aged  who  were  interviewed  had  never  had  a medical  or 
dental  examination. 

It  is  therefore  clear  that  there  is  a serious  need  for  programs  of 
prevention  and  early  detection  of  illness  among  Asian  and  Pacific  Ameri- 
cans, particularly  among  the  elderly  and  new  AAPA  immigrants.  Part  of 
the  problem  is  their  lack  of  familiarity  with  the  health  care  system. 

The  safety,  shared  experiences,  and  common  language  within  an  ethnic  com- 
munity tend  to  inhibit  the  elderly  Asian  and  the  new  AAPA  immigrant  from 
going  beyond  their  immediate  communities  for  services  which  are  available. 
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These  groups  are  socially  and  culturally  isolated  from  the  dominant  society 
and  this  isolation  keeps  them  from  becoming  knowledgeable  about  services 
provided  outside  of  their  ethnic  community.  Thus,  the  provision  of  cul- 
turally relevant  services,  with  bilingual/bicultural  staff,  located  in 
their  own  communities  becomes  a paramount  need. 

Limitations  in  awareness  and  identification  of  specific  mental  health 
problems  may  also  be  an  impediment  to  prevention  and  early  treatment  of  men- 
tal illness.  Okano^s  (1976)  study  of  235  Japanese  Americans  in  Los  Angeles 
reported  that  Japanese  Americans  tended  to  reject  the  personal  relevance 
of  mental  health  concepts  and  to  define  mental  disorder  narrowly  in  terms 
of  extreme  deviance.  Other  studies  point  to  the  likelihood  that  the  extent 
of  mental  health  needs  and  rates  of  psychopathology  among  Asian  and  Pacific 
Americans  is  greater  than  was  previously  assumed  (Berk  & Hirata  1973) . 

Thus,  the  general  impression  emerges  that  Asian  and  Pacific  Americans  are 
characterized  by  low  utilization  of  mental  health  facilities  but  a greater 
severity  of  morbidity  among  those  diagnosed. 


Barriers  to  Service  Utilization 

The  problem  of  underutilization  of  services  by  Asian  and  Pacific  Ameri- 
can populations  has  been  amply  documented.  Among  the  factors  that  have 
been  identified  as  constituting  significant  barriers  to  the  use  of  services 
by  Asian  and  Pacific  Americans  have  been  the  following:  (1)  cultural  and 

linguistic  constraints,  (2)  lack  of  bilingual/bicultural  personnel,  (3) 
tokenism  in  employment  of  bilingual/bicultural  personnel,  (4)  maldistribu- 
tion of  service  providers,  (5)  obstacles  to  credentialing/licensing  of 
personnel  among  Asian  and  Pacific  immigrants,  (6)  catchment  area  confine- 
ment, and  (7)  insufficiency  of  services  due  to  inadequate  funding  by  local. 
State,  and  Federal  agencies. 


A.  Cultural  and  Linguistic  Constraints 

The  low  service  utilization  rates  of  the  Asian  and  Pacific  American 
population  may  be  attributed  to  certain  cultural  values  and  practices 
which  are  characteristic  of  many  AAPA  groups.  Superimposed  upon  these 
values  has  been  their  history  of  encounters  with  racial  discrimination 
in  this  country.  Together  they  may  help  account  for  not  only  the  com- 
parative restraint  and  silence  of  AAPA’s,  but  also  their  reluctance,  even 
in  the  face  of  dire  need,  to  turn  to  providers  of  service  for  assistance. 

Among  the  most  compelling  of  the  cultural  values  common  to  most  AAPA 
peoples  is  the  notion  that  one’s  capability  to  control  expression  of  per- 
sonal problems  or  troubled  feelings  is  a measure  of  maturity.  Such  control 
of  self-expression,  in  turn,  is  related  to  concepts  of  shame  and  pride, 
which  are  also  paramount  values  that  govern  the  behavior  of  AAPA’s  (Ho 
1976).  Thus,  the  AAPA  client  may  perceive  services,  such  as  counseling, 
as  shame- inducing  processes  and  will  undergo  extreme  stress  when  asking 
for  or  accepting  help  from  anyone  outside  the  family.  In  the  case  of 
the  Japanese,  who  are  bound  up  in  an  elaborate  social  system  based  on 
giri  (reciprocal  obligation) , they  are  reluctant  to  take  the  initiative 
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and  find  it  difficult  to  make  up  their  minds  on  any  questions  where  the 
decision  has  not  been  predetermined  by  rule  or  precedent  or  by  a superior 
(Kitano  1969) . Other  operative  values  which  influence  interpersonal  rela- 
tionships are  haji  (shame,  disgrace,  dishonor),  enryo  (hesitancy,  re- 
straint, lack  of  assertiveness,  desire  not  to  be  of  trouble),  and  gaman 
(patience,  endurance,  self-control,  forbearance). 

The  concept  of  shame  is  also  prominent  in  Filipino  culture,  expressed 
as  hiya.  The  Chinese  refer  to  a similar  sentiment  as  mentz  (face  saving) 
and  the  Korean  equivalent  is  chaemyun . In  most  AAPA  groups,  if  a personal 
problem  or  issue  is  not  resolved  within  the  confines  of  the  family  and 
requires  outside  intervention,  the  family  is  viewed  as  losing  face.  While 
interpretations  may  differ  quantitatively  among  AAPA  groups,  they  all  re- 
sult in  making  individuals  reluctant  to  seek  professional .help . This 
phenomenon  is  well  illustrated  by  the  difficulty  reported  by  social  agen- 
cies in  locating  handicapped  AAPA's,  such  as  the  developmentally  disabled, 
whose  families  have  kept  the  afflicted  member  of  the  family  at  home  and 
cared  for  unobtrusively.  Frequently  people  in  the  AAPA  community  are 
reluctant  to  assist  in  locating  handicapped  persons  within  their  areas. 

It  is  as  if  the  community  also  feels  a responsibility  in  helping  to  main- 
tain the  dignity  of  the  particular  family  and  in  wanting  to  keep  the  prob- 
lem within  the  confines  of  that  family.  The  Subpanel  recommends: 

10.  To  ensure  maximum  utilization  of  mental  health  serv- 
ices by  Asian  and  Pacific  American  populations, 

provision  be  made  for: 

(a)  culturally  relevant  modalities  of  mental  health 
care,  including  traditional  or  folk  medicine; 

(b)  staffing  by  bilingual/bicultural  personnel; 

(c)  contracting  to  Asian  community-based  organiza- 
tions for  delivery  of  services,  wherever  such 
services  exist; 

(d)  integration  of  existing  mental  health  services 
with  other  community  services,  such  as  youth 
services,  family  services,  services  to  children, 
services  to  the  aged,  services  for  develop- 
mentally disabled;  and 

(e)  liaison  between  Asian  and  Pacific  American  com- 
munity organizations  and  mental  health  service 
providing  agencies . 


B.  Lack  of  Bilingual/Bicultural  Personnel 

Subparagraph  D of  section  206(c)  (1)  of  Public  Law  94-63  requires 
assurances  from  a community  mental  health  center  with  a "substantial  pro- 
portion of  individuals  of  limited  English  speaking  ability  that  it  has 
(i)  developed  a plan  and  made  arrangements  responsive  to  the  needs  of 


S/POPS  63 


793 


such  population  for  providing  services  to  the  extent  practicable  in  the 
language  and  cultural  context  most  appropriate  to  such  individuals,  and 
(ii)  identified  an  individual  on  its  staff  who  is  fluent  in  both  that 
language  and  English."  The  failure  of  community  mental  health  facilities 
to  comply  with  such  existing  legislation  results  in  limiting  full  access 
to  and  availability  of  their  services  to  Asian  and  Pacific  American  com- 
munities. This  lack  of  compliance  also  results  in  denial  of  employment 
opportunities  to  qualified  bilingual/bicultural  persons  in  Asian  and  Pa- 
cific American  communities  (Nguyen  1977).  The  Subpanel  recommends: 

11 . That  mechanisms  be  developed  at  the  Federal  level 
to  secure  strict  enforcement  of,  and  compliance 
with  existing  legislation  pertaining  to  all  mental 
health  facilities;  and  further,  that  there  be  par- 
ticipation by  Asian  and  Pacific  Americans  in  the 
implementation  of  such  enforcement  and  compliance 
procedures . 


C.  Tokenism  in  Employment  of  Bilingual/Bicultural  Personnel 

Related  to  the  problem  of  the  lack  of  bilingual/bicultural  personnel 
is  the  problem  of  tokenism  when  such  personnel  are  actually  employed  by 
mental  health  facilities . In  practice  this  means  the  employment  of  a 
minimum  number  of  such  personnel  who  are  then  widely  dispersed  throughout 
the  system.  Experience  has  shown  that  when  Asian  and  Pacific  American 
personnel  are  employed  and  deployed  as  teams  or  units,  rather  than  singly, 
their  visibility  and  effectiveness  as  service  providers,  as  well  as  their 
utilization,  are  greatly  enhanced. 

For  example.  Sue  and  McKinney  (1975)  report  that  in  Seattle,  the  num- 
ber of  AAPA’s  utilizing  an  Asian  American  counseling  and  referral  service 
in  1 year  was  approximately  equal  to  the  total  number  of  AAPA’s  utilizing 
a total  of  18  other  community  mental  health  centers  over  a 3-year  period. 
True  reports  that  an  AAPA  community-based  mental  health  program  in  Oakland 
saw  131  Chinese  Americans  in  its  first  year  of  operation,  in  contrast  to 
3 Chinese  out  of  a total  of  500  utilizing  a central  outpatient  facility 
(True  1975) . Wong  (1977)  reports  that  after  the  establishment  of  a mental 
health  center  specifically  designed  to  serve  Asian  and  Pacific  American 
patients,  in  the  first  3 months  of  operation,  more  AAPA’s  were  seen  than 
in  the  previous  5 years  in  that  catchment  area  in  San  Francisco.  In  Los 
Angeles,  after  a particular  mental  health  center  was  designated  as  an  Asian 
American  mental  health  facility  with  services  designed  specifically  to 
respond  to  Asian  American  needs,  the  number  of  Asian  and  Pacific  Americans 
serviced  increased  from  36  in  1971  to  118  in  1973  (Hatanaka  1975) . The 
Subpanel  recommends : 

12.  That  wherever  possible,  sufficient  numbers  of  Asian 
and  Pacific  American  personnel  be  employed  to  permit 
their  assignment  to  teams  or  units,  in  order  to 
maximize  their  visibility  and  impact  upon  service 
delivery  to  Asian  and  Pacific  American  communities . 

In  areas  with  high  concentrations  of  Asian  and 
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Pacific  Americans,  facilities  should  be  designated 
as  providing  specialized  services  to  Asian  and 
Pacific  Americans,  with  appropriate  bilingual/ 
bicultural  staffing. 


D.  Maldistribution  of  Asian  and  Pacific  American  Service  Providers 

There  are  at  present  substantial  numbers  of  Asian  and  Pacific  American 
mental  health  clinicians  (especially  psychiatrists)  who  are  practicing  in 
States  with  relatively  few  Asian  and  Pacific  American  people.  These  clini- 
cians are  unable  to  practice  in  States  with  large  Asian  and  Pacific  Ameri- 
can populations  because  of  training  and  licensure  barriers  and  difficulties; 
e.g.,  California  has  approximately  50  percent  of  the  Asian  and  Pacific 
Americans  in  the  United  States  but  only  5 percent  of  the  Asian  and  Pacific 
American  psychiatrists  (Sata  1977).  The  Subpanel  recommends: 

13.  That  training  and  licensure  requirements  be  reexamined 
and  modified  to  take  into  account  shortage  of  bi- 
lingual and  bicultural  licensed  personnel  to  serve 
Asian  and  Pacific  American  communities  in  order  to 
provide  for  the  quality  mental  health  care  of  Asian 
and  Pacific  American  populations. 

E.  Lack  of  Credent ialed/Licensed  Mental  Health  Personnel 

Among  New  Asian  and  Pacific  American  communities,  certain  Asian  and 
Pacific  American  populations,  such  as  the  Indo-Chinese  refugee  community, 
the  Samoans,  and  the  Guamanians,  are  recent  immigrants.  They  have  not  had 
the  opportunity  in  this  country  to  acquire  the  necessary  training  to  obtain 
the  credentials  or  licensing  required  for  employment  in  the  mental  health 
field  (Nguyen  1977) . Some  have  had  professional  training  in  their  native 
country  but  are  not  able  to  qualify  for  licensure  in  this  country  without 
additional  training  (Sue  & Chin  1976).  It  is  recommended: 

14.  That  because  of  the  acute  shortage  of  credentialed/ 
licensed  mental  health  personnel  among  new  Asian 
and  Pacific  American  immigrant  populations,  such 

as  Koreans,  Samoans,  and  Vietnamese,  and  to  secure 
maximum  utilization  of  available  bilingual/bicul- 
tural  capabilities:  (1)  indigenous  paraprofes- 
sionals  from  such  communities  be  accepted  for 
employment  in  the  mental  health  field  and  (2)  for 
those  persons  who  have  had  training  in  their  home 
country,  provision  be  made  for  training  with  built- 
in  career  ladders  to  assure  future  career 
development . 

F.  Catchment  Area  Confinement 

Asian  and  Pacific  American  populations  are  not  entirely  concentrated 
in  inner-city  areas.  Many  reside  in  scattered  locations  which  may  cover 


S/POPS  65 


795 


several  service  catchment  areas.  In  many  instances,  bilingual/bicultural 
service  providers  are  unavailable  in  their  own  catchment  area.  To  secure 
services  from  bilingual/bicultural  providers,  Asian  and  Pacific  Americans 
have  to  travel  to  another  catchment  area,  frequently  involving  considerable 
time  and  inconvenience.  In  effect,  because  their  service  needs  can  only 
be  met  by  bilingual/bicultural  providers,  many  Asian  and  Pacific  American 
patients  are  denied  access  to  treatment  and  services . The  Subpanel 
recommends : 

15.  That  administrative,  program,  and  fiscal  arrangements 
be  made  to  allow  Asian  and  Pacific  American  residents 
to  be  served  across  catchment  boundaries  when  appro- 
priate services  do  not  exist  in  their  catchment  areas. 

In  catchment  areas  with  small  Asian  and  Pacific  Ameri- 
can populations,  two  or  more  catchment  areas  should 
pool  resources  whenever  feasible.  This  pooling  will 
help  avoid  the  duplication  of  existing  services, 
which  in  themselves  are  often  inadequate  but  could 
be  more  comprehensive  if  combined  with  services  of 
other  catchments . 


G.  Insufficiency  of  Services  Due  to  Inadequate  Funding  by  Local, 
State,  and  Federal  Agencies 

Although  many  Asian  and  Pacific  American  communities  have  established 
medical,  social,  and  mental  health  services  during  the  past  decade,  these 
services  are  under  constant  threat  of  being  curtailed,  or  even  terminated, 
due  to  instability  of  the  funding  base  or  lack  of  firm  commitment  by  the 
funding  sources  (Wang  1977) . In  some  communities  there  have  been  serious 
obstacles  to  the  funding  and  development  of  mental  health  programs  for 
Asian  and  Pacific  American  communities  presented  by  racist  local  politi- 
cians and  organized  citizen  groups  who  are  opposed  to  any  programs  for 
ethnic  minorities.  It  is  therefore  recommended: 

16.  That  provision  be  made  for  direct  Federal  funding 
to  Asian  and  Pacific  American  community  groups  or 
organizations  to  develop  models  of  service  delivery 
to  their  own  communities,  such  as  community-based 
multipurpose  service  delivery  centers  and  satellite 
outreach  centers . Provision  for  such  direct  Federal 
funding  may  be  established  through  the  creation  of 
a Division  for  Minority  Mental  Health  at  NIMH,  such 
as  proposed  in  a bill  authored  by  Senator  Daniel 
Inouye  (S.  2373). 


H.  Third-Party  Reimbursements 

Asian  and  Pacific  Americans  have  been  excluded  from  reimbursement  for 
services  which  are  culturally  traditional  forms  of  care  (e.g.,  acupuncture, 
herbs,  massages,  meditation,  holistic  healing  medicine,  family  maintenance 
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17.  That  the  mechanisms  for  reimbursement  for  health 
and  mental  health  services  (e.g.,  national  health 
insurance  and  Medicare)  include  culturally  tradi- 
tional forms  of  assistance  (i.e.,  acupuncture, 
herbs,  etc.).  We  further  recommend  that  the  legis- 
lative requirements  necessary  for  such  third-party 
reimbursements  be  studied  so  that  these  culturally 
traditional  forms  of  care  will  be  reimbursable. 


Facilitation  of  Service  Utilization 

Not  only  do  we  need  the  measures  proposed  above  to  deal  directly  with 
the  problem  of  barriers  to  service  utilization,  but  also  there  need  to  be 
steps  taken  to  facilitate  and  promote  the  utilization  of  services.  Among 
them  are:  (1)  participation  of  Asian  and  Pacific  Americans  in  the  decision- 

making process,  (2)  educational  programs  for  non-Asian  mental  health  service 
providers,  (3)  consultation  and  educational  programs  for  Asian  and  Pacific 
American  nonmental  health  service  providers,  and  (4)  establishment  and 
expansion  of  bilingual/bicultural  preventive  programs. 


A.  Participation  of  Asian  and  Pacific  Americans  in  the  Decision- 
making Process 

Mental  health  programs  which  deal  with  Asian  and  Pacific  Americans 
often  do  not  include  Asian  and  Pacific  Americans  in  the  planning  of  serv- 
ices at  the  beginning  stages  or  in  the  governance  of  mental  health  facili- 
ties. Under  such  circumstances  it  is  not  surprising  that  the  needs  and 
concerns  of  Asian  and  Pacific  American  populations  may  be  overlooked  or 
dismissed.  The  Subpanel  recommends: 

18.  That  Asian  and  Pacific  Americans  (consumers  and  pro- 
viders) must  be  included  at  all  levels  of  the  deci- 
sionmaking process  in  programs  which  serve  Asian  and 
Pacific  American  clients.  This  means  participation 
by  Asian  and  Pacific  Americans  in:  (1)  the  governing 

structure,  (2)  the  stages  of  program  development  from 
planning  to  implementation,  and  (3)  the  program's 
ongoing  operations.  In  addition,  Asian  and  Pacific 
American  line  staff,  along  with  consumer  and  community 
people,  must  be  involved  in  planning  services  for 
Asian  and  Pacific  American  clientele  within  the 
specific  community  served. 
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B.  Educational  Programs  for  Non- Asian  and  Pacific  American 
Service  Providers 

Numerous  studies  have  shown  that  non-Asian  and  Pacific  American  serv- 
ice providers  are  unable  to  respond  effectively  to  the  needs  of  Asian  and 
Pacific  American  clients,  due  to  their  lack  of  knowledge  of  the  cultural 
and  historical  factors  affecting  these  clients  (Murase  1977) . The  reported 
low  utilization  and  high  dropout  rates  among  Asian  and  Pacific  American 
clients  point  to  a conspicuous  failure  in  engagement  of  such  clients  by 
non-Asian  service  providers.  To  the  extent  that  such  failure  can  be  cor- 
rected by  knowledge,  educational  programs  must  be  provided.  It  is 
recommended : 


19.  That  educational  programs  for  non-Asian  and  Pacific 
American  mental  health  service  providers  be  required 
in  all  areas  that  serve  Asian  and  Pacific  American 
clientele  in  order  to  increase  knowledge  and  sensi- 
tivity to  those  clients.  These  programs  must  be 
administered  by  Asian  and  Pacific  American  personnel. 
There  must  be  sufficient  funding  for  such  programs. 


C.  Educational  Programs  for  Asian  and  Pacific  American  Non-Mental 
Health  Service  Providers 

In  many  Asian  and  Pacific  American  communities  there  exists  an  indig- 
enous formal  and  informal  community  care  and  support  system,  comprised  of 
local  churches,  family  associations,  hometown  clubs  and  district  associa- 
tions, fraternal  orders,  credit  associations,  and  social  clubs  (Murase 
1977).  Fundtioning  as  informal  community  caretakers  are  ministers,  doctors, 
lawyers,  teachers,  elders,  merchants,  barbers,  bartenders,  etc.  Because 
of  stigma  as  well  as  unfamiliarity  with  concepts  of  mental  health,  many 
Asian  and  Pacific  Americans  turn  to  their  local  community  support  system 
or  community  caretaker  for  help  with  problems  which  might  otherwise  be 
taken  to  a mental  health  center. 

The  effectiveness  of  the  local  community  support  system  or  community 
caretakers  could  be  enhanced  through  a program  of  consultation  and  educa- 
tion in  mental  health.  It  is  recommended: 

20.  That  consultation  and  educational  programs  for  Asian 

and  Pacific  American  nonmental  health  service  providers 
be  sponsored  by  community  mental  health  agencies  in 
communities  with  Asian  and  Pacific  American  populations. 

Such  programs  should  be  administered  by  Asian  and 
Pacific  American  personnel  and  there  must  be  suffi- 
cient funding  for  such  special  programs . 


Personnel  and  Training 

Traditional  training  programs  in  the  mental  health  disciplines  of 
psychiatry,  psychology,  social  work,  and  psychiatric  nursing  have  not 
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significantly  increased  the  number  of  Asian  and  Pacific  American  graduates 
nor  adequately  equipped  them  to  serve  the  mental  health  needs  of  Asian  and 
Pacific  American  populations.  The  vast  majority  of  the  traditional  train- 
ing programs  have  been  lacking  in  the  necessary  expertise,  interest,  and 
qualified  AAPA  staff.  They  have  tended  to  provide  little  opportunity  for 
contact  with  Asian  and  Pacific  American  clients  and  communities.  This 
situation  indirectly  discourages  Asian  and  Pacific  American  trainees  inter- 
ested in  working  with  Asian  and  Pacific  American  populations  and  denies 
these  students  the  necessary  training  during  a critical  phase  in  their 
professional  careers. 

The  catchment  area  concept  is  not  applicable  to  most  Asian  and  Pacific 
American  communities,  which  usually  constitute  much  less  than  a majority  of 
catchment  area  populations  and  thus  can  be  easily  ignored  in  the  planning 
of  community  mental  health  centers  organized  around  the  catchment  area 
principle.  Within  a larger  geographic  or  demographic  area,  such  as  a 
county  or  metropolitan  area  that  encompasses  many  catchment  areas,  the 
number  of  Asian  and  Pacific  Americans  often  becomes  significant.  It  there- 
fore is  far  more  efficient  and  logical,  from  an  organizational  framework, 
to  pool  minority  staff  and  expertise  to  establish  a regional  Asian  and 
Pacific  American  Multidisciplinary  Mental  Health  Training  Center  and  serv- 
ice program  than  to  attempt  to  reduplicate  efforts  within  several  community 
mental  health  centers  which  have  limited  resources . The  typical  community 
mental  health  center  employs  few  bicultural  and  bilingual  staff,  which 
tends  to  discourage  Asian  and  Pacific  Americans  from  seeking  mental  health 
services.  Regional  training/service  centers  are  desirable  because  they 
would  maximize  the  number  of  faculty,  trainees,  and  Asian  and  Pacific 
American  clients  within  a geographical  area  to  efficiently  operate  a high 
caliber  training  program.  Training  centers,  such  as  the  San  Francisco  Bay 
Area  Asian  American  Community  Mental  Health  Training  Center,  the  Korean 
Community  Service  Center  in  San  Francisco,  and  the  Asian  American  Mental 
Health  Training  Center  in  Los  Angeles  have  demonstrated  that  increases  in 
the  bicultural,  bilingual  staff  correlate  with  significant  increases  in 
Asian  and  Pacific  American  client  loads.  Where  there  is  adequate  minority 
staffing,  e.g.,  at  a regional  training/service  center,  one  finds  a greater 
utilization  of  mental  health  services  by  Asian  and  Pacific  Americans. 
Conversely,  it  is  necessary  to  have  utilization  by  the  Asian  and  Pacific 
American  community  of  mental  health  services  in  order  to  provide  training 
and  research  opportunities  for  Asian  and  Pacific  American  mental  health 
professionals . 

To  maximize  training  and  research  opportunities  and  fiscal  resources, 
regional  training/ service  centers  should  be  located  in  geographic  areas 
with  large  Asian  and  Pacific  American  populations.  The  centers  should 
have  as  one  of  their  major  objectives  the  training  of  Asian  and  Pacific 
American  mental  health  faculty  who  will  be  able  to  leave  the  area  and  to 
form  a cadre  of  faculty  to  provide  training  and  mental  health  services 
for  Asian  and  Pacific  Americans  in  areas  throughout  the  country.  Also 
programs  could  bring  students  to  these  centers  from  around  the  country 
for  continuing  education  seminars. 

These  regional  training/service  centers  should  have  operational 
affiliations  with  university  or  medical  school  institutions  to  maintain 
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the  highest  educational  and  training  standards.  Individuals  from  such 
programs  should  be  academically  qualified  within  their  disciplines  and 
not  necessarily  be  restricted  to  their  areas  of  special  interest.  In 
order  to  maintain  the  integrity  of  the  goals  and  objectives  in  terms  of 
the  Asian  and  Pacific  American  populations  they  serve,  the  centers  should 
have  significant  representation  from  the  AAPA  communities  in  the  governing 
board  of  directors. 

Finally,  a regional  Asian  and  Pacific  American  Multidisciplinary 
Mental  Health  Training/Service  Center  would  be  a natural  focal  point  for 
the  training  and  utilization  of  paraprof essionals . Their  contributions 
to  mental  health  service  delivery  are  most  valuable.  The  Subpanel 
recommends : 

21.  That  regional  Asian  and  Pacific  American  Multidisci- 
plinary Mental  Health  Training  Centers  be  developed 
which  also  render  comprehensive  mental  health  serv- 
ices to  AAPA  target  populations.  The  training 
within  the  center  must  include  continuing  education, 
bilingual/bicultural  training,  fieldwork  experience, 
specific  training  seminars,  curriculum  development, 
recruitment,  research,  and  evaluation.  Such  train- 
ing centers,  whenever  feasible,  should  be  independent 
of  existing  institutions.  The  centers  should  have 

a board  of  directors  representative  of  the  AAPA 
communities.  However,  this  does  not  preclude 
establishing  mutually  beneficial,  operational 
affiliations  with  academic  institutions. 

Input  and  feedback  from  the  community  augments  the  training  center’s 
sensitivity  to  the  community  needs  and  maximizes  effective  impact.  His- 
torically, medical  training  centers  and  hospitals  have  tended  to  ignore 
the  needs  of  the  local  community  in  favor  of  the  educational  objectives 
of  the  institution. 

The  mental  health  professionals  are  not  to  be  regarded  as 
guardians  of  mental  health,  but  as  agents  of  the  community — 
among  others — in  developing  and  conserving  its  human  re- 
sources and  in  restoring  to  more  effective  functioning 
people  whose  performance  has  been  impaired.  Professional 
people  are  valuable  allies  in  the  community’s  quest  for 
the  health  and  well-being  of  its  members,  but  the  respon- 
sibility of  setting  goals  and  major  policies  cannot  be 
wisely  delegated  (Smith,  M.  B.  and  Hobbs,  N.  1966). 

The  Subpanel  recommends : 

22.  That  the  development,  planning,  and  implementation 
of  the  Asian  and  Pacific  American  Multidisciplinary 
Mental  Health  Training  Centers  concept  involve  and 
actively  seek  input  from  the  AAPA  communities  they 
are  to  serve. 


S/POPS  70 


800 


Universities  need  to  be  supplemented  by  other  types  of  training  pro- 
grams. Due  to  the  bilingual/bicultural  complexities  in  training  Asian  and 
Pacific  American  service  personnel,  these  innovative  options  must  be  made 
available.  Funding  must  include  appropriate  support  for  citizen  and  self- 
help  groups  to  train  and  educate  their  own  members,  the  service  providers, 
and  the  general  public  in  a given  community. 

Flexible  schedules  (e.g.,  classes  at  night,  weekends,  and  "intensive 
semesters")  for  training  programs  are  needed  to  permit  those  who  cannot 
attend  training  programs  on  a full-time  basis  and/or  need  to  continue  work- 
ing to  obtain  further  training.  These  flexible  schedules  would  promote 
the  "career  ladder"  concept. 

Until  recently,  few  Asian  and  Pacific  American  mental  health  parapro- 
fessionals  and  professionals  have  been  in  service  settings  and  in  leader- 
ship roles.  The  scarcity  of  successful  role  models  with  which  to  identify 
has  tended  to  discourage  Asian  and  Pacific  American  trainees  from  pursuing 
careers  in  the  mental  health  field.  It  is,  therefore,  urged  that  qualified 
Asian  and  Pacific  American  paraprof essionals  and  professionals  be  identi- 
fied and  considered  for  appointment  to  national.  State,  and  local  commit- 
tees within  their  professional  organizations  in  order  to  enhance  the  number 
of  candidates  entering  training. 

A long-range  AAPA  recruitment  program  should  be  instituted  beginning 
at  the  public  school  level.  But  the  use  of  affirmative  action  must  be 
encouraged  because  emphasis  on  long-term  recruitment  alone  will  result  in 
inadequate  mental  health  services  for  Asian  and  Pacific  Americans  for  many 
years  to  come.  For  example,  although  there  are  approximately  1,100  iden- 
tified Asian  psychiatrists  in  this  country,  only  100  are  U.S.  medical 
school  graduates.  Further,  only  a relatively  small  number  of  these  100 
U.S. -trained  psychiatrists  treat  Asian  and  Pacific  American  patients. 
Recruitment  should  be  aimed  at  recruiting  and  supporting  well-qualified, 
high-caliber  Asian  and  Pacific  American  individuals  to  enter  the  mental 
health  field  as  paraprof essionals  and  professionals.  The  objective  is 
that  these  persons  will  effectively  provide  high  quality  services  to  their 
AAPA  communities. 

The  establishment  of  regional  Asian  and  Pacific  American  Multidisci- 
plinary Mental  Health  Training  Centers  would  be  one  means  of  recruiting 
individuals  to  pursue  careers  in  mental  health  as  paraprof essionals  and 
professionals.  This  is  because  the  program  of  these  centers  would  be 
highly  relevant  to  potential  students,  their  families,  and  their  AAPA 
community  needs. 

There  needs  to  be  increased  emphasis  on  relevant  mental  health  con- 
sultation and  education  with  Asian  and  Pacific  American  communities.  This 
stress  on  prevention  should  be  used  to  help  undo  many  of  the  cultural 
taboos  and  stigma  associated  with  mental  illness.  Cultural  norms  continue 
to  greatly  influence  Asian  and  Pacific  Americans  against  the  choice  of  a 
career  in  the  mental  health  field.  The  Subpanel  recommends: 

23.  Development  of  State  and  national  recruitment  mecha- 
nisms to  identify,  inform,  and  select  potential  mental 
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health  service  caregivers  for  Asian  and  Pacific  Ameri- 
cans in  all  mental-health-related  fields,  because 
existing  recruiting  mechanisms  are  totally  inadequate. 

24.  Training  programs  for  Asian  and  Pacific  Americans 
that  include  support  for  programs  which  are  community- 
based.  That  is,  in  addition  to  university-based 
training,  programs  supporting  community  agencies 

and  self-help  groups  must  be  created.  Training 
programs,  regardless  of  their  sponsors,  must  in- 
clude schedules  which  offer  the  option  of  partici- 
pation on  a part-time  and/or  flexible  schedule 
basis. 

Federal,  State,  and  local  training  funds  for  all  the  mental  health 
disciplines  have  steadily  declined  and  may  cease.  It  is  estimated  that 
the  vast  majority  of  Americans  are  still  underserved  by  the  mental  health 
professions.  This  is  particularly  true  for  Asian  and  Pacific  American 
groups.  Traditional  training  programs  have  not  effectively  met  the  per- 
sonnel and  training  needs  of  Asian  and  Pacific  American  individuals,  de- 
spite data  supporting  the  need  for  such  training  and  services. 

AAPA  clients  generally  do  not  have  recourse  to  third-party  payers  for 
financial  resources,  unlike  other  Americans  who  are  able  to  use  traditional 
mental  health  facilities  staffed  by  personnel  trained  with  public  monies. 
AAPA  persons  must  go  to  great  lengths  to  find  mental  health  services  capable 
of  responding  to  their  unique  treatment  needs.  The  Subpanel  recommends: 

25.  That  training  funds  specially  designated  for  the 
development  of  AAPA  mental  health  paraprof essionals 
and  professionals  to  serve  Asian  and  Pacific  Ameri- 
cans be  increased.  Such  funds  should  provide  for 
training  in  all  mental  health  disciplines.  These 
funds  should  include  support  for  freestanding 
training  centers,  faculty  costs,  stipends,  and 
continuing  education. 

A study  of  federally  funded  projects  on  curriculum  and  manpower  train- 
ing of  minorities  in  mental  health  disciplines  indicated  scarcity  and 
inadequacy  of  minority  content  in  curriculum  materials. 

There  is  a massive  body  of  literature  which  positively  confirms  that 
culture  does  make  a difference  in  mental  health.  Culture  is  an  important 
factor  not  only  for  service  delivery  but  also  in  understanding  the  etiology, 
incidence,  and  symptomatology  of  mental  illness. 

Israel  Zangwill,  the  author  of  the  famous  play,  "The  Melting  Pot," 
after  giving  more  and  more  of  his  energy  to  his  cause,  retreated  from  his 
earlier  position  of  racial  and  religion  mixture.  Eight  years  after  the 
opening  of  "The  Melting  Pot,"  he  wrote  that 

It  was  vain  for  Paul  to  declare  that  there  should  be  neither 

Jew  or  Greek.  Nature  will  return  even  if  driven  out  with  a 
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pitchfork,  still  more  if  driven  out  with  a dogma  (as  noted  by 

Glazer  and  Moynihan  1970)  . 

The  Subpanel  recommends : 

26.  That  Asian  and  Pacific  American  focused  curriculum 
and  teaching  materials  be  developed  and  implemented 
in  all  mental  health  disciplines. 

The  present  Federal,  State,  and  local  mental  health  service  systems 
do  not  have  a sufficient  number  of  Asian  and  Pacific  Americans  on  staff 
who  are  bilingual  and  bicultural  to  effectively  deal  with  the  current 
diversity  and  size  of  the  Asian  and  Pacific  American  popultion  with  devel- 
opmental needs.  The  statistics  are  well  documented  in  California,  where 
a large  population  of  Asian  and  Pacific  Americans  reside.  The  Subpanel 
recommends : 

27.  That  agencies  hire  bilingual/bicultural  Asian  and 
Pacific  American  developmental  and  physical  dis- 
abilities staff  at  the  administrative,  management, 
planning,  and  supervisory  levels. 

28.  That  agencies  hire  bilingual/bicultural  Asian  and 
Pacific  American  developmental  and  physical  dis- 
abilities case  managers  in  numbers  at  least  propor- 
tional to  the  number  of  Asian  and  Pacific  Americans 
in  the  general  population. 

29.  That  recruitment  mechanisms  be  developed  to  identify 
and  select  potential  Asian  and  Pacific  American 
staff  to  work  with  Asian  and  Pacific  Americans  with 
developmental  needs  to  increase  the  number  of  appro- 
priate staff  resources. 

30.  That  training  funds  be  specifically  designated  to 
deal  with  the  special  needs  of  the  Asian  and  Pacific 
American  with  developmental  needs  to  train  more 
bilingual/bicultural  AAPA  staff,  and  to  support  the 
growth  of  consumer  and  self-help  groups . 

While  it  is  important  that  adequate  screening  of  foreign  medical  grad- 
uates be  continued,  the  newly  formulated  prerequisites  (i.e.,  P.L.  94-484) 
are  regarded  as  unduly  stringent  and  carry  racist  implications.  Restric- 
tions such  as  the  "2-year  rule"  create  an  impediment  to  sustained  learning 
and  prevent  individuals  entering  psychiatric  residency  training  from  com- 
pleting their  programs.  Such  a rule  is  irrational  for  trainees  in  psychia- 
try. It  is  a fact  that  large  numbers  of  American  citizens  who  are  poor, 
from  minority  groups,  and  those  who  are  socially  disadvantaged  receive 
psychiatric  care  from  foreign  medical  graduates.  Any  restriction  at  this 
time  on  this  source  of  professional  personnel  will  lead  to  the  abandonment 
of  people  in  need  of  care  unless  they  can  be  served  by  qualified  U.S. 
medical  graduates. 
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Often,  foreign  medical  graduates  have  had  limited  access  to  high 
quality  training  institutions  and  academic  centers.  The  training  of  FMG’s 
has  sometimes  been  deficient  because  of  poor  facilities,  a lack  of  varied 
clinical  experiences,  inadequate  supervision,  and  excessive  service  expec- 
tations. FMG’s  are  not  usually  trained  to  work  with  private  psychiatric 
patients  in  an  office  setting.  Further,  FMG’s  are  generally  not  equipped 
to  understand  the  problems  of  Asian  and  Pacific  Americans  (who  have  an 
advantage  in  being  more  acculturated  to  American  society  in  contrast  to 
foreign  medical  graduates).  Thus,  it  is  not  surprising  that  many  FMG’s 
experience  professional  identity  crises  and  disillusionment  with  American 
psychiatric  training. 

In  order  to  prevent  undue  discrimination  against  foreign  medical  grad- 
uat'es  and  to  promote  the  interest  of  the  United  States  (and  relations  with 
countries  from  which  foreign  medical  graduates  emigrate) , there  should  be 
increased  liaison  with  foreign  medical  schools  and  institutions  for  gradu- 
ate education  in  psychiatry.  The  image  of  the  foreign  medical  graduate 
must  be  improved  by  more  careful  selection,  preparation  prior  to  entry 
into  the  United  States,  and  equal  opportunities  in  quality  educational 
programs.  There  should  be  bilateral  training  agreements  with  psychiatric 
training  institutions  in  other  countries  to  make  this  a truly  academic 
endeavor  (Garetz  and  Garetz  1973) . The  Seven  Center  Study  and  survey  com- 
piled by  Dr.  Ronald  Chen  (1976)  reveals  the  foreign  medical  graduates  in 
psychiatry  can  be  as  effective  and  well  regarded  as  their  American  counter 
parts.  Weaknesses  in  practitioners  cannot  simply  be  reduced  to  equating 
inadequacies  with  being  a foreign  medical  graduate. 

It  should  be  recognized  that  the  needs  of  foreign  medical  graduates 
who  plan  to  return  to  their  home  country  to  teach  or  practice  differ  from 
those  who  are  immigrants  intending  to  remain  in  the  United  States  to  prac- 
tice American  psychiatry.  As  such,  training  programs  must  be  responsive 
to  their  individual  needs.  The  Subpanel  recommends: 

31.  That  Asian  and  Pacific  foreign  medical  graduates 
(FMG’s)  who  are  already  in  this  country  be  pro- 
vided with  orientation  programs  including  language, 
multicultural  sensitivity,  and  preparation  for 
licensing  and  specialty  training. 


Underserved  Groups  within  Asian/Pacific  American  Communities 

A.  Trust  Territories  of  the  Pacific 

U.S.  citizens  and  subjects  of  the  Pacific  Islands  of  Guam,  American 
Samoa,  the  Commonwealth  of  Northern  Marianas,  and  the  Trust  Territories 
of  the  Pacific  are  extremely  isolated  from  the  decisionmaking  process  of 
the  United  States.  As  a result,  their  mental  health  needs,  as  well  as 
other  needs,  are  seriously  neglected  (Munoz  1976). 

There  has  been  a serious  neglect  on  the  part  of  the  United  States  in 
paying  attention  to  the  effects  of  rapid  social  changes  and  colonialism 
on  the  lives  and  conditions  among  the  people  of  the  Territories.  The 
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Islands,  which  were  primarily  a traditional,  subsistence  economy,  have  in 
the  last  30  years  undergone  rapid  social-economic  changes  as  a result  of 
increased  occupation  of  the  Islands  by  the  military.  This  has  eroded  much 
of  the  traditional  cultures  and  lifestyles,  resulting  in  many  problems  of 
acculturation,  culture  conflict,  and  the  ensuing  problems  of  mental  health. 
There  are  no  mental  health  services  which  adequately  provide  for  the  needs 
of  the  Islanders  which  recognize  the  cultural  and  linguistic  aspects  of 
their  mental  health  service  needs.  There  have  been  no  research  data  which 
examine  the  mental  health  or  related  problems  of  the  Islands,  i.e.,  suicide, 
homicide,  and  divorce,  which  are  very  high  on  the  Islands.  The  Subpanel 
recommends : 

32.  (a)  That  a special  task  force  of  key  mental  health 

leaders,  especially  those  knowledgeable  of 
developing  countries,  and  Island  leaders  in  the 
field  of  mental  health  be  established  to  examine 
the  mental  health  needs  and  problems  of  the 
Islanders  and  to  propose  programs  which  will 
assist  the  Islands  in  solving  and  dealing  with 
their  mental  health  needs. 

(b)  That  funds  be  appropriated  to  study  the  impact 
of  change,  racism,  and  colonialism  on  the  mental 
health  conditions  of  the  Islanders. 

(c)  That  funds  be  provided  to  develop  mental  health 
programs  for  training  and  service  delivery  which 
are  relevant  to  the  Islanders’  needs  and 
resources . 


B.  Mental  Health  Problems  of  Asian  and  Pacific  American  Wives 
of  U.S.  Servicemen 

There  are  approximately  200,000  Pacific  and  Asian  American  wives  (born 
in  Japan,  Korea,  Philippines,  Thailand,  and  Vietnam)  of  U.S.  servicemen 
who  may  in  acute  distress  due  to  geographical  Isolation  and  psychological 
alienation  from  their  families  and  their  own  ethnic  communities.  Further, 
frequent  reports  of  suicide  and  physical  and  psychological  abuse  suffered 
by  these  women  point  to  the  likelihood  of  many  undetected  or  unreported 
instances  of  distress  or  abuse.  Unfortunately,  their  plight  is  hidden 
from  the  larger  society,  as  well  as  their  own  communities,  because  of 
their  marginal  status  and  geographical  isolation.  In  addition,  language 
and  cultural  barriers  act  as  a strong  deterrent  for  these  women  in  seeking 
and  receiving  assistance  from  professional  sources  and  from  their  own  Asian 
and  Pacific  American  communities  (Kim  1972  & 1975) . 

To  respond  to  the  mental  health  needs  of  Asian  and  Pacific  American 
wives  of  U.S.  servicemen,  the  following  recommendations  are  made: 

33.  That  a nationwide  crisis  line  service  be  established 
and  maintained  in  the  several  languages  of  the  Asian 
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and  Pacific  American  wives.  (Collaborative  arrange- 
ments could  be  made  with  existing  hotlines  for 
abused  wives  and  rape  victims.) 

34.  That  orientation  materials  be  developed  and  dissemi- 
nated to  Asian  and  Pacific  American  military  wives, 
their  spouses,  and  service  providers.  Such  materials 
should  include  a general  introduction  on  "how  to 
survive"  in  American  society,  as  well  as  a directory 
of  community  resources  and  how  to  use  educational, 
health,  social  service,  and  legal  aid  services  in 
their  communities. 

35.  That  the  U.S.  Department  of  Defense  be  urged  to 
develop  and  provide  orientation  programs  for  Asian 
and  Pacific  American  wives  and  their  husbands  prior 
to  their  arrival  in  the  United  States.  Such  pro- 
grams should  include  language  training  (English  for 
wives  and  wives’  language  for  husbands)  and  cultural, 
health  care,  education,  housing,  social  services, 
consumer  practices,  and  legal  services  information, 
etc.  Remedial  and  preventive  services  should  be 
available  through  military  installations  for  these 
Asian  women  as  spouses  of  U.S.  servicemen. 


C.  Asian  and  Pacific  Americans  With  Developmental  Disabilities 

The  current  Federal,  State,  and  local  administrations  are  not  serving 
an  adequate  number  of  Asian  and  Pacific  Americans  with  developmental  needs. 
The  underutilization  of  regional  services  for  the  developmentally  disabled 
by  the  Asian  and  Pacific  Americans  is  documented.  The  factors  that  are 
significant  constraints  in  the  use  of  these  regional  rehabilitation  serv- 
ices are:  racist  local  politicians,  language  barriers,  physical  diffi- 

culties due  to  the  individual’s  disabilities,  cultural  issue  of  shame, 
and  community  stigma  (California  Department  of  Rehabilitation  1977; 

Chan  1977).  The  Subpanel  recommends: 

36.  That  the  Carter  administration,  in  compliance  with 
the  Civil  Rights  Act,  take  whatever  administrative 
actions  are  necessary  to  resolve  the  discrepancy 
between  the  percentage  of  Asian  and  Pacific  Ameri- 
cans in  program  caseloads  and  their  percentage  in 
the  general  population. 

37.  That  a federally  funded  outreach  program  be  estab- 
lished to  serve  communities  with  a substantial 
concentration  of  Asian  and  Pacific  Americans  with 
developmental  needs.  This  program  may  be  facili- 
tated through  the  development  of  a multipurpose 
service  delivery  center.  Such  provisions  can  be 
implemented  through  the  creation  of  the  Division 
for  Minority  Group  Mental  Health  Service  Programs 
at  NIMH,  as  per  Senator  Inouye’s  bill. 
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38.  Further,  that  the  outreach  program  have  the  follow- 
ing components : 

(a)  Bilingual/bicultural  counselors  and  professional 
staff 

(b)  Location  of  such  facility  in  the  Asian  and 
Pacific  American  community 

(c)  Asian  and  Pacific  American  counselors  to  provide 
consultation  and  training  in  cultural  awareness 
to  non-Asian  and  Pacific  American  staff 

(d)  Assignment  of  Asian  and  Pacific  American  bilingual/ 
bicultural  counselors  and  professionals  to  their 
respective  ethnic  group  to  provide  liaison  between 
Federal,  State,  community,  and  consumer  groups. 

39.  That  current  administrative  standards  for  production 
of  mental  health  plans  and  the  assessment  of  rehabili- 
tation be  modified  so  that  they  support  rather  than 
discourage  effective  outreach  efforts  to  the  Asian 
and  Pacific  American  community. 

40.  That  the  current  administration  encourage  and  support 
innovative  service  delivery  approaches  to  Asian  and 
Pacific  Americans  with  developmental  needs  (example: 
Asian  Rehabilitation  Services  in  Los  Angeles  and 
"Hand- in-Hand"  family  group  of  Chicago) . 


III.  ISSUE:  RESEARCH  ON  MENTAL  HEALTH  OF  ASIAN/PACIFIC  AMERICANS 

There  exists  a great  need  for  research  on  the  mental  health  diffi- 
culties, service  needs,  and  service  usage  patterns  among  Asian  and  Pacific 
American  (AAPA)  communities.  Research  needs  range  from  explanatory  analysis 
and  theory  development  to  systematic  examination  of  alternative  interven- 
tive  models  and  community  needs  assessment.  The  absence  of  adequate  re- 
search data  concerning  Asian  and  Pacific  Americans  has  been  a major  barrier 
to  "capacity  building,"  creation  of  new  services  and  training  programs. 

These  concerns  are  addressed  in  the  following  recommendations . 

The  recommendations  are  divided  into  two  categories : (1)  recommenda- 

tions regarding  content  and  methodological  issues;  and  (2)  recommendations 
regarding  facilitative  mechanisms  deemed  necessary  for  equitable  funding 
and  efficient  dissemination  of  information  and  communication  among  commun- 
ity persons,  researchers,  and  practitioners. 

As  a context  for  the  following  recommendations  it  must  be  recognized 
that  mental  health  research  has  been  of  limited  value  to  AAPA  communities. 

In  the  few  instances  where  research  was  targeted  at  AAPA  communities,  such 
efforts  have  usually  lacked  community  legitimation  and  sanction.  We  believe 
that  there  must  develop  effective  collaboration  between  community  persons. 
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researchers,  and  practitioners  in  order  for  mental  health  research  to  be 
of  greater  value  to  AAPA’s.  As  an  overall  policy  recommendation,  community- 
based  organizations  and  individuals  representing  the  AAPA  community  being 
researched  must  be  involved  in  all  phases  of  the  development  and  conduct 
of  the  research.  Throughout  the  research  process,  continuous  community 
sanction  and  legitimation  must  be  maintained. 

There  has  been  little  systematic  investigation  of  the  role  of  racism, 
both  individual  and  institutional,  on  various  AAPA  communities  and  individ- 
uals. Racism  exerts  a pervasive  influence  on  all  aspects  of  the  individual 
and  community  functioning  of  AAPA’s.  For  example,  racism  influences  edu- 
cational opportunities,  occupational  choices,  therapist-client  interaction, 
and  mental  health  delivery  systems.  The  nature  and  the  extent  of  these 
influences  must  be  systematically  examined.  The  Subpanel  recommends: 

41.  That  there  be  substantial  investigation  of  ongoing 
racism  and  its  effects  on  AAPA  communities  and 
individuals. 

Most  of  the  research  which  has  been  done  to  date  either  fails  to  con- 
sider the  unique  contributions  of  culturally  inculcated  values  and  norms 
or  emphasizes  only  those  ethno-social  pathology  models  in  which  behavioral 
patterns  that  vary  from  the  norms  of  the  majority  society  are  viewed  as 
deficient . 

It  is  appalling  that  we  lack  basic  and  detailed  sociodemographic  in- 
formation on  AAPA  groups  and  that  these  groups  continue  to  be  ignored  or 
inappropriately  lumped  together.  The  Subpanel  recommends  research  to  be 
focused  on: 

42.  Studying  and  identifying  normative  patterns  of  func- 
tioning among  and  within  AAPA  communities. 

43.  Identifying  and  remedying  information  gaps,  especially 
those  pertaining  to  such  baseline  data  as  census  in- 
formation, current  population  status,  service  utiliza- 
tion patterns , and  service  needs . 

The  inadequacy  of  the  currently  available  data  on  underserved  groups 
in  Asian/Pacific  American  communities  has  been  pointed  out  by  community 
leaders  and  researchers.  The  Subpanel  recommends: 

44.  That  information  gaps  pertinent  to  special  popula- 

tion groups  within  the  Asian  and  Pacific  American 
communities  be  identified  and  remedied.  Groups 
that  require  special  attention  include:  women, 

children,  refugee  groups,  rural  and  urban  popula- 
tions, Pacific  Island  communities,  the  develop- 
mentally  disabled  population,  and  the  Asian  wives 
of  U.S.  servicemen. 

Better  understanding  of  factors  associated  with  the  underutilization 
of  existing  services,  the  use  of  alternative  services,  and  the  role  of 
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factors  such  as  bilingual  and  bicultural  service  provision,  accessibility, 
and  community  acceptability  is  necessary  for  the  further  development  of 
responsive  services.  Past  and  present  assessment  practices  have  been  inap- 
propriate. The  Subpanel  recommends: 

45.  Research  efforts  to  identify  gaps  in  services  avail- 
able to  AAPA  communities  and  individuals. 

46.  Development  of  culturally  appropriate  and  relevant 
psychological  assessment  and  tools. 

Current  research  has  tended  to  neglect  longitudinal  research  strate- 
gies. Furthermore,  inappropriate  generalizations  have  been  made  from 
research  on  highly  limited  and  biased  samples . There  has  been  inadequate 
research  conducted  with  community  relevance,  sanction,  and  applied  values. 
In  addition,  there  is  little  reliable  information  currently  available 
regarding  diverse  AAPA  family  types  and  networks . In  order  to  build  a 
reliable  data  base  the  Subpanel  recommends : 

47.  More  varied  research  strategies. 

48.  Greater  attention  paid  to  the  functioning  family  and 
the  identification  of  various  family  configurations 
among  AAPA  groups . 

49.  Development,  implementation,  and  evaluation  of  pre- 
ventive programs.  Such  programs  may  include  preven- 
tion work  with  AAPA  families. 

50.  In  addition  to  treatment,  identification  and  assess- 
ment of  the  role  of  informal  cultural  supportive 
networks  as  possible  preventive  and  therapeutic 
resources . 

51.  That  research  monies  never  compete  with  the  meager 
level  of  funding  available  for  service  delivery. 

In  order  for  Asian  and  Pacific  Americans  to  realize  maximum  benefits 
from  research  efforts  the  Subpanel  recommends: 

52.  That  policymakers  for  service  delivery  and  research 
programs,  as  well  as  grant  reviewers,  include  Asian 
and  Pacific  American  persons  who  are  sensitive  to 
the  special  needs  of  the  AAPA  communities.  Further- 
more, the  conduct  of  research  and  the  dissemination 
of  findings  must  be  made  by  such  persons. 

53.  That  in  view  of  past  inequities  experienced  by  Asian 
and  Pacific  Americans,  special  earmarked  funds  for 
AAPA  research  at  all  levels  of  government  be  provided 
and  maintained.  In  order  to  ensure  sufficient  alloca- 
tions for  each,  it  is  necessary  to  continually  monitor 
the  distribution  of  funds  for  research. 
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54.  Support  for  the  bill  entitled  "Minority  Group  Men- 
tal Health  Program  Act  of  1977,"  by  Senator  Daniel 
Inouye  (S.  2373),  which  proposes  the  establishment 
of  a division  in  NIMH  with  earmarked  funds  for 
minority  research. 

55.  That  regular  conferences  and  workshops  regarding  all 
aspects  of  Asian  and  Pacific  American  research  be 
established  and  maintained. 

56.  That  an  effective  national  clearinghouse  for  mental 
health  research  information  regarding  Asian  and 
Pacific  American  communities  be  established  and 
maintained . 

57.  That  journals  and  other  publications  on  Asian  and 
Pacific  American  mental  health,  focusing  on  research, 
training,  and  service  delivery  be  established  and 
maintained . 

58.  That  adequately  funded  research  training  programs  be 
developed  to  create  research  capabilities  within  the 
AAPA  communities.  Priority  for  research  training 
should  be  given  to  researchers  who  are  uniquely 
qualified  but  who  may  not  have  the  traditional 
academic  credentials. 

A basic  research  issue  is  the  lack  of  data  to  conduct  adequate  needs 
assessments  and  program  planning  and  evaluations.  Asian  and  Pacific  Ameri- 
cans with  developmental  needs  often  have  mental  health  needs  as  well. 

The  demographic  data,  available  through  the  U.S.  Bureau  of  the  Census, 
used  to  document  the  need  for  services  among  the  disabled  population  under- 
counts the  Asian  and  Pacific  Americans.  The  decennial  census  also  fails 
to  specifically  identify  the  major  Asian  and  Pacific  American  subgroups, 
i.e.,  Chinese,  Japanese,  Korean,  Pacific  Islanders,  Filipinos,  and  South- 
east Asians  (Vietnamese,  Cambodians,  Laotians,  and  Thais).  The  Subpanel 
recommends : 

59.  That  the  Carter  administration  and  Congress  recognize 
the  shortcomings  of  the  present  census  process  and 
take  steps  to  update  current  statistical  data  on 
Asian  and  Pacific  Americans  with  developmental  needs. 

60.  That  exploratory  research  be  conducted  in  the  areas 
of: 

(a)  Geographic  location  of  Asian  and  Pacific 
Americans  with  developmental  needs 

(b)  Incidence  and  prevalence  data  concerning 
Asian  and  Pacific  Americans  with  develop- 
mental needs 
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(c)  Types  of  developmental  needs  and  disabilities 
affecting  the  Asian  and  Pacific  American 
population 

(d)  Types  of  physical  problems  of  Aslan  and  Pacific 
Americans  with  developmental  needs 

(e)  Types  of  mental  health  needs  of  the  Asian  and 
Pacific  Americans  with  developmental  needs. 

61.  That  adequate  demographic  data  be  made  available  to 
service  delivery  agencies  and  the  general  public  in 
the  following  areas : 

(a)  Ethnic  breakdown  of  individuals  with  develop- 
mental needs 

(b)  Age  and  sex  of  Asian  and  Pacific  Americans  with 
developmental  needs 

(c)  Major  disabilities  among  the  Asian  and  Pacific 
Americans  with  developmental  needs 

(d)  Statewide  and  count3wide  directories  of  bilingual/ 
bicultural  Asian  and  Pacific  American  agency  serv- 
ices focused  on  individuals  with  developmental 
needs . 

(e)  Statewide  and  countywide  directories  of  bilingual/ 
bicultural  Asian  and  Pacific  American  professionals 
and  paraprof essionals  who  service  the  develop- 
mentally  disabled  population. 

62.  That  negative  labeling  of  Asian  and  Pacific  Americans 
be  eliminated.  Terms  that  are  derogatory  to  one 
specific  ethnic  minority  group  should  not  be  used. 

For  example,  it  is  recommended  that  the  current  use 
of  the  word  "mongoloidism"  be  changed  to  "Downes 
Syndrome . " 


IV.  ISSUE:  STRATEGIES  FOR  THE  PREVENTION  OF  MENTAL  DISORDERS 

Western  modalities  of  treatment  are  often  insensitive  to  the  problems 
and  needs  of  the  Asian  and  Pacific  Americans.  Prevention  has  been  neglected. 
Furthermore,  insensitive  policies  and  services  are  producing  mental  stress 
rather  than  improving  the  mental  health  status  of  Asian  and  Pacific 
Americans . 

Asian  and  Pacific  Americans  generally  have  strong  attitudes  of  shame, 
fear,  guilt,  ridicule,  and  rejection  toward  the  mentally  and  emotionally 
disturbed  member (s)  of  the  family.  AAPA  families  have  the  tendency  to 
hide  and  to  deny  the  existence  of  mentally  and  emotionally  disturbed 
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persons.  This  is  because  of  the  real  threat  of  the  loss  of  family  status, 
the  choices  of  vocations,  as  well  as  marriage  partners  for  the  other  family 
members.  Too  often,  AAPA’s  tend  to  keep  the  mental  health  problems  an 
intrafamilial  affair  by  retaining  the  disturbed  patients  at  home,  delaying 
usage  of  mental  health  services  until  an  unbearably  chaotic  situation 
arises.  This  is  often  due  to  the  strong  stigma  surrounding  "mental"  health 
and  "mental"  illness.  By  the  time  they  seek  outside  help  at  mental  health 
facilities,  family  resources  are  depleted  and  the  family  unit  is  exhausted. 
Often,  intramarital  and  intrafamilial  strife  have  become  overwhelming.  As 
a result,  an  appeal  for  help  from  outside  of  the  family  often  signifies  a 
rejection  of  the  sick  member  by  the  family  and  community.  AAPA  patients 
tend  to  stay  longer  at  the  mental  institutions  as  inpatients,  and  the  rate 
of  institutionalization,  chronicity,  and  readmissions  among  AAPA  patients 
has  been  relatively  high.  This  pattern  has  been  clearly  observed  in  the 
data  from  Hawaii. 

Efforts  to  prevent  problems  before  they  occur  or  before  they  become 
too  big  are  necessary  ingredients  of  a systematic  approach  to  promoting 
mental  health  among  AAPA’s.  AAPA's  are  becoming  aware  of  the  need  for 
greater  understanding  of  mental  and  emotional  problems  and  the  value  and 
efficacy  of  various  modern  methods  of  treatment.  AAPA’s  are  also  increas- 
ing their  understanding  of  the  stigma  and  fear  about  mental  illness  deeply 
ingrained  in  AAPA  communities . 

There  is  a need  for  community  education  through  mass  media  (radio,  TV, 
newspapers  and  lay  magazines,  etc.)  in  Asian  and  Pacific  Americans'  native 
languages.  Those  who  are  elderly  and  recent  immigrants  need  services  by 
bilingual  and  bicultural  professionals  and  paraprofessionals . Bilingual/ 
bicultural  services  will  help  change  Asian  and  Pacific  Americans’  precon- 
ceived and  stigmatized  image  of  the  therapist.  Also,  community  education 
is  important  in  helping  the  total  community  with  mental  and  emotional 
problems  by  using  mental  health  services.  The  Subpanel  recommends: 

63.  That  prevention  services  in  health  and  mental  health 
programs  be  provided  adequate  resources . It  is 
further  recommended  that  prevention  services  be 

an  integral  component  of  any  health  or  mental  health 
planning,  services,  and  research.  An  important  as- 
pect of  prevention  services  is  community  education. 

Experience  has  shown  that  Asian  and  Pacific  Americans  tend  to  be 
brought  to  the  attention  of  mental  health  services  only  at  the  point  of 
acute  breakdown  or  crisis  (Berk  & Hirata  1973) . Fear  of  community  stigma 
and  dread  of  shame  and  dishonor  lead  families  to  conceal  the  existence  of 
mental  health  problems  or  to  avoid  recognition  of  incipient  signs  of  men- 
tal disturbance.  Furthermore,  Asian  and  Pacific  Americans  face,  from  birth 
to  death,  the  reality  of  having  to  cope  with  a hostile  environment  which 
is  not  supportive  of  a bicultural  lifestyle.  Asian  and  Pacific  Americans 
have  evolved  positive  indigenous  support  systems  which  have  not  been  suf- 
ficiently recognized;  these  systems  should  be  encouraged  and  maintained. 

The  Subpanel  recommends : 

64.  That  there  be  establishment  and  expansion  of  pre- 
ventive programs  of  consultation  and  education 
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which  would  impart  bilingual/bicultural  mental  health 
and  developmental  disability  information  to  Asian 
and  Pacific  American  families  and  individuals,  as 
well  as  community  organizations  and  service  pro- 
viders, to:  (a)  promote  the  mental  health  of  Asian 

and  Pacific  Americans;  (b)  prevent  the  development 
of  mental,  emotional,  and  developmental  disabili- 
ties; and  (c)  facilitate  the  early  detection  and 
treatment  of  such  disabilities.  Such  preventive 
programs  of  consultation  and  education  must  be 
staffed  with  bilingual/bicultural  personnel  and 
be  adequately  funded. 

V.  ISSUE:  FOLLOWUP  TO  THE  ASIAN/PACIFIC  SUBPANEL  REPORT 

These  recommendations  are  especially  focused  on  the  issue  of  followup 
to  the  workshop  report.  Given  the  exclusion  of  appropriate  Asian  and 
Pacific  American  participation  on  the  President’s  Commission  on  Mental 
Health,  the  Subpanel  members  think  that  these  recommendations  particularly 
need  to  be  implemented: 

65.  That  the  President’s  Commission  on  Mental  Health  urge 
the  Public  Committee  for  Mental  Health,  Inc.,  to 
involve  minority  representatives  on  its  board  of 
directors,  including  Asian  and  Pacific  Americans. 

66.  That  the  White  House  create  a process  to  further 
assess  and  take  action  on  the  mental-health- related 
needs  of  Asian  and  Pacific  Americans.  Given  the 
limitations  of  the  Asian/Pacific  Subpanel,  the  White 
House  should  provide  for  extended  study  and  action 
planning.  This  effort  should  begin  soon  after  the 
President  receives  the  final  report  from  the  Presi- 
dent’s Commission  on  Mental  Health,  and  should 
involve  a much  broader  participation  from  AAPA 
communities  than  did  the  Asian/Pacific  Subpanel. 

The  further  study  and  action  planning  should  in- 
clude the  following:  (1)  an  assessment  of  the 

impact  of  relevant  Federal  programs  and  policies 
on  the  mental  health  of  AAPA’s,  and  how  to  make 
these  programs  and  policies  more  responsive;  (2) 
action  planning  in  terms  of  reducing  the  impact 
of  racism  on  AAPA’s;  (3)  a series  of  regional  and 
national  AAPA  mental  health  conferences;  and  (4) 
the  creation  of  a national  AAPA  coordination  and 
implementation  body,  staffed  by  White  House 
personnel,  to  carry  out  the  aforementioned  over 
a 3-year  period.  This  effort  should  supplement 
the  work  of  the  Public  Committee  for  Mental 
Health,  Inc. 
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67.  That  President  Carter  appoint  an  appropriate  Asian 

and  Pacific  American  as  a White  House  special  assist- 
ant for  liaison  with  AAPA  communities  regarding 
mental  health  and  other  AAPA  concerns. 


VI.  CONCLUDING  COMMENTS 

The  Asian/Pacific  Subpanel  wishes  to  express  its  appreciation  to  the 
Commission  and  staff  for  the  opportunity  to  submit  this  final  report.  The 
Subpanel  also  appreciated  the  opportunity  Dr.  Ford  Kuramoto,  Subpanel  Coor- 
dinator, and  Professor  Bok-Lim  Kim  had  to  personally  make  a presentation 
to  the  Commission  in  Washington,  D.C.,  on  January  16,  1978.  There  were  a 
number  of  difficulties  inherent  in  the  scope  of  the  President’s  Commission 
on  Mental  Health  and  its  mandate.  But  the  Asian/Pacific  Subpanel  believes 
that  the  President’s  Commission  on  Mental  Health  can  potentially  have  a 
real  impact  upon  the  executive  and  legislative  branches  of  the  Federal 
Government,  the  private  sector,  and  other  levels  of  Government.  The  best 
way  to  measure  the  effectiveness  of  any  effort  is  to  look  at  the  "outcomes," 
the  concrete  results.  The  Asian/Pacific  Subpanel  eagerly  looks  forward  to 
the  time  when  the  members  will  be  able  to  assess  the  actual  outcomes  of 
the  President’s  Commission  on  Mental  Health  effort,  particularly  with 
respect  to  the  impact  on  the  Asian  and  Pacific  American  communities. 

The  Asian/Pacific  Subpanel  would  heartily  support  a final  President’s 
Commission  on  Mental  Health  report  that  adequately  addresses  Asian  and 
Pacific  American  issues.  However,  if  the  Commission’s  final  report  does 
not  adequately  address  AAPA  concerns,  this  action  by  the  Commission  will 
have  to  be  interpreted  by  the  Asian/Pacific  Subpanel  as  another  example 
of  how  AAPA’s  have  been  excluded  from  crucial  aspects  of  the  Commission’s 
activities . 
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OVERVIEW/ INTRODUCTION 


The  mental  health  of  Black  American  populations  and  the  treatment  of 
the  mental  illnesses  that  occur  in  these  populations  have  been  the  subject 
of  much  discussion  and  debate.  Although  the  mental  health  literature  is 
replete  with  articles  about  American  Blacks,  there  is  still  much  to  be 
understood,  and  most  importantly,  much  to  be  accomplished  before  the  over- 
all mental  health  of  American  Blacks  is  improved,  and  the  treatment  of 
their  mental  illnesses  becomes  appropriate. 

The  Special  Populations  Subpanel  on  the  Mental  Health  of  Black  Ameri- 
cans in  this  report  outlines  for  the  President’s  Commission  on  Mental  Health 
issues  related  to  (1)  the  social  context  in  which  Black  Americans  live  and 
function;  (2)  the  needs  of  Black  Americans  for  mental  health  services  and 
the  delivery  of  mental  health  services  to  address  those  needs;  (3)  research 
to  serve  as  a substantive  basis  for  decisionmaking  in  achieving  the  goal 
of  mental  health  for  Black  Americans;  (4)  strategies  for  prevention  of 
mental  disability  among  Black  Americans. 

Much  of  what  is  understood  of  American  Black  populations  has,  until 
fairly  recently,  come  as  a result  of  studies  on  the  urban  ghettos  (e.g., 
Lewis  1961;  Moynihan  1965;  Parker  1966;  Rainwater  1966),  only  one  of  the 
many  subgroups  of  the  larger  American  Black  population.  In  addition, 
certain  deficiencies  have  been  identified  in  existing  data  which  have 
been  used  as  the  justification  for  the  formulation  of  a public  policy 
which  has  as  its  objective  benign  neglect  of  problems  confronting  the 
Black  community.  Most  of  the  existing  data  on  Black  Americans  have  been 
developed  under  the  aegis  of  non-Black  scholars,  supported  largely  by 
Federal  funding,  who  have,  either  through  ignorance  or  the  biased  perspec- 
tive resulting  from  their  own  socialization,  failed  to  describe  accurately 
the  status  of  the  social,  political,  and  economic  context  in  which  Black 
Americans  live. 

It  is  also  necessary  to  add  to  these  two  factors  individual  and  in- 
stitutional racism  that  not  only  operates  as  an  impediment  to  quality 
mental  health  services  for  Black  Americans,  but  because  the  phenomenon  is 
ubiquitous  in  all  organizations  in  American  society,  also  functions  as 
part  of  the  etiology  of  much  of  the  mental  illness  seen  in  America’s  Black 
populations  (Willie,  Kramer  & Brown  1973;  Carter  1973;  Grier  & Cobbs  1968). 

Over  the  past  two  decades,  there  has  been  a national,  legal,  and 
moral  commitment  to  redress  the  inequities  experienced  by  Blacks,  other 
minorities  of  color,  and  women.  Legislation  is  on  the  books  but  racism 
and  its  attendant  discriminatory  practices  continue  (Parron  1977) . 

The  conscious  and  unconscious  attitudes  of  superiority  which  permit 
and  demand  that  a majority  oppress  a minority  have  operated  as  a clear 
and  present  danger  to  the  mental  health  of  Blacks  and  other  minority  groups 
of  color.  The  Joint  Commission  on  Mental  Health  of  Children  (1969)  stated: 

. . . the  racist  attitude  of  Americans  which  causes  and  perpe- 

uates  tension  is  patently  a most  compelling  health  hazard.  Its 
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destructive  effects  severely  cripple  the  growth  and  development 
of  millions  of  our  citizens,  young  and  old  alike.  Yearly,  it 
directly  and  indirectly  causes  more  fatalities,  disabilities 
and  economic  loss  than  any  other  single  factor. 

The  Subpanel  recognizes  that  it  is  largely  the  environment  created  by 
institutional  racism,  rather  than  intrapsychic  deficiencies  in  Black  Ameri- 
cans as  a group,  that  is  responsible  for  the  overrepresentation  of  Blacks 
among  the  mentally  disabled.  It  is  the  belief  of  the  Subpanel  on  the 
Mental  Health  of  Black  Americans  that  the  various  issues  and  elements 
related  to  institutionalized  racism,  and  the  relationship  of  these  issues 
to  mental  health  prevention,  research,  service  delivery,  and  training,  must 
be  clearly  identified,  studied,  understood,  and  addressed,  as  part  of  any 
meaningful  effort  to  respond  to  the  mental  health  needs  of  American  Blacks 
(Dudley  1977;  Hare  1978).  Using  racism  as  a paradigm,  the  following  be- 
comes clear  in  terms  of  the  mental  health  system’s  response  to  this  issue: 

1.  Racism  must  be  clearly  understood  as  a phenomenon  in  this 
country,  with  its  socioeconomic  and  intrapsychic  components. 

2.  One  must  then  explore  and  understand  how  these  phenomena 
can  and  do  function  as  a stress  factor  for  Black  people, 
as  a force  that  results  in  adaptive  and/or  maladaptive 
behavior  in  Black  people,  and  as  material  that  becomes 
part  of  the  content  of  the  symptomatology  of  various  func- 
tional disorders.  In  addition,  one  must  gain  the  ability 
to  understand  the  difference. 

3.  Training  programs  must  be  designed  in  such  a way  as  to 
help  therapists  develop  the  sensitivity  to  and  understand- 
ing of  these  issues. 

4.  This  sensitivity  and  understanding  must  then  be  a backdrop 
for  the  development  of  service  delivery  models,  and  the 
underpinning  of  the  content/process  of  the  various  psycho- 
therapies as  they  are  used  with  Black  populations. 

The  grotesqueness  of  slavery,  the  ramifications  it  has  had  and  continues 
to  have  must  be  recognized  for  its  impact  on  the  minds  of  all  Americans. 

The  result  of  this  historical  ordeal  is  similar  to  the  history  of  the 
genocide  of  American  Indians.  These  types  of  experiences  in  and  of  them- 
selves affect  the  individual  and  are  also  a formative  piece  of  later 
history  that  influences  the  person. 

The  deleterious  consequences  of  racism  have  been  described  by  many 
investigators  (Willie,  Kramer,  and  Brown  1973)  and  by  the  President’s 
Commission  on  Mental  Health  in  its  Preliminary  Report  (1977) . Thomas 
and  Sillen  (1972),  Conner  (1977),  and  Bradshaw  (1977)  point  out  that 
various  aspects  of  racism  have  encumbered  the  mental  health  system  in  its 
efforts  to  more  adequately  deal  with  the  mental  health  of  minority  groups. 
For  Black  Americans  this  situation  has  resulted  in  continuing  to  be  placed 
in  a position  in  which  they  must  experience  and  endure  daily  macro  and 
micro  insults  to  the  person.  The  stresses  accompanying  these  events  also 
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continue  to  compromise  the  realization  of  full  potential  of  Black  Americans 
and  to  deprive  them  again  of  opportunities  to  participate  fully  in  American 
society. 


DEMOGRAPHIC  AND  SOCIAL  CHARACTERISTICS  OF  BLACK  AMERICANS 

The  influence  of  socioeconomic  parameters  on  the  incidence,  prevalence, 
and  delivery  of  mental  health  services  in  this  country  has  increasingly 
become  a more  important  concern  for  architects  of  the  mental  health  system. 
As  the  country  faces  a time  of  finite  resources,  identification  of  areas 
of  potentially  critical  need  become  crucial.  Landmark  studies  by  Hollings- 
head  and  Redlich  (1958),  Srole  and  associates  (1962)  and  Warheit  (1973  and 
1975)  on  the  relationship  between  variables  associated  with  socioeconomic 
class  and  mental  disorders,  have  suggested  the  possibilities  of  differen- 
tial risk  for  mental  disorders  on  the  part  of  various  population  subgroups, 
particularly  the  poor  and  differential  treatment  of  these  subgroups.  Be- 
cause Blacks  and  other  minorities  of  color  disproportionately  constitute 
the  lower  socioeconomic  classes  it  follows  that  the  stresses  concomitant 
with  this  status  places  them  ”at  risk." 

As  background  for  the  later  discussion  of  the  mental  health  status  of 
Black  Americans  it  is  relevant  to  describe  the  demographic  and  social  status 
of  the  Black  population.  The  overall  composition  of  the  group  with  respect 
to  age,  sex,  marital  status,  educational  level  attained,  and  employment 
status  is  a function  of  physical  and  mental  health. 

The  Subpanel,  operating  under  the  constraints  of  time  and  limited  re- 
sources, found  it  necessary  to  draw  on  statistics  generated  by  the  Bureau 
of  the  Census  and  the  Division  of  Biometry  and  Epidemiology,  National  Insti- 
tute of  Mental  Health.  The  data  are  presented  with  the  same  caveat  used 
by  the  Federal  agencies  charged  with  its  collection  and  analysis:  "Data 
on  Blacks  for  the  subjects  covered  are  not  always  available  on  a consistent 
basis  . . . ; however,  the  most  current  data  are  always  presented." 

(Bureau  of  the  Census  1975.^ 

The  demographic  characteristics  of  Black  Americans  briefly  summarized 

are: 

• Black  Americans  comprised  11.4  percent  of  the  total  United  States 
population  (24  million  persons  in  1974)  . 

• The  median  age  of  the  Black  American  population  was  21  years  for 
males;  24  years  for  females. 

• Life  expectancy  at  birth  was  67.0  years  for  Blacks  as  compared  to 
72.7  years  for  Whites. 


The  "most  current"  data  published  by  Census  Bureau  for  Black  Ameri- 
cans are  for  period  1970-1974  and/or  1975. 
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• Infant  mortality  rate  (deaths  under  one  year  of  age  per  1,000 
live  births)  was  24.9  for  nonwhites  and  14.8  for  whites. 

• The  mortality  rate  for  all  causes  is  higher  for  nonwhites  than 

for  whites.  Nonwhites  have  a higher  death  rate  than  whites  for 
the  following  selected  causes:  homicide,  tuberculosis,  hyper- 

tensive heart  disease,  syphilis,  diabetes  mellitus,  genital  cancer, 
pneumonia,  accidents  other  than  motor  vehicles,  vascular  lesions 

of  the  central  nervous  system,  cirrhosis  of  liver,  digestive  cancer, 
motor  vehicle  accidents,  and  respiratory  cancer  (Congressional  Bud- 
get Office  1977). 

• The  Black  population  continues  to  be  most  highly  concentrated  in  the 
central  cities  of  metropolitan  areas . 

• Among  Blacks,  31  percent,  as  compared  to  9 percent  of  Whites,  were 
living  in  poverty. 

• The  overall  income  position  (measured  by  the  median  income  rates) 
of  Black  families  relative  to  White  families  has  declined  since 
1970.  The  median  income  ratio  of  Black  to  White  families  was  0.58 
in  1974;  it  was  0.61  in  1970. 

• Only  46  percent  of  Blacks,  as  against  67  percent  of  White  urban 
populations,  had  completed  high  school. 

• The  downward  swing  in  the  economy  (beginning  in  1974)  and  its 
attendant  rise  in  rates  of  unemployment  has  hit  Blacks  hardest. 

In  January  1978,  nearly  11  percent  of  Black  adults  were  unemployed 
as  compared  to  6 percent  of  ^'Thites.  For  Black  youth  (16-21  years 
of  age)  unemplo3nnent  rose  to  40  percent  in  October  1977  as  com- 
pared to  16  percent  among  whites . 

• Most  Black  families  adhere  to  the  nuclear  family  model;  61  percent 
of  Black  families  have  two  parents  present . 

• Increases  in  divorce  and  separation  rates;  greater  economic  inde- 
pendence of  women,  resulting  from  greater  participation  in  the  work 
force;  and  increased  numbers  of  unwed  mothers  keeping  their  children 
have  contributed  to  the  increase  of  female-headed  families,  both 
Black  and  White  in  the  United  States.  Mostly  as  a result  of  socio- 
economic forces,  30  percent  of  Black  families  are  headed  by  women 

as  compared  to  9 percent  of  White  families . 

These  descriptors  of  the  Black  American  population  have  many  implica- 
tions in  looking  at  the  mental  health  of  this  group.  The  status  of  Blacks 
in  relation  to  the  institutions  of  health,  education,  and  employment  may  be 
viewed  as  (1)  indicators  of  the  pervasiveness  of  institutional  discrimina- 
tion; and  (2)  indicators  of  stressful  life  conditions  which  have  long  been 
recognized  as  major  contributors  to  a variety  of  physical  and  mental  ill- 
nesses. Taking  the  relationships  of  economy  and  mental  health  as  an 
example,  Brenner  (1977)  has  shown  that  admissions  to  mental  hospitals  rise 
in  times  of  unemployment  and  decrease  during  economic  upturns.  The  social 
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cost  of  unemployment  measured  on  the  basis  of  mental  health,  physical 
health,  and  criminal  aggression  correlated  with  critical  indices  of  na- 
tional economic  behavior — per  capita  income,  the  rate  of  unemployment, 
and  rate  of  inflation — show  a dramatic  relationship  between  these  factors. 
Brenner’s  figures  (based  on  1970  population  statistics)  show  that  a one 
percent  increase  in  unemployment  sustained  over  a period  of  6 years  will 
bring  increases  of  about 

• 36,887  total  deaths,  including  20,240  from  cardiovascular  disease 

• 920  suicides 

• 648  homicides 

• 495  deaths  from  cirrhosis  of  the  liver 

• 4,227  State  hospital  admissions. 

In  actual  lives,  a single  percentage  point  of  unemployment  represents 
nearly  a million  people.  With  unemployment  among  Blacks  creeping  steadily 
upward,  the  implications  for  the  Black  community,  particularly  Black  males, 
are  staggering. 

These  factors  while  pointing  to  the  social  milieu,  not  individual 
Blacks  as  the  focus  for  change,  are  germane  to  the  goals  of  mental  health 
programs  in  Black  communities.  Of  the  twin  evils  of  our  time,  racism  and 
poverty,  racism  ranks  first  and  poverty  second  as  etiologies  of  the  diffi- 
culties Black  Americans  face.  Neither  of  these  maladies  is  endemic  to  the 
Black  community.  Both  are  generated,  operated,  and  perpetuated  by  the 
white  community  and  the  institutions  it  dominates  (Billingsley  and 
Giovannani  1972) . The  dilemma  Gunnar  Myrdal  identified  over  30  years 
ago  remains  unresolved  at  a cost  that  is  prohibitive  both  for  Blacks  and 
Whites  (Myrdal  1944) . 

Changing  the  societal  context  in  which  Blacks  live  is  clearly  beyond 
the  province  of  mental  health  services  and  mental  health  providers . Advo- 
cacy within  the  mental  health  field  can,  however,  lead  the  way  toward  im- 
proving the  quality  of  the  social  milieu  and  ensuring  the  growth  and 
viability  of  our  society. 

The  major  goals  of  mental  health  programs  over  the  last  15  years  has 
been  (1)  improving  the  mental  health  of  community  residents;  (2)  reducing 
the  number  of  persons  who  suffer  from  mental  disorders;  (3)  reducing  the 
risk  that  residents  will  be  prone  to  mental  disorders;  and  (4)  reducing 
preventable  stress.  In  accomplishing  these  goals  in  the  Black  community, 
mental  health  professionals  must  recognize  that  there  are  differences  be- 
tween poor  communities  and  poor,  predominantly  Black  communities.  One  of 
the  major  differences  is  that  because  of  the  Nation’s  socioeconomic  mobility 
patterns  and  racial  discrimination.  Blacks  are  often  forced  to  remain  in 
the  ghetto,  whether  that  ghetto  be  in  an  urban  location  such  as  Chicago  or 
Los  Angeles  or  in  a rural  one  such  as  Mound  Bayou,  Mississippi. 
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Many  studies  have  provided  data  on  how  conditions  in  the  ghetto  con- 
tribute to  stress  (N.  Hare  1970).  Thus,  if  the  goals  of  mental  health 
programs  are  to  be  achieved  in  Black  communities,  more  active  efforts 
must  be  undertaken  through  the  leadership  of  Federal  Government  initia- 
tives to  achieve  with  all  due  speed  the  following  recommendations  to  the 
President's  Commission  on  Mental  Health: 

1.  Full  employment  achieved  through  the  initiatives  of 
the  public  and  private  sectors,  and  equal  access  to 
jobs  assured  by  continuation  of  affirmative  action 
legislation. 

2.  Affirmative  action  in  the  distribution  of  housing  , 

funds  and  opportunities  for  adequate  housing. 

3.  Redistribution  of  health  care  facilities,  with  par- 
ticular attention  to  (1)  primary  prevention,  and 
(2)  improving  access  to  the  quality  of  health  care. 

4.  Implementation  of  public  welfare  services  that  con- 
centrate on  the  elimination  of  poverty  and  which 
support  and  supplement  the  initiatives  of  individuals 
to  be  participants  in  American  society. 

THE  BOUNDARY  OF  MENTAL  HEALTH  PROBLEMS 

Precise  definition  of  mental  health  tends  to  be  elusive.  It  is  gen- 
erally agreed,  however,  that  mental  health  encompasses  an  order  of  concerns 
that  are  significantly  broader  than  those  represented  by  categorical  men- 
tal illnesses  (Thomas  and  Comer  1973) . The  concept  of  mental  health  in- 
cludes both  illness  and  health. 

Mental  health  is  often  defined  as  resistance  to  or  absence  of  mental 
illness.  It  has  been  believed  to  depend  primarily  on  the  way  a person 
felt  about  himself /herself , other  people,  and  the  world,  particularly  his/ 
her  own  place  in  it.  Individuals  vary  in  their  ability  to  cope  with  the 
stresses  and  conflicts  in  their  lives.  To  the  extent  that  one  can  handle 
these  problems,  he/she  can  be  considered  mentally  "healthy;"  to  the  extent 
that  such  problems  interfere  with  the  individual’s  personality  and  his/her 
striving  to  achieve  his/her  goals,  he/she  may  be  considered  mentally  "ill." 

Unlike  bodily  changes  related  to  physical  illness,  the  disturbances 
of  personality  traits  can  be  measured  only  rarely  with  precision.  Some- 
times a person  decides  that  his/her  own  behavior  represents  a threat  to 
society  or  he/she  is  threatened  by  possible  community  reprisal  for  his/ 
her  unreasonable  or  irrational  behavior.  Such  a person  may  voluntarily 
seek  help  and  define  himself /herself  as  ill.  Another  person  may  not  com- 
municate his/her  personal  emotional  or  psychological  difficulty  or  unhap- 
piness. However,  this  individual  may  be  considered  disturbed  or  mentally 
ill  when  those  around  him/her  judge  that  his/her  behavior  is  out  of  the 
ordinary  and,  therefore,  in  need  of  modification  (Duhl  and  Leopold  1968). 
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Because  of  the  pluralistic  nature  of  the  American  society  and  cultural 
order,  social  problems  and  social  deviances,  when  applied  to  mental  health 
issues,  must  be  approached  from  a cultural  relativity  frame  of  reference. 
Since  Black  people  have  a culture  (Butcher  1956;  Ellison  1966;  Keil  1966; 
Szwed  1970;  and  Herskowits  1958)  and  studies  have  shown  the  relationships 
among  culture,  behavior,  and  mental  disorder  (Linton  1956;  Wallace  1967; 
and  Giordano  and  Giordano  1976)  it  becomes  necessary  to  extend  the  bound- 
aries of  mental  health  to  deal  with  some  of  the  social  and  physical  reali- 
ties of  Black  life  in  America. 

Black  mental  health  professionals  have  in  recent  years  begun  to  ques- 
tion seriously  the  applicability  of  traditional  models  of  mental  health  to 
the  Black  community.  These  professionals  believe  that  individual  function- 
ing must  be  viewed  within  the  context  of  the  social,  political,  economic, 
and  other  institutional  forces  with  which  the  individual  must  cope.  Thomas 
and  Comer  (1973)  have  posited  that  the  mental  health  of  Black  individuals 
cannot  be  properly  assessed  in  a vacuum.  Rather,  the  mental  health  of 
Blacks  must  be  viewed  within  the  context  of  the  total  cultural  and  societal 
systems  as  well  as  within  the  perspective  of  the  Black  group.  They  devel- 
oped working  definitions  of  the  concept  of  mental  health  that  are  acceptable 
in  delimiting  the  mental  health  of  Black  Americans : 

. . . mental  health  includes  people’s  feelings  of  worth  in 

the  context  of  the  total  cultural  and  societal  system  as 

well  as  within  the  identifiable  group  to  which  they  belong.  . . . 

Mental  health  . . . encompasses  the  issue  of  the  availability 
of  the  "good  life"  within  a given  social,  political,  and 
economic  context.  The  absence  of  opportunities  to  meet  basic 
and  culturally  determined  needs  constitutes  the  gap  between 
individual  aspiration  and  the  availability  of  satisfaction. 

This  gap  is  the  source  of  a great  deal  of  mental  anguish  and 
sometimes  precipitates  or  complicates  mental  illness.  . . . 

. . . the  state  of  being  mentally  healthy  represents  pos- 
session of  the  ability  to  cope  or  function  within  society  in 
an  adaptive  way  (Thomas  and  Comer  1973) . 

Wilcox  (1973)  and  Billingsley  (1969)  have  provided  assumptions  and 
hypotheses  about  positive  Black  functioning.  Wilcox  postulated  that  the 
mental  health  states  of  Blacks  are  largely  reactions  and  adaptations  to 
the  conditions  of  white  institutional  racism.  Billingsley  stated  that 
when  Black  people  do  not  conform  to  the  norms  of  the  dominant  culture, 
they  are  considered  social  and  mental  deviants.  It  has  been  postulated 
(and  this  issue  is  in  need  of  further  study),  that  much  of  this  "deviant" 
behavior  is  tolerated  and  absorbed  by  the  Black  community.  Poverty  com- 
munities have  had  to  adjust  to  a certain  level  of  chaotic  and  socially 
disruptive  behavior  because  of  the  multiple  problems  that  exist  within 
and  are  perpetuated  against  them  (Gary  1977;  Jones  1977).  What  is  clear 
is  the  necessity  of  examining  mental  health  problems  from  the  perspective^ 
of  Black  people.  In  other  words,  mental  health  problems  are  any  conditions/ 
affecting  a significant  number  of  Black  people  in  ways  in  which  they  con-  / 
sider  undesirable,  and  there  is  a strong  commitment  through  social  action  \ 
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to  change  the  situation  or  condition  so  that  a significant  number  of  indi- 
viduals become  or  remain  functioning  members  in  their  communities  (Gary 
1978).  With  this  broader  notion,  many  problems  and  issues,  including 
stressful  life  events,  can  be  included  in  an  assessment  of  the  mental  health 
status  of  Black  people  in  the  United  States. 


EPIDEMIOLOGY  OF  MENTAL  DISORDERS 

In  the  United  States,  there  has  been  extensive  research  dealing  specif- 
ically with  White-Black  differences  in  mental  health  and  mental  disorder  as 
well  as  other  diseases  (See  and  Miller  1973;  MacMahon  and  Pugh  1970) . Over 
the  years,  a body  of  knowledge  has  developed  which  attempts  to  show  the 
linkages  between  race  and  mental  illness.  It  has  been  assumed  that  there 
are  significant  differences  between  Blacks  and  Whites  with  respect  to  rates 
of  mental  illness  (Warheit,  Holzer  and  Arey  1973;  Fisher  1969;  and  Fried 
1969) . 

Some  scholars  have  argued  that  the  rates  of  mental  illness  are  higher 
for  Blacks  than  for  Whites  (Fried  1969;  Gorwitz  1966;  and  Balah  1970). 

Others  have  suggested  that  treated  mental  illness  rates  are  higher  for 
Whites  than  for  Blacks  (See  and  Miller  1973) ; and  finally  some  studies 
have  shown  that  evidence  concerning  the  differential  rates  of  mental  ill- 
ness between  Blacks  and  Whites  are  inconclusive  (Warheit,  Holzer  and  Arey 
1975;  Kramer,  Rosen  and  Willis  1973;  See  and  Miller  1973).  For  example, 
Fisher  (1969)  conducted  a detailed  review  of  epidemiological  literature 
and  concluded  that  there  was  little  evidence  in  support  of  Black-White 
differences  in  rates  of  mental  disorder.  Moreover,  Dohrenwend  and 
Dohrenwend  (1969),  after  a critical  review  of  eight  field  surveys  designed 
to  measure  the  prevalence  of  mental  illness  among  racial  groups,  found 
that  four  studies  showed  higher  rates  for  Blacks  and  four  showed  higher 
rates  for  Whites.  This  limited  review  supports  the  conclusion  reached  by 
See  and  Miller  (1973).  They  stated: 

...  as  research  comparing  Black  and  I'Jhite  incidence  and 
prevalence  of  serious  mental  disorder  accumulated,  it  became 
clear  that  few  certain  epidemiological  patterns  could  be 
identified.  Recent  findings  continue  to  reflect  this  ambi- 
guity. Moreover,  since  no  recent  study  has  attempted  to 
determine  true  prevalence  or  incidence,  it  is  still  not 
known  whether  Blacks  and  Whites  have  similar  or  different 
rates  of  serious  mental  disorder. 

Some  consideration  should  be  given  to  why  there  is  confusion  concern- 
ing the  differential  mental  illness  rates  between  Blacks  and  Whites.  First, 
there  is  a lack  of  agreement  as  to  what  is  mental  health  or  mental  illness . 
Conceptualization  and  measurement  problems  have  created  considerable  diffi- 
culties in  assessing  these  epidemiological  studies  where  Blacks  and  Whites 
are  compared.  Kramer,  Rosen  and  Willie  (1973)  have  clearly  documented  the 
definitional  inconsistencies  which  affect  all  aspects  of  the  mental  health 
field.  In  fact,  they  cast  serious  doubts  on  the  adequacy  of  present  statis- 
tics on  mental  disorder  by  race.  A second  factor  is  that  many  of  these 
epidemiological  studies  have  serious  methodological  and  analytical  problems. 
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Fisher  (1969)  argued  that  methodological  inadequacies  are  inherent  when  in 
research  one  relies  only  on  treated  cases  especially  those  cases  found  in 
State  hospitals.  Warheit,  Holzer  and  Arey  (1975)  have  pointed  out  some  of 
the  methodological  problems  in  connection  with  the  enumeration  of  the  men- 
tally ill  in  the  United  States  prior  to  the  turn  of  the  century.  Moreover, 
researchers  often  do  not  use  comparable  settings  so  their  results  have 
limited  utility  for  broad  generalizations.  With  respect  to  analytical 
procedures,  most  of  the  recial  comparison  studies  have  relied  very  heavily 
on  simple  percentages  rather  than  on  multivariate  analysis,  that  is,  these 
studies  did  not  allow  for  simultaneous  controls  for  a number  of  variables 
(Warheit,  Holzer  and  Arey  1975) . 

In  some  epidemiological  studies,  there  have  not  been  adequate  con- 
trols for  social  class  (See  and  Miller  1973;  and  Gary  1977).  There  have 
been  several  landmark  studies  which  have  shown  the  linkages  between  social 
class  and  mental  illness  (Hollingshead  and  Redlich  1958;  Srole,  et  al . 
1962).  Yet,  one  can  find  studies  which  compare  middle  class  Whites  to  low 
class  Blacks.  Social  and  behavior  scientists  seem  to  hold  that  the  Black 
community  is  monolithic  and  to  focus  primarily  on  the  lowest  income  group 
of  Black  subjects.  Green  (1970)  negates  the  notion  of  a uniform  Black 
experience  and  shows  that  there  is  diversity  within  Black  communities  as 
in  other  communities.  Although  the  comparative  research  paradigm  where 
Blacks  and  Whites  are  compared  has  some  utility,  there  is  a need  for 
examining  mental  health  functioning  as  well  as  mental  disorder  within 
Black  communities.  In  other  words,  an  important  research  question  centers 
on  the  balance  between  universal  and  cultural  considerations  in  dealing 
with  the  mental  health  problems  of  Black  people.  Greater  emphasis  should 
be  placed  on  cultural  comparisons,  especially  since  there  are  subgroups 
within  Black  communities. 

Given  the  above  problems  and  cautions,  the  mental  health/illness 
status  of  Black  people  can  be  summarized  as  follows: 

• Many  Black  adults  are  under  the  care  of  a variety  of  institu- 
tions, ^ and  some  of  these  adults  have  children.  In  1970,  the 
rates  of  institutionalized  persons  per  100,000  population 
were  1412.7  for  Blacks,  but  only  1004.3  for  Whites  (Cannon 
and  Locke  1976) . 


The  types  of  institutions  include:  correctional  institutions, 

mental  hospitals  and  residential  treatment  centers,  tuberculosis  hospi- 
tals and  chronic  disease  hospitals,  homes  for  the  aged  and  dependent, 
homes  and  schools  for  the  mentally  handicapped,  homes  and  schools  for 
physically  handicapped,  homes  for  dependent  and  neglected  children 
and  for  unwed  mothers,  training  schools  for  juvenile  delinquents,  and 
detention  homes. 
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• Between  1950  and  1970,  the  rate  of  institutionalization  for  Black 
people  increased,  but  it  decreased  for  Whites  as  shown  in  Table  1 
(Sharpley  1977). 


Table  1. 

Group 

Rate  of 

Institutionalization 

White  Men 

21%  decrease 

White  Women 

39%  decrease 

Nonwhite  Men 

56%  increase 

Nonwhite  Women 

14%  increase 

• With  respect  to  mental  institutions,  the  rates  of  institutionaliza- 
tion declines  for  each  sex-color  group,  but  the  relative  decrease 
was  less  for  Blacks  than  Whites  as  shown  in  Table  2 (Sharpley  1977)  . 


Table  2. 


Group 

Men 

Women 

White 

46% 

53% 

Black 

25% 

42% 

• Black  males  consistently  show  the  highest  rates  of  mental  disorder. 

For  State  hospital  data  (Table  3) , Black  males  from  ages  18-34  show 
an  extremely  high  rate  compared  to  other  age  and  racial  groups. 

• The  treatment  rates  for  Black  females  is  relatively  low  until  age 
35  when  their  rates  go  up  significantly.  (See  Tables  3 and  4.) 

• Data  tend  to  suggest  that  Blacks  are  admitted,  committed,  or  sen- 
tenced, as  the  case  may  be,  for  custodial  care  in  mental  institu- 
tions somewhat  sooner  than  are  whites.  Black  admissions  to  mental 
institutions  are  less  likely  to  be  voluntary,  and  Blacks  are  less  likely 
to  be  committed  to  mental  institutions  by  a spouse  or  offspring. 

• The  number  of  bed  disability  days  per  person  is  lower  for  Whites 
than  for  Blacks.  For  adults  over  65,  the  number  of  bed  disability 
days  per  person  is  twice  as  high  for  Blacks  as  it  is  for  Whites 
(Congressional  Budget  Office  1977) . 
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Age  Specific  and  Aged  Adjusted  Rates  per  100,000 
Population  of  Inpatient  Admissions  to  State  and 
County  Mental  Hospitals  by  Race,  Sex  and  Age,  1975 


White 

Black 

Age  on  Admission 

Both 

Sexes 

Male 

Female 

Both 

Sexes 

Male 

Female 

Total  admission 

296,151 

190,788 

105,363 

83,367 

53,646 

29,721 

RATES  PER  100^ 

,000  POPULATION 

All  Ages 

161.1 

214.2 

111.2 

344.2 

469.5 

232.2 

Under  18 

years 

31.6 

39.3 

23.6 

77.8 

103.1 

52.2 

18-24 

years 

234.0 

343.9 

129.4 

539.6 

892.1 

241.8 

25-44 

years 

270.2 

349.3 

194.2 

688.3 

1032.7 

406.3 

45-64 

years 

213.4 

276.0 

155.7 

414.1 

414.2 

413.9 

65  years  plus 

85.3 

130.9 

54.0 

171.9 

210.8 

143.7 

Median  age 

35.2 

34.3 

37.3 

32.1 

30.0 

38.0 

Age  adjusted 
rates* 

159.7 

213.2 

110.0 

367.3 

509.4 

248.5 

*Adjustment  based  on  distribution  of  U.S.  Civilian  Population  - 
July  1,  1975 

Source:  NIMH,  Division  of  Biometry  and  Epidemiology  - unpublished  data 
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Age  Specific  and  Age  Adjusted  Rates  per  100,000 
Population  of  Outpatient  Clinic  Admissions  by 
Race  and  Sex,  United  States:  1975 


White 

Black 

Age  on  Admission 

Both 

Sexes 

Male 

Female 

Both 

Sexes 

Male 

Female 

Total  admissions  1. 

,171,196 

528,794 

642,402 

198,965 

90,082 

108,883 

RATES  PER 

100,000 

POPULATION 

Under  18 

505.6 

620.7 

385.4 

715.1 

947.3 

480.4 

18-24  years 

883.9 

798.3 

965.5 

782.6 

881.3 

699.0 

25-44  years 

1022.1 

810.3 

1225.4 

1407.4 

931.7 

1795.5 

45-64  years 

444.4 

376.1 

507.5 

431.7 

371.8 

483.0 

65  years  & over 

217.9 

129.2 

278.9 

480.9 

132.9 

735.0 

Median  Age 

28.5 

25.0 

30.7 

26.1 

17.8 

30.0 

Age  Adjusted  Rates* 

639.2 

587.7 

682.7 

813.4 

730.5 

865.9 

*Adjustment  based  on  distribution  of  U.S.  Civilian  Population  - 
July  1975 

Source:  NIMH,  Division  of  Biometry  and  Epidemiology  - unpublished  data 
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• Blacks  are  more  likely  to  be  in  mental  institutions  than  Whites 
(Table  5),  and  twice  as  likely  to  suffer  fatal  consequences  from 
psychoses  and  neuroses  (Levitan  et  al.  1975). 

• With  respect  to  type  of  treatment,  it  has  been  reported  that  the 

treatment  Blacks  receive  in  mental  health  agencies  is  different 
from  that  received  by  whites  (Gary  1973)  . The  following  differ- 
ences have  been  observed:  (a)  Diagnoses  are  less  accurate  for 

Blacks  (Gross  et  al . 1969;  and  Cooper  1973);  (b)  Disposition 

of  Black  cases  is  more  nonspecific  (Lowenger  and  Dobre  1966) ; 

(c)  Blacks  are  more  likely  to  be  seen  for  diagnostic  purposes 
(Jackson  et  al . 1974);  and  (d)  Blacks  are  less  likely  to  be 
selected  for  insight  oriented  therapy  than  ^\Fhites  (Rosenthal  and 
Frank  1958) . 

• Blacks  are  more  than  eight  times  as  likely  to  become  institu- 
tionalized for  drug  addiction  as  Whites;  death  from  alcoholism 
is  three  times  more  common  among  Blacks  than  Whites  (Staples 
1976;  Levitan  et  al.  1975).  Furthermore,  in  1975,  96,660  Blacks 
were  arrested  for  violation  of  narcotic  drug  laws  and  224,417 
were  detained  for  public  drunkeness  (U.S.  Department  of  Justice 
1975) . 

• Data  tend  to  show  that  mental  illness  is  more  prevalent  among 
adults  than  young  people  (Murphy  1974) . However,  one  might 
question  this  assertion  as  it  relates  to  young  Black  adults. 

In  fact,  a 1966  study  of  mental  illness  in  a Black  community 
in  Philadelphia  showed  that  Black  adults  under  40  had  a higher 
rate  of  mental  illness  than  those  in  their  40 *s  and  50 ’s  (Parker 
and  Kleiner  1966) . 

What  is  implied,  both  in  this  study  and  in  data  discussed  earlier  in 
this  report,  is  that  stressful  factors  such  as  racism  and  discrimination, 
rising  expectations,  life  in  the  inner  city,  limited  opportunities,  and 
cultural  conflict  create  a special  risk  for  young  Black  adults  in  the 
United  States,  and  these  factors  probably  erode  their  capacity  to  resist 
illness  and  psychological  stress. 
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Blacks  as  percent  of  total  admissions 
or  discharges  by  type  of  facility,  1975 


Type  of  Facility 

Both  Sexes 

Male 

Female 

1 

State  & County  Mental  Hospital 

21.6% 

21.6% 

21.8% 

Total  General  Hospital  Psych. 
Service^ 

11.8 

12.1 

11.6 

Private  General  Hospitals 

9.2 

8.7 

9.5 

Public  General  Hospitals 

18.8 

18.8 

18.8 

3 

Private  Mental  Hospitals 

7.5 

8.4 

6.9 

Outpatient  Clinics 

14.2 

14.2 

14.1 

Federally  funded  CMHC’s^ 

17.1 

17.5 

16.7 

1 

Based  on  admissions  during  C.Y.  1975 

o 

^Based  on  discharges  during  C.Y.  1975 
^Based  on  admissions  during  May  1975 

4 

Excludes  outpatient  services  in  federally  funded  Community 
Mental  Health  Centers  and  Veterans  Admin.,  facilities 

^Based  on  nonwhite  admissions  from  reporting  Centers  only 
during  C.Y.  1975 

Source:  NIMH  - Biometry  and  Epidemiology  - unpublished  data. 
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RECOMMENDATIONS  TO  THE  COMMISSION 


I.  ISSUES:  DELIVERY  OF  MENTAL  HEALTH  SERVICES  TO  BLACK  AMERICANS 

A variety  of  publications  from  the  public  and  private  sectors  have 
documented  the  inequities  that  exist  in  the  delivery  of  mental  health  serv- 
ices to  the  Nation’s  especially  poor  Blacks  (Sue  et  al.  1974;  Congres- 
sional Budget  Office  1977)  . This  tragedy  is  compounded  by  the  inability 
and/or  unwillingness  of  the  mental  health  professions.  Congress,  and  var- 
ious levels  of  the  Federal  bureaucracy  to  understand  and  substantially 
address  this  issue. 

In  spite  of  abundant  evidence  that  persons  who  are  not  functioning  to 
capacity  are  economic  liabilities,  pressures  to  improve  the  health  status 
of  Black  people  have  not  received  significant  attention  of  decisionmakers. 

A growing  body  of  research  indicates  that  the  reason  Blacks  and  other 
minorities  do  not  avail  themselves  of  physical  and  mental  health  services 
is  not  because  of  the  lack  of  desire  for  services  so  much  as  the  attitude 
of  the  health  care  givers  (Stewart  et  al.  1972).  In  addition,  other  factors 
also  mitigate  against  Blacks  as  well  as  poor  people  in  general,  from  avail- 
ing themselves  of  health  services  such  as: 

lack  of  awareness  of  the  availability  of  such  services;  the 
reliance  on  traditional  media  to  inform  Black  and  poor  people 
of  the  existence  of  such  services;  inadequate  transportation  to 
and  from  health  delivery  agencies;  and  scheduled  hours  that 
are  more  convenient  for  the  health  delivery  personnel  rather 
than  for  the  potential  Black  consumers  (Stewart  et  al.  1972). 

Pierce  (1972)  states  that  the  mental  health  needs  of  Black  people  suf- 
fer the  same  malady  and  lack  of  understanding  on  the  part  of  the  profes- 
sional care  giver.  He  contends  that  it  is  a myth  that  the  Black  community 
tolerates  and  absorbs  a greater  degree  of  "deviant"  behavior.  Pierce 
points  out  that  as  a result  of  this  commonly  held  opinion,  a Black  per- 
son’s behavior  has  to  be  visibly  bizarre  or  his  functioning  severely 
impaired  in  order  for  agents  in  the  community  to  recognize  that  some- 
thing is  wrong  and  respond  to  his  needs.  Thus,  most  Black  people  must 
wait  until  they  are  so  severely  disturbed  as  to  require  hospitalization. 

This  then  leads  to  the  erroneous  conclusion  on  the  basis  of  hospital  sta- 
tistics that  Black  people  are  "sicker"  or  "crazier"  than  whites. 

Given  the  documented  needs  of  Black  Americans,  it  is  essential  that 
future  legislation  clearly  delineate  and  prioritize  resources  as  a func- 
tion of  need  rather  than  other  political  considerations.  For  example,  to 
equate  the  needs  of  Blacks  with  the  needs  of  White  women  or  White  ethnics 
obviates  the  concept  of  a service  delivery  system  based  on  deprivation. 


Community  Based  Mental  Health  Services 

As  noted  earlier,  the  original  community  mental  health  center  concept 
was  that  of  a comprehensive  and  integrated  network  of  mental  health  services 
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for  a community  that  was  envisioned  to  be  of  mixed  socioeconomic  types. 

The  funding  mechanism  and  formula  was  established  on  the  basis  of  the 
economics  of  this  ideally  mixed  community.  The  problem  is  that  very  lit- 
tle adjustment  is  made  in  the  funding  mechanism  and  formula  for  communities 
where  the  bulk  of  the  residents  exist  at  or  below  the  poverty  level. 

The  poverty  formula  under  the  Community  Mental  Health  Centers  Act 
(Public  Law  94-63)  fails  to  take  into  account  areas  with  significant  poor 
populations  (mostly  minority  persons)  scattered  throughout,  and  the  dif- 
fering costs-of-living  in  various  parts  of  the  country.  The  Community 
Mental  Health  Centers  Act  does  not  guarantee  that  additional  funds  awarded 
to  poverty  centers  do,  in  fact,  go  toward  providing  services  to  poor  peo- 
ple. Additionally,  there  seems  to  be  no  commitment  on  the  part  of  the 
Congress  to  finance  distress  grants  through  the  Community  Mental  Health 
Centers  Act.  Even  if  funding  is  made  available  to  address  the  special 
mental  health  needs  of  the  Nation’s  poor  minorities,  there  would  still 
be  a significant  aspect  of  the  white /nonwhite  mental  health  differential 
not  addressed.  The  responsiveness  of  the  individual  programs  in  each 
community  will  continue  to  be  based  upon  who  applies  for  the  funds  and 
who  develops  the  programs.  The  lack  of  sensitivity  of  many  of  the  center 
directors  can  be  traced  to  the  racism  which  is  ubiquitous  in  the  total 
system. 

For  community  mental  health  centers,  the  lack  of  funding  to  address 
the  specific  fiscal  complexities  of  centers  in  poor  minority  areas,  and 
the  special  needs  for  consultation  and  education,  special  outreach  pro- 
grams, and  research  needed  to  develop  innovative  treatment  approaches, 
make  it  difficult  to  establish  programs  that  can  survive  and  meet  the 
needs  of  Blacks.  In  addition,  most  community  mental  health  centers  con- 
tinue to  be  run  by  whites.  (For  example,  of  the  615  funded  community  men- 
tal health  centers,  only  52  have  Black  directors.)  Complaints  focused 
around  the  lack  of  sensitivity  to  and  the  lack  of  interest  in  the  special 
needs  of  Blacks  are  still  a problem  (Fiman  1974) . 

The  expectation  that  a community  mental  health  center  in  an  indigent 
area  would  become  economically  independent  in  8 years  might  better  have 
been  termed  "wishful  thinking."  Congress  does  not  seem  to  realize  that 
the  other  expected  reimbursement  mechanisms  that  would  have  led  to  this 
fiscal  viability  have  not  fallen  into  place.  As  a result,  many  centers, 
built  in  previously  unserved  communities,  will  fold  after  the  8 years’ 
funding  ends,  resulting  in  a painful  waste  of  money  and  resources,  and 
a continuation  of  unmet  needs  in  the  Black  community. 

The  Subpanel  recommends : 

5.  DHEW  ensure  adequate  funding  of  the  mental  health  de- 
livery system  serving  Black  communities.  In  addition, 
the  much  needed  consultation  and  education  services, 
and  the  research  and  development  programs  which  are 
not  reimburseable  as  direct  treatment  services  must  be 
maintained.  Some  funding  mechanism  must  be  estab- 
lished that  will  allow  the  continuance  of  these  pro- 
gram elements  as  an  integral  part  of  each  program. 


S/POPS  108 


838 


6.  P.L.  94-63 — Title  III  "Conmunity  Mental  Health  Centers" 
be  amended  to  identify  Blacks  and  other  minority  popu- 
lations (Asians,  Hispanics,  American  Indians)  as  target 
populations  for  this  legislation. 

7.  P.L.  94-63 — Title  III  "Community  Mental  Health  Centers" 
be  amended  to  ensure  the  establishment  of  a sufficient 
number  of  mental  health  delivery  mechanisms  so  as  to 
ensure  that  all  Blacks  who  need  them  have  easy  access 
to  quality  mental  health  service  regardless  of  their 
economic  positions. 

8.  In  order  to  allow  centers  with  the  poverty  designation 
the  time  necessary  to  design  and  implement  individual- 
ized yet  economically  viable  programs,  consideration 
should  be  given  to  amending  P.L.  94-63,  allowing  exten- 
sion of  funding  period  for  more  than  8 years,  and/or 
the  increased  use  of  distress  grants,  with  DHEW 
monitoring. 

9.  Where  centers  serve  large  Medicaid/Medicare  populations. 
Federal  initiatives  to  ensure  reasonable  coverage  of 
ambulatory  psychiatric  services  under  Medicaid/Medicare 
would  be  supportive  of  the  center’s  efforts  to  become 
fiscally  independent.  Where  centers  serve  a working 
poor  population  which  does  not  qualify  for  Medicaid/ 

Medicare  and  also  lacks  other  third-party  coverage  for 
services,  mechanisms  for  long  term  funding  must  be 
established,  at  least  until  the  new  methods  of  reim- 
bursement are  developed. 

10.  DHEW  should  encourage  and  fund  the  development,  where 
practicable,  of  alternative  mental  health  service 
delivery  models,  e.g.,  self-help  groups,  neighborhood 
service  programs,  community  school  programs.  DHEW 
should  also  direct  that  these  services  be  deemed  reim- 
bursable by  third-party  payees. 

11.  The  NIMH  establish  a clearinghouse  for  information  on 
promising  model  programs  so  that  Black  communities  who 
wish  to  start  programs  can  have  access  to  the  expe- 
rience of  other  similar  communities  and  that  NIMH 
would  fund  a Technical  Assistance  Branch  that  would  be 
charged  with  consultation  to  community  groups  who  wish 
to  start  a mental  health  delivery  program. 

The  thrust  of  many  States  toward  deinstitutionalization  has  resulted 
in  the  discharge  of  thousands  of  long  term  State  hospital  patients  all  of 
whom  are  poor,  and  many  of  whom  are  Black.  They  are  returning  to  communi- 
ties, already  underserved,  without  the  concomitant  transfer  of  resources 
to  assist  these  communities  in  the  development  of  new  programs  to  address 
the  needs  of  this  new  population.  As  noted  above,  the  existing  programs 
in  these  same  communities  are  already  deficient  and  faced  with  mandates 
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which  require  additional  staff  and  facilities  will  fall  short  in  meeting 
the  needs  they  have  been  delegated  to  address  unless  some  anticipatory 
planning  and  action  takes  place.  The  Subpanel  recommends: 

12 . Priority  should  be  given  to  funding  for  the  develop- 
ment of  residential  programs  in  Black  communities  as 
alternatives  to  traditional  institutions  providing 
mental  health  services . Funds  should  be  made  avail- 
able to  families,  community  organizations,  churches 
for  example,  willing  to  house  and  care  for  mentally 
ill  persons.  Funding  for  these  programs  could  be 
made  available  through  adjustments  in  State  hospital 
budgets  by  which  payments  ’’follow"  individuals  when 
they  leave  hospitals. 

In  1975,  of  the  7,671,230  persons  arrested,  1,935,422  were  Black  peo- 
ple. This  figure  represents  25.5  percent  of  all  persons  arrested  for 
criminal  offenses  (U.S.  Department  of  Justice,  1975).  Blacks  constituted 
only  11.4  percent  of  the  U.S.  population  in  1974  (U.S.  Census  1975).  What 
this  means  is  that  approximately  8.1  percent  of  the  Black  population  was 
arrested  in  1975.  Blacks  made  up  54  percent  of  the  arrests  for  murder  in 
1975,  and  47  percent  of  the  victims  of  homicide  were  also  Black  (U.S. 
Department  of  Justice,  1975).  Nearly  142,000  persons  were  confined  in 
local  jails  in  this  country  as  of  mid-year  1972.  Black  inmates  numbered 
59,000  and  comprised  42  percent  of  the  jail  population  (U.S.  Census  1975). 

This  data  would  indicate  that  Blacks  are  disproportionately  repre- 
sented in  jails  and  prisons.  If  the  goal  of  the  criminal  justice  system 
to  rehabilitate  those  incarcerated  is  to  be  realized,  significant  atten- 
tion must  be  given  to  the  mental  health  needs  of  persons  in  jails  and 
prisons.  We  therefore  recommend  to  the  President’s  Commission  on  Mental 
Health: 

13.  (a)  Mental  health  services  to  Blacks  (and  other  minor- 

ities) who  are  overrepresented  among  the  incar- 
cerated be  developed  and  considered  high  priority 
need. 

(b)  The  Justice  Department  and  the  Federal  Bureau  of 
Prisons  should  assume  leadership  in  developing 
guidelines  for  mental  health  care  in  correctional 
institut ions . 

14.  Public  and  private  rehabilitation  programs  for  ex- 
prisoners should  be  encouraged  to  include  a mental 
health  component  among  their  services  or  to  develop 
strong  liaison  to  mental  health  service  providers 
to  ensure  access  of  this  group  to  service. 


Mental  Health  Personnel  and  Training  Issues 

A major  barrier  to  the  utilization  and  access  to  mental  health  delivery 
systems  by  the  Black  community  appears  to  be  the  identity  of  the  mental 


S/POPS  110 


840 


health  practitioner.  Research  in  the  behavioral  and  social  sciences  has 
repeatedly  found  that  methodologies  and  techniques  prove  most  effective 
when  there  is  status  similarity  or  equivalence  between  the  recipient  of  a 
service  and  the  deliverer  of  that  treatment  (Cole  1977) . Translated  into 
layman’s  language,  this  means  simply  that  when  the  client  and  practitioner 
are  of  the  same  race,  same  socioeconomic  background,  or  share  similar 
lifestyles  and  value  systems,  there  appears  to  be  a greater  probability 
that  the  client  will  receive  and  respond  favorably  to  a treatment  (Bestman 
1978;  Cole  1977).  Hence,  if  the  goal  is  to  increase  the  delivery  of  mental 
health  services  to  members  of  the  Black  community,  we  must  recognize  the 
necessity  of  increasing  significantly  the  number  of  Black  mental  health 
professionals . 

Blacks  are  poorly  represented  in  the  mental  health  disciplines  (psy- 
chiatry, psychology,  social  work,  and  nursing) . The  supply  of  qualified 
professionals  and  paraprof essionals  continues  to  lag  behind  the  increas- 
ing demand  for  services.  There  is  also  a pressing  need  for  Black  profes- 
sionals in  positions  supportive  to  direct  service  delivery.  More  Black 
persons  must  be  recruited  and  trained  to  assume  administrative  and  mana- 
gerial positions  in  mental  health  programs  designed  to  serve  largely  Black 
populations . 

In  addition  to  the  issue  of  special  sensitivity  and  increased  capacity 
to  relate  and  establish  rapport,  underrepresentation  of  Blacks  in  the  men- 
tal health  field  is  important  for  another  reason  as  well.  It  has  long  been 
recognized  that  definitions  of  "pathology"  and  "normality"  are  relative. 

For  example,  Mowrer  (1966)  reports  that  the  results  of  a seminar  discussion 
on  the  topic,  "What  is  Normal  Behavior?"  involving  12  professionals  from 
various  disciplines  and  a layman,  revealed  essentially  13  distinct  points 
of  view  regarding  normality.  The  most  definitive  conclusion  reached  by 
this  distinguished  panel  was  that  an  individual  was  "normal"  to  the  extent 
that  in  one’s  lifetime  one  was  able  "to  assimilate  the  historically  hard- 
won  wisdom  of  society  and  to  experience  the  fruits  thereof.  ..."  To 
the  extent  that  one  failed,  one  was  said  to  be  "abnormal"  (Cole  1977). 

Obviously,  there  is  ample  evidence  that  because  of  the  historical 
patterns  of  discrimination  and  racism  found  in  America  relatively  few 
Blacks  and  minorities  of  color  have  experienced  the  fruits  of  assimilation 
into  American  society.  Clearly,  therefore,  one  must  question  whether  the 
disproportionately  high  numbers  of  minorities  in  institutionalized  mental 
health  settings  do  not  reflect  more  the  fact  that  the  "gatekeepers"  of 
these  institutions  possess  different  value  systems  and  are  of  different 
racial/ethnic  backgrounds,  rather  than  the  inherent  pathology  of  the 
institutionalized  (Thomas  and  Sillen  1973) . 

Finally,  it  is  important  to  increase  the  representation  of  Blacks  and 
oppressed  minorities  in  the  mental  health  professions  for  another  reason; 
it  relates  to  the  issue  of  trust.  Blacks  have  been  abused  by  White  mental 
health  and  health  practitioners.  In  the  recent  past  we  have  witnessed  the 
revelation  of  many  such  abuses;  the  disproportionate  high  frequency  with 
which  hysterectomies  are  performed  on  Black  females,  reports  of  the  forced 
sterilizations  of  Blacks  in  South  Carolina  and  other  areas  of  the  South  as 
a condition  for  receipt  of  continued  public  assistance,  and  the  infamous 
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case  of  untreated  syphilitics  in  Tuskegee,  Alabama.  Blacks  are  reluctant 
to  use  health  facilities  for  they  accurately  perceive  that  they  may  be 
mistreated. 

From  the  foregoing  it  should  be  clear  that  a major  Impediment  to  the 
utilization  of  mental  health  services  and  facilities  by  minorities  is  the 
identity  of  the  mental  health  provider.  This  barrier  will  be  removed  only 
when  the  number  of  Black  mental  professionals  is  significantly  increased 
(Delgado  1978) . 

Cannon  and  Locke  (1977)  provide  the  most  recent  published  data  on 
Blacks’  representation  in  the  mental  health  disciplines  (psychiatry,  psy- 
chology, social  work,  and  psychiatric  nursing) . 

Psychiatry;  A national  survey  of  psychiatrists  was  conducted 
in  1970  by  the  American  Psychiatric  Association  under  contract 
from  NIMH.  Of  15,543  individuals  responding  to  the  race/ 
ethnicity  question,  226  (1.5  percent)  were  Black. ^ A survey 
of  residents  in  training  conducted  by  the  American  Medical 
Association  in  1973-74  showed  that  in  that  year  82  out  of 
4,903  (1.7  percent)  residents  in  psychiatry  and  child  psy- 
chiatry were  Black  U.S.  citizens. 

Psychology:  A survey  of  psychologists  conducted  by  the  Ameri- 

can Psychological  Association  in  1972  showed  that  of  26,741 
APA  members  and  nonmembers  who  answered  the  question  on  race/ 
ethnicity,  396  (1.5  percent)  were  Black. ^ In  1973,  of  the 
4,796  individuals  who  were  awarded  doctoral  degrees  in  the 
social  sciences,  including  psychology,  87  or  1.8  percent 
were  Black. 

Social  Work;  A 1975  survey  of  National  Association  of  Social 
Workers  members  found  that  32,706  respondents  to  the  race/ 
ethnicity  question,  2,486  (7.6  percent)  were  Black.  Enroll- 
ment data  show  that  of  17,388  full-time  degree  students  en- 
rolled in  the  U.S.  graduate  schools  of  Social  Work  in  November 
1975,  2,149  (12.4  percent)  were  Black. ^ 

Psychiatric  Nursing;  There  is  no  data  regarding  the  racial/ 
ethnic  distribution  of  psychiatric  nurses.  At  the  time  of 
the  1970  Census,  Blacks  comprised  7.2  percent  of  all  employed 


3 

This  figure  is  considered  to  be  too  low.  It  is  estimated  that  there 
are  350-500  Black  psychiatrists.  The  American  Psychiatric  Association  is 
currently  (1977-1978)  conducting  a study  to  verify  this  estimate. 

^In  1977,  The  American  Psychological  Association  membership  was  4 per- 
cent Black. 

^The  National  Association  of  Social  Workers  is  currently  (1978)  con- 
ducting a study  to  update  its  data  on  racial/ethnic  composition  of  the 
profession. 
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registered  nurses.  The  Division  of  Nursing  within  DREW  esti- 
mates that  5 percent  of  all  registered  nurses  within  the  United 
States  are  Black.  Enrollment  data  show  that  the  percent  of 
Blacks  enrolled  in  Baccalaureate  Nursing  programs  has  grown 
slowly  from  4.2  percent  in  1962-63  to  8.5  percent  in  1971-72 
(Cannon  and  Locke  1977). 

The  proportionately  low  representation  of  Blacks  in  mental  health  dis- 
ciplines is  influenced  by  the  following  factors:  (1)  lack  of  early  (grade 

school)  recruitment  programs  which  would  present  mental  health  careers  as 
an  option  for  Blacks;  (2)  lack  of  early  training/education  about  the  im- 
portance of  mental  health  issues  and  the  need  to  positively  address  them 
in  Black  communities;  (3)  lack  of  mechanisms  for  funding  the  training  of 
Blacks  and  the  length  of  time  required  for  training,  particularly  in  gradu- 
ate disciplines  which  must  draw  on  a limited  pool  of  interested  college 
graduates;  (4)  affirmative  action  programs  have  not  fulfilled  their  man- 
date in  the  effort  to  increase  the  number  of  Black  academicians  and  serv- 
ice delivery  personnel.  The  data  also  show  that  State  court  decisions  have 
not  responded  to  the  Federal  mandates  on  affirmative  action  (Cannon-Locke 
1977). 

The  National  Institute  of  Mental  Health  (NIMH)  has  been  the  tradi- 
tional supporter  of  the  professional  and  paraprof essional  mental  health 
manpower  training  programs.  However,  NBIH  has  decided  to  eliminate  the 
direct  funding  of  training.  Their  new  "Forward  Plan"  (1977)  is  dependent 
on  a State’s  ability  to  identify  its  own  manpower  needs,  and  also  dependent 
on  that  State’s  ability  and  willingness  to  solve  whatever  problems  are 
identified.  If  NIMH  were  aware  of  the  minority  mental  health  manpower 
crisis,  it  could  effect  change  in  3-4  years.  This  State  mechanism,  de- 
scribed in  their  "Forward  Plan,"  will  not  begin  to  address  the  minority 
mental  hygiene  manpower  shortage  for  another  10-15  years,  if  the  States 
address  the  issue  at  all. 

These  combined  State  and  Federal  initiatives,  superimposed  upon  the 
alread^t  existing  shortage  of  minority  mental  health  manpower,  could  result 
in  a patient  care  crisis  that  neither  the  Federal  nor  State  governments 
are  presently  prepared  to  address.  Large  numbers  of  chronically  ill  pa- 
tients will  be  discharged  into  our  communities  without  access  to  care. 
Neither  NIMH  nor  the  Bureau  of  Health  Manpower  has  clearly  identified 
their  roles  in  this  process  and  as  a result,  millions  of  dollars  will  be 
wasted,  and  large  numbers  of  the  Nation’s  poor  minorities,  who  suffer 
from  emotional  disorders,  will  be  simply  existing  in  our  communities 
unserved  or  misserved. 

Proposals  have  been  made  suggesting  the  increased  use  of  paraprofes- 
sionals.  The  rationale  often  cited  for  this  is  that  the  training  for  para- 
professionals  is  much  less  costly  and  that  a larger  group  of  mental  health 
service  providers  could  be  generated.  However,  even  with  the  most  exten- 
sive use  of  these  "new  careerists,"  there  would  continue  to  be  a shortage 
of  professionals  able  to  supervise,  staff,  and  administer  programs. 
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The  Subpanel  recommends: 

15.  DHEW/ADAMHA  to  fund  opportunities  for  higher  education 
as  entry  to  master *s  level  training  for  Blacks  in  the 
mental  health  disciplines. 

16.  ADAMHA  training  funds  be  targeted  to  Black  institu- 
tions of  higher  education  for  development  of  doctoral- 
level  programs  in  mental  health  disciplines. 

17.  Regions  and  States  be  mandated  to  give  priority  to 
Black  institutions  in  the  establishment  of  centers 
for  specialized  educational  programs  in  mental  health 
disciplines  and  related  fields. 

18.  A pool  of  Black  administrative  and  managerial  per- 
sonnel be  recruited  and  trained  for  work  in  programs 
designed  to  serve  Blacks. 

Recognizing  that  the  shortages  in  mental  health  personnel  to  serve 
Blacks  in  need  of  care  will  persist  for  the  near  future,  it  is  imperative 
that  mental  health  providers  who  are  non-Black  clearly  understand  and  be 
sensitive  to  the  needs  and  values,  beliefs  and  attitudes  of  the  Black 
consumer . 

Non-Black  mental  health  providers  can  and  should  be  trained  to  be 
aware  of  the  unique  lifestyles  that  are  characteristics  of  Black  popula- 
tions. At  this  point,  few  training  programs  for  mental  health  profes- 
sionals, with  the  exception  of  schools  of  social  work,  provide  their 
trainees  with  the  opportunity  for  increased  understanding  of  and  sensi- 
tivity to  the  issues  of  racism  which  are  a part  of  the  institutions  them- 
selves as  well  as  a part  of  the  trainee  himself /herself  (Bradshaw  1977) . 

As  a result,  these  programs  will  eventually  produce  mental  health  service 
providers  who  are  unable  to  adequately  focus  on  and  understand  the  nuances 
in  problems  that  confront  Black  consumers  of  mental  health  services  and 
develop  programs  that  will  be  less  racist  (Zwerling  et  al . 1976).  The 
Subpanel  recommends: 

19.  The  Federal  Government  must  give  direction  to  train- 
ing programs  which  will  help  them  to  realize  the 
need  to  adjust  their  curricula  in  a way  that  will 
produce  professionals  who  recognize  and  understand 
the  dynamics  of  individual  and  institutional  racism. 

These  professionals  must  also  gain  insight  and 
skills  that  will  assist  them  in  their  efforts  to 
develop  and  administer  programs  designed  to  mini- 
mize the  impact  of  racism  on  mental  health  treat- 
ment for  minorities. 

20.  DHEW  Joint  Accreditation  agencies  be  mandated  to  in- 
clude in  their  evaluation  review  of  the  quality  and 
quantity  of  curricula,  content  on  cultural  variables 
of  the  Black  population  (and  other  ethnic  minorities) . 
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It  is  suggested  that  the  model  developed  by  the 
Council  on  Social  Work  Education  be  used  to  imple- 
ment this  recommendation. 


II.  ISSUE:  RESEARCH  ON  THE  MENTAL  HEALTH  OF  BLACK  AMERICANS 

A positive,  direct  correlation  exists  between  the  advances  in  the 
field  of  mental  health  and  biological,  behavioral  science,  pharmacologi- 
cal and  social  science  research.  There  has  also  been  determined  an  in- 
creasing direct  correlation  between  the  proliferation  of  behavior,  social 
scientific  data,  and  many  governmental  policies  and  programs  designed  to 
serve  the  poor  and  Black  Americans.  Many  of  these  programs  have  been  dis- 
carded as  ineffective  in  meeting  the  needs  of  these  groups  and  it  becomes 
necessary  to  find  an  explanation  for  their  failure  (1)  so  that  history  may 
not  repeat  itself  and  (2)  positive  action  be  taken  in  improving  the  status 
of  Black  Americans  in  this  country.  Traditionally,  non-Black  scholars  have 
provided  the  research  input  into  social  programs  for  Blacks  with  the  con- 
sequences noted  above.  In  terms  of  the  amount  and  variety  of  research  on 
Blacks  in  the  United  States,  it  is  clear  there  is  no  shortage  of  informa- 
tion. The  problem  is  one  of  point  of  view  or  focus  of  that  research. 
Certain  deficiencies  have  been  identified  in  much  of  the  research  by  non- 
Black  investigators  on  problems  confronting  the  Black  community.  The  more 
objectionable  elements  of  these  studies  include: 

(1)  the  White  middle  class  behavior  norms  against  which  Black 
behavior  is  evaluated; 

(2)  the  failure  to  take  account  of  the  interrelated  forces 
that  create  and  maintain  racism  and  hence  influence  Black 
mental  health,  and  the  corollary  that  problems  of  Blacks 

are  to  be  found  within  themselves  and  their  life  experiences. 

(3)  the  tendency  to  assume  the  uniformity  of  the  Black  expe- 
rience and  a propensity  to  focus  primarily  on  lowest 
income  groups  of  Black  subjects; 

(4)  the  interminable  victim  analysis,  the  comparison  of  Blacks 
and  Whites  and  the  deficiency — deprivation  explanations  of 
Black  behavior  (Gary  1974) . 

Black  researchers  must  be  allowed  the  opportunity  to  take  a more  ac- 
tive role  in  defining  the  research  strategies  for  solving  the  problems  and 
developing  the  resources  of  the  Black  community.  It  is  crucial  that  Black 
scientists  raise  certain  questions  concerning  the  conceptual,  ethnical,  and 
methodological  bases  of  research  related  to  mental  health  issues  and  their 
application  to  the  Black  community.  Future  research  should  be  directed 
toward  changing  conditions  through  improved  understanding,  changed  atti- 
tudes, and  creation  of  a healthier  environment. 

Until  recently,  research  careers  have  been  virtually  closed  to  Blacks. 
More  emphasis  must  be  given  to  attracting  trained  and  competent  Black  men- 
tal health  workers  to  assume  research  careers,  to  raise  their  own  questions 
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and  develop  their  priorities.  But  as  with  the  other  mental  health  per- 
sonnel, a crisis  exists  in  the  number  of  Blacks  prepared  to  conduct  re- 
search. The  crisis  is  becoming  more  acute  as  resources  both  for  necessary 
training  and  the  funding  of  research,  primarily  from  the  National  Insti- 
tute of  Mental  Health,  are  in  serious  danger  from  budget-cutting  measures. 
While  Blacks  have  fared  better  than  other  minority  groups  in  terms  of  the 
percentage  of  awards  from  NIMH,  the  status  of  continued  funding  of  research 
is  precarious.  The  budget  for  the  NIMH  Center  for  Minority  Group  Mental 
Health  Programs  which  processed,  in  1976,  53  percent  of  all  minority  rele- 
vant research  grant  applications  remains  at  a low  priority  in  the  total 
budget  of  the  Institute.  Only  4 percent  of  the  NIMH  research  funds  are 
allocated  for  the  Minority  Center  programs.  This  situation  forces  the  four 
major  U.S.  ethnic/racial  groups  (Blacks,  American  Indians,  Asian  Americans, 
and  Hispanics)  to  vie  for  shares  of  a very  limited  resource.  The  competi- 
tion for  funds  creates  the  potential  for  unfortunate  negative  consequences 
in  terms  of  intergroup  relationships.  The  answer  seems  to  lie  only  in  a 
larger  share  of  the  total  NIMH  budget  allocated  for  minority  relevant  re- 
search and  a coordinated  effort  with  the  other  agencies  of  the  Alcohol, 

Drug  Abuse,  and  Mental  Health  Administration  (ADAMHA) — the  National  Insti- 
tute on  Drug  Abuse  (NIDA) , and  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA) — to  increase  also  their  budget  allocations  for  minority 
relevant  research. 

The  NIMH  Minority  Center  program  for  funding  two  research  and  develop- 
ment centers  on  Mental  Health  of  Blacks  is  a positive  step  toward  resolving 
inequities  in  the  mental  health  research  arena.  The  Research  and  Develop- 
ment Center  at  Howard  University,  Washington,  D.C.,  and  Charles  R.  Drew 
Postgraduate  School,  Los  Angeles,  are  conducting  promising  research,  pro- 
viding technical  assistance  to  their  respective  academic  and  community 
constituencies,  and  developing  unique  data  on  Black  Americans.  The  work 
of  these  two  Centers  is  being  supported  for  5 years.  Continuing  progress 
of  these  Centers  rests  also  on  the  vagaries  of  NIMH  budget  allocations. 
There  is  a need  to  develop,  using  these  two  Centers  as  bases,  a consortia 
of  academic  and  applied  settings  to  increase  opportunities  for  research 
endeavors. 

The  Subpanel  recommends : 

21.  ADAMHA,  in  awarding  grants  for  research  on  Black  Ameri- 
cans, give  priority  to  proposals  submitted  by  Black 
researchers . 

22.  DHEW  guidelines  for  ethical  research  be  amended  to  in- 
clude directives  pertaining  to  the  establishment  of 
liaison  with  Black  researchers  as  a safeguard  of  the 
rights  of  Blacks  who  are  research  subjects. 

23.  DHEW/ADAMHA  Institutes  be  directed  to  develop  research 
sections  within  the  Institutes  to  assess  past  research, 
to  appraise  ongoing  research,  and  to  give  special  atten- 
tion to  the  utilization  of  research  results  related  to 
the  mental  health  of  Black  Americans. 
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24.  The  Center  of  Minority  Group  Mental  Health  be  directed 
to  develop  a program  of  intramural  research  to  which 
specialized  investigators  could  be  attracted  for  the 
purpose  of  conducting  research  on  problems  related  to 
Black  mental  health. 

25.  NIMH  give  priority  in  allocation  of  training  funds  for 
development  of  a pool  of  Black  career  researchers  in 
the  behavioral  sciences  and  psychiatry. 

26.  NIMH  establish  at  least  two  psychophysiological  programs 
at  the  doctoral  level  to  provide  theoretical  integration 
of  behavioral  sciences  and  medical  neurochemical  sciences 
and  create  a pool  of  Black  researchers  able  to  research 
such  problems  as  psychosomatic  illnesses. 

27.  NIMH  allocate  a portion  of  its  research  budgets,  intra- 
mural and  extramural,  for  (a)  the  development  of  norma- 
tive data  on  Black  Americans,  and  (b)  the  development  by 
Black  researchers  of  culturally  relevant  assessment 
instruments . 

28.  The  current  legislation  for  the  establishment  of  a Divi- 
sion for  Minority  Group  Mental  Health  Programs  be  enacted 
thus  giving  (1)  recognition  to  the  importance  of  research 
on  minority  populations,  (2)  a broader  range  of  activities, 
including  funding  for  demonstration  projects  in  service 
delivery,  and  (3)  adequate  funding,  approximately  $40 
million,  for  FY  1980. 

29.  ADAMHA  (a)  recruit  Black  members  for  all  research  review 
panels,  and  (b)  place  Blacks  in  executive  secretary  posi- 
tions on  research  panels. 

30.  DHEW/ADAMHA  give  priority  consideration  to  independent 
Black  researchers,  researchers  in  Black  institutions,  and 
Black  researchers  in  predominantly  I^^lite  institutions  as 
a means  of  resolving  inequities  in  the  distribution  of 
research  funding. 

31.  ADAMHA  allocate  funds  for  expansion  of  the  efforts  of 
research  and  development  centers  on  Black  populations 
through  the  development  of  consortia  of  academic  and 
applied  research  settings. 


III.  ISSUE:  IDENTIFICATION  OF  STRATEGIES  FOR  THE  PREVENTION  OF 
MENTAL  DISORDERS  AMONG  BLACK  AMERICANS 

Preventive  programs  develop  around  essentially  two  goals:  (1)  elimi- 
nation of  conditions  that  cause  mental  disorders,  and  (2)  treatment  of  the 
disorders  in  the  early  states.  These  goals  are  perhaps  the  most  difficult 
for  the  mental  health  system  to  achieve,  but  it  is  in  these  areas  in  which 
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our  real  hope  lies.  Persons  with  observable  mental  disorders  have  been 
characterized  as  "adaptive  casualities . " They  are  and  will  need  care  of 
the  highest  quality.  Caution  must  be  taken  not  to  delude  ourselves  into 
thinking  that  better  patient  care  will  be  sufficient  answer  for  the  mental 
health  problems  of  communities.  Until  we  can  bring  about  reduction  in  the 
numbers  of  persons  experiencing  mental  disorders,  we  will  have  only  begun 
to  scratch  the  surface  of  mental  health  problems.  The  avenue  to  reduction 
in  prevalence  and  incidence  of  mental  disorders  in  the  Black  community  is 
not  professional  services  to  individuals  but  changes  in  society  at  multiple 
levels . 

The  essential  condition  for  successful  prevention  is  to  start  early, 
prior  to  the  development  of  a particular  condition  or  state.  We  view  pre- 
vention as  the  ability  to  prevent  the  occurrence  of  an  act  or  problem, 
and  as  the  ability  to  prevent  its  reoccurrence  or  exacerbation.  With  this 
perspective  in  mind  it  must  be  recognized  that  different  segments  of  the 
population  require  different  preventive  strategies. 

The  starting  point  of  any  discussion  of  prevention  of  mental  health 
problems  among  Blacks  or  any  other  group  must  be  rooted  in  a consideration 
of  the  causes  of  the  problems.  Ample  information  is  available  to  support 
the  notion  of  a relationship  between  the  psychosocial  environment  and  the 
manifestation  of  certain  psychosocial  disorders.  This  data  would  suggest 
that  a certain  level  of  income,  housing,  employment,  educational  oppor- 
tunity, health  care,  for  example,  are  requisite  conditions  to  the  preven- 
tion and  maintenance  of  optimism,  positive  self-esteem,  and  general  mental 
health.  This  position  is  a redirection  from  the  philosophy  which  stressed 
psychological  and  physical  maladaptions  to  the  environmental  conditions 
which  we  believe  produce  these  maladaptations  in  the  first  place.  Our 
first  set  of  recommendations  reiterate  the  necessity  of  social  policies 
that  would  have  a direct  and  positive  bearing  on  the  environmental  context 
within  which  Black  Americans  live . 

The  Subpanel  recommends : 

32.  The  Federal  Government  should  take  steps  to  institute 

a policy  of  full  employment  or,  alternatively,  a policy 
that  would  guarantee  to  each  family  maximum  income  at 
the  time  of  greatest  family  need. 

The  problems  income  support  should  address  are:  First,  that  most 

Black  families  are  at  poverty  level  or  below.  Second,  that  the  pattern 
in  which  people  earn  income  does  not  produce  maximum  income  at  the  time 
of  maximum  family  need.  During  the  parenting  years,  families  are  at  the 
low  end  of  their  earning  curve,  i.e.,  income  is  lowest  in  the  first  years 
of  marriage  and  early  years  of  childbearing  and  still  comparatively  low 
while  children  are  still  in  their  teens.  In  addition,  during  advanced  age 
and  retirement,  income  from  work  disappears  for  most  people. 

A combination  of  universal  payment  for  all  families,  plus  improvement, 
where  necessary,  of  existing  social  security  and  simplification  of  the 
current  welfare  systems  seems  to  offer  an  income  policy  for  assuring  maxi- 
mum income  to  families  at  the  time  of  greatest  family  need. 
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The  desirable  features  of  this  policy  would  be:  (1)  to  make  cash 

benefits  available  to  all  citizens  (i.e.,  including  children,  all  unem- 
ployed, and  persons  over  65)  without  in  any  way  attempting  to  prescribe 
family  arrangements  or  unrealistic  work  requirements;  (2)  to  benefit  the 
poor,  the  working  poor,  and  families  in  stressful  periods  and  reach  those 
whom  policy  ought  to  be  most  concerned  to  reach  without  elaborate  tests 
of  means  or  eligibility;  (3)  to  lend  itself  to  stage-by-stage  improvement 
with  the  goal  of  assuring  decent  income  to  all  people. 

Finally,  it  is  recognized  that  no  set  of  programs  in  the  near  future 
is  likely  to  deal  adequately  with  all  needs.  Programs  such  as  Supple- 
mental Security  Income  (SSI)  and  Aid  to  Families  with  Dependent  Children 
(AFDC)  are  likely  to  be  needed  for  some  time.  These  programs  are,  however, 
in  need  of  simplification  and  reform  to  provide  poverty  level  income  to 
all  families  who  remain  poor.  Consideration  should  especially  be  given 
to  Refundable  Income  Tax  Credit  to  address  the  needs  of  the  working  poor. 

In  addition,  it  is  recommended  that: 

33.  The  Federal  Government  should  institute  a universal 
national  health  insurance  that  would  ensure  adequate 
health  care  for  everyone. 

34.  The  Federal  Government  should  develop  policy  that  as- 
sures a decent  dwelling  in  a safe  community  as  a basic 
right  of  every  American  and  institute  programs  to 
bring  this  about. 

35.  The  right  to  an  adequate  quality  education  should  be 

a national  policy  and  this  right  should  extend  through- 
out the  entire  life  of  an  individual. 

36.  There  is  a clear  and  obvious  relationship  between  the 
nature  and  quality  of  services  and  the  quality  of  modem 
life.  There  exists,  as  far  as  we  know,  no  definition 

of  what  constitutes  adequate  and  sufficient  services. 

Such  standards  should  be  formulated  and  every  State 
mandated  to  deliver  that  level  of  service  to  every 
population.  The  areas  of  concern  are  sanitation,  se- 
curity, education,  housing,  health,  and  transportation. 

The  second  level  of  recommendations  is  more  specific  than  the  above, 
and  relates  most  specifically  to  the  health  and  mental  health  status  of 
Black  Americans.  Blacks  face  specific  problems  at  every  point  in  the 
cycle  of  life,  and  although  these  problems  can  be  traced  to  the  environ- 
mental context,  only  preventive  strategies  which  fall  far  short  of  alter- 
ing the  total  context  are  proposed.  In  making  these  recommendations  we 
are  aware  of  their  "Band-Aid"  nature. 

The  Prenatal  Period.  Approximately  50  percent  of  Black  babies  that 
are  bom  are  given  birth  by  Black  women  under  the  age  of  18;  many  of  these 
women  are  "at  risk"  from  both  obstetrical  and  psychosocial  perspectives. 

All  too  often  these  women  fail  to  receive  adequate  prenatal  care  or  seek 
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care  only  after  medical  complications  have  developed.  From  all  evidence, 
difficulties  in  the  prenatal  period  do  not  augur  well  for  the  physical  or 
mental  health  of  an  individual.  On  these  grounds  public  funding  of  abor- 
tion is  an  important  issue. 

The  Subpanel  recommends: 

37.  Comprehensive  family  planning  services  to  reduce  the 

tragedy  of  primary,  unplanned,  and  unwanted  pregnancies 
and  to  prevent  the  incidence  of  repeated  unplanned  and 
unwanted  pregnancies  among  adolescents. 

39.  Programs  in  sex  education  with  the  caveat  that  endorse- 
ment of  sex  education  does  not  imply  the  teaching  or 
encouragement  of  any  particular  sexual  activity  or 
attitude.  Communities  must  decide  on  approaches  which 
are  suitable  for  them. 

The  complex  social  and  environmental  factors  which  simultaneously 
impinge  on  intellectual  development  in  human  subjects  have  made  difficult 
the  clear  interpretation  of  the  role  of  malnutrition,  though  animal  studies 
show  a high  correlation  between  malnutrition  (during  prenatal  period  and 
early  life)  and  impaired  mental  development. 

Black  Americans  suffer  both  with  a higher  incidence  of  nutritional 
problems  due  to  inadequate  dietary  intake  (Ten  State  Nutrition  Survey, 
Nutrition  Program,  U.S.  Public  Health  Service)  and  lower  scores  on  stand- 
ardized tests  designed  to  measure  intellectual  ability  and  scholastic  apti- 
tude. Though  attempts  have  been  made  to  explain  the  substandard  performance 
of  Blacks  on  the  basis  of  genetics,  and  whether  or  not  these  tests  are 
appropriately  oriented  to  the  cultural  background  of  Blacks,  there  is  sub- 
stantial reason  to  believe  that  the  roots  of  both  problems  may  lie  in  mal- 
nutrition and  environmental  factors. 

Indeed,  results  of  studies  with  malnourished  infants  suggest  that 
inadequate  diet  during  the  early  years  may  be  responsible  later  for  under- 
par  mental  development  as  reflected  in  scores  on  standard  achievement  tests. 
It  is  important  to  elucidate  the  interrelation  between  nutrition  and  mental 
health  in  Blacks,  not  only  to  refute  such  theories,  but  also  to  provide  a 
basis  for  increasing  Federal  subsidy  of  food  programs  earmarked  for  nonwhite 
expectant  mothers  and  preschool  children.  Such  programs  could  substantially 
contribute  to  the  potential  of  Blacks  to  increase  their  contribution  to 
society  and  to  the  Nation. 

Though  some  investigations  on  malnutrition  and  mental  development  in 
Blacks  have  appeared  in  the  literature,  more  work  is  needed  of  a longi- 
tudinal nature.  In  urban  ghettos  inadequate  dietary  intakes  occur  hand- 
in-hand  with  less  stable  family  situations,  poorest  housing  and  hygienic 
conditions,  greatest  crowding  of  individuals  and  families,  lowest  use  of 
medical  services,  lowest  educational  attainment,  and  highest  infant  mor- 
tality and  morbidity.  That  there  is  a relationship  between  the  quality 
of  residential  existence  for  many  groups  of  individuals  and  the  high  inci- 
dence of  psychopathology  of  one  form  or  another  has  long  been  established 
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in  the  literature  (Gist  and  Halbert  1956;  N.  Hare  1970).  Furthermore,  the 
relation  of  housing  conditions  to  mental  health  and  social  pathology  has 
been  a long  standing  interest,  closely  linked  with  the  development  of 
social  science  from  the  beginning  of  the  nineteenth  century.  The  location 
of  a project  exploring  the  relation  of  nutritional  and  environmental  fac- 
tors to  mental  development  of  Blacks,  therefore,  is  highly  appropriate. 

The  Subpanel  recommends  that : 

39.  The  National  Institutes  of  Health  mount  a comprehen- 
sive longitudinal  study  of  the  nutritive  needs  of 
Black  children  and  the  relationship  between  growth, 
intellectual  development,  and  mental  health. 

The  Family.  Family  life  among  Blacks  does  not  reveal  the  conditions 
of  disorganization  long  proclaimed  by  many.  But  the  recent  discussion  of 
the  strengths  of  the  Black  family  should  not  lead  to  a conclusion  that  the 
Black  family  is  without  problems.  In  fact,  whether  or  not  the  family  is  a 
typical  couple,  female  headed,  or  male  headed,  we  suggest  the  need  for 
systems  of  support. 

The  status  of  the  mental  health  of  an  individual  is  a function  of  the 
condition  of  his  environment  and  the  interplay  of  genetic  factors  which 
identify  the  directions  of  mental  development.  Influences  in  the  environ- 
ment, such  as  food,  peer  and  family  relationships,  teachers  and  other  adult 
socializers,  housing,  and  opportunities  for  leisure,  meaningful  occupa- 
tional involvement,  and  educational,  moral  and  value  development,  profoundly 
affect  the  mental  health  of  the  individual. 

Positive  mental  health  is  related  to  the  extent  to  which  developmental 
tasks  are  satisfactorily  accomplished  in  sequence  or  at  optimal  time  periods, 
and  the  extent  to  which  that  risk  is  mastered  influences  the  competencies 
brought  by  the  individual  to  the  mastery  of  challenges  presented  by  other 
stages  of  growth  and  development.  Similarly,  the  extent  to  which  coping 
skills  related  to  the  management  of  the  external  and  internal  environments 
are  developed  influences  greatly  the  ability  of  the  individual  to  find 
satisfaction  in  daily  living  and  to  improve  the  quality  of  life  and  the 
quality  of  the  environment . 

The  Sub panel  recommends ; 

40.  A Program  for  Family  Resource  Development. 

This  program  would  focus  on  strengthening  the  coping  skills  of  fami- 
lies in  areas  related  to  the  near  environment . The  reward  of  success  is 
accompanied  by  a feeling  of  satisfaction  which  fosters  a sense  of  security 
and  the  motivation  and  desire  to  try  to  solve  other  problems,  as  well  as 
realistically  evaluate  one’s  probability  of  success  in  similar  tasks  and 
determine  if  persistence  is  warranted.  The  enhancement  of  coping  skills 
in  the  areas  of  consumerism,  food  selection  and  preparation,  management 
of  resources,  budgeting,  marketing,  child  care,  parenting,  selection  and 
maintenance  of  clothing,  household  equipment  and  furnishings  is  basic  to 
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creating  a positive  environment  for  optimal  mental  health.  These  are 
sources  of  problems  in  the  day-to-day  existence  of  individuals  and  families. 

To  reverse  deteriorating  conditions  in  the  inner  cities  of  this  Nation, 
and  in  developing  countries  abroad,  other  approaches  must  be  sought  in  mul- 
tilateral efforts  to  improve  quality  of  life.  Attention  thus  far  has  been 
focused  on  external  aid,  through  programs  such  as  food  stamps,  welfare, 
and  low  cost  public  housing.  The  recipients  of  aid  must  be  assisted  to 
serve  as  more  effective  delivery  systems  in  improving  their  own  quality 
of  life.  The  problem  to  be  addressed,  therefore,  is  the  development  of 
human  capital  and  the  fuller  utilization  of  human  resources  to  meet  human 
needs . 

It  is  our  philosophy  that  two  components  must  interfere  to  break  the 
cycle  of  poverty  and  facilitate  mental  health.  One  component  clearly  must 
be  Federal,  State,  and  community  programs  addressing  greater  access  to 
employment,  delivery  of  services,  better  housing  and  education,  and  food. 

The  second  component  is  development  of  the  potential  and  capability  of  the 
individual  to  utilize  his  own  resources  to  more  fully  benefit  from  these 
program  and  community  services . 

A program  for  Family  Resource  Development  seeks  to  work  with  residents 
of  the  inner  city  to  help  themselves  while  maintaining  pride  and  self- 
dignity and  improving  their  self-concept . It  will  amplify  the  civic  re- 
sponsibility in  inner-city  families  to  orient  them  to  the  need  for  their 
own  inputs  to  prevent  decay  of  the  inner  cities  and  for  continued  progress 
and  development.  It  will  encourage  the  educationally,  culturally,  and 
socioeconomically  disadvantaged  to  the  solution  of  their  own  problems 
through  the  development  of  their  ability  to  help  themselves.  In  short, 
it  will  address  development  of  human  resources  with  the  family  as  a target 
unit . 


Greater  family  strength  and  greater  sensitivity  to,  awareness  of, 
concern  for,  and  participation  in  problem  solving  will  generate  community 
progress  and  national  development.  A program  for  Family  Resource  Develop- 
ment would  focus  on  the  individual  within  the  family  unit,  and  family  mem- 
bers as  they  interact  with  each  other  and  the  community,  to  build  the  human 
resources  of  a community. 

For  people  in  all  walks  of  life,  knowledge  is  an  important  key  to 
quality  of  life.  This  instrument,  knowledge,  i.e.,  information  and  skills, 
would  be  used  by  a Program  in  Family  Resource  Development  to  enhance  the 
ability  of  family  members  to  help  themselves.  Organization  of  families 
into  community  groups  would  be  fostered  to  undertake  projects  for  community 
improvement.  Families  and  communities  would  be  brought  in  touch  with  State 
and  national  resources  and  opportunities  available  to  them  and  would  be 
assisted  in  utilizing  these  resources  to  improve  their  quality  of  life. 

A Program  for  Family  Resource  Development  would  offer  a mechanism  for 
training  of  professionals  and  paraprof essionals  who  would  teach  such  coping 
skills  to  families  in  informal  situations  and  via  radio  and  television.  We 
believe  that  as  low  income  families  are  assisted  to  solve  more  of  their 
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problems  themselves  this  will  build  family  strength  and  foster  a sense  of 
responsibility  for  and  participation  in  community  improvement. 

To  mount  such  programs,  a Program  in  Family  Resource  Development  Center 
would  develop  curricula  for  the  training  of  paraprofessionals . The  para- 
professionals  would  be  employed  for  this  purpose  following  their  training 
and  would  continue  to  work  and  live  in  their  own  communities  or  urban  center 
to  transfer  knowledge  to  families. 

This  approach  does  not  imply  that  it  alone  will  provide  a dramatic 
change.  Our  view  is  that  individual  and  family  resources  must  be  developed 
in  concert  with  material  resources.  It  is  timely  to  give  attention  to  this 
concern  in  order  to  build  civic  responsibility  in  inner  cities  of  the 
United  States  to  prevent  their  decay  and  for  continued  progress  and 
development . 

As  inner-city  families  improve  their  own  environments  their  mental 
health  should  also  improve. 

The  Child.  The  Joint  Commission  on  Mental  Health  of  Children  (1969) 
cited  racism  as  the  number  one  public  health  problem  confronting  this  coun- 
try. American  racism  has  placed  Black  children  in  a particularly  disadvan- 
taged position  in  relation  to  all  institutions  of  this  society.  Racism 
confounds  for  the  Black  child  the  accomplishment  of  basic  tasks  of  child- 
hood. Not  only  must  the  Black  child  be  taught  to  be  human,  but  equally 
important  he/she  must  be  taught  how  to  be  Black  in  a White  society.  These 
two  tasks  are  quite  different.  Of  all  the  functions  performed  by  family 
systems  in  our  society,  perhaps  the  most  important  is  that  of  protectorate. 
Families  serve  as  the  buffering  mechanism  between  their  members  and  the 
larger  society.  Having  an  effective  family  system  bolstered  by  the  sup- 
ports described  above  is  perhaps  the  bottom  line  for  the  Black  child  in 
terms  of  prevention  of  mental  disorders. 

The  goal  of  childrearing  and  socialization  of  the  Black  child  is  to 
produce  competent,  confident  individuals.  There  is  an  urgent  need  for 
parents  and  professionals  to  establish  for  the  Black  child  a sense  of  dig- 
nity, competence,  and  mastery. 

The  Subpanel  recommends : 

41.  That  comprehensive  programs  for  Black  children,  includ- 
ing health,  day  care,  recreation,  and  education  facili- 
ties from  birth,  on  be  established  and  that  access  to 
these  programs  be  assured  'as  a basic  human  right. 

Delinquency  is  a product  of  families  not  functioning  well,  schools  not 
functioning  well,  and  neighborhoods  not  functioning  well.  Early  and  sus- 
tained family  and  environmental  influences  are  the  key  to  the  development 
of  an  individual  and  in  turn  to  the  development  of  an  orderly  society. 
Children  have  the  best  chance  of  becoming  productive,  law-abiding  citizens 
when  they  are  able  to  develop  inner  control,  life  direction  in  keeping 
with  societal  norm,  work  and  social  skills,  self-motivation  and  a sense 
of  personal  responsibility. 
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In  concert  with  families,  the  school  should  reinforce  prosocial  atti- 
tudes. When  the  family  is  not  functioning  well,  the  school  should  stand 
ready.  It  should  be  prepared  to  give  all  children  and  especially  Black 
children  experiences  to  promote  psychological  development.  The  return  to 
corporal  punishment  in  the  school  is  a step  backward.  Certain  changes  in 
school  structure  are  required  so  that  it  will  perform  more  effectively. 

The  Subpanel  recommends : 

42.  That  the  strict  authoritarian  organization  of  the 
school  be  changed. 

43.  A governing  structure  which  permits  administrators, 
parents,  teachers,  and  children  to  have  input  is 
indicated . 

44.  The  sense  of  community  which  once  existed  in  the 
school  needs  to  be  restored. 

45.  Teachers  need  preparation  to  understand  difficult 
behavior  as  lags  in  social  and  psychological  develop- 
ment, capable  of  being  modified.  Black  children  need 
to  have  successful  experiences  in  school  as  a deter- 
rent to  dysfunctional  social  behavior. 

The  school  as  a physical  plant  is  often  underused.  For  example, 
school  buildings  are  totally  closed  on  weekends  and  during  the  summer. 

It  is  proposed  that  more  activities  take  place  at  the  school  site.  Com- 
munity health  centers,  child  care  centers,  etc.,  may  in  some  cases  be 
located  in  or  adjacent  to  school  buildings.  Also,  the  recreational  facil- 
ities of  school  grounds  should  be  made  available  to  the  public  during 
nonschool  hours.  An  offshoot  of  placing  more  coiranunity  activities  in 
or  adjacent  to  school  grounds  may  be  a closer  integration  between  school 
apd  community,  and  possibly  a reduction  in  alienation. 

Youth . In  the  most  recent  national  census  (1970) , there  were 
4,750,000  Black  youths  between  the  ages  of  14-24.  More  than  half  of  these 
young  people  were  members  of  families  in  the  low- income  range,  with  total 
incomes  less  than  $6,000  per  year.  In  1970,  Black  family  income  was  only 
60  percent  of  the  median  income  of  white  families  in  America,  so  the  major- 
ity of  Black  youths  are  economically  disadvantaged  relative  to  their  white 
counterparts . 

Only  six  out  of  ten  Black  teens  complete  their  high  school  education 
(U.S.  Census  1974).  The  situation  for  these  teens  is  particularly  bleak 
because  the  youth  unemployment  rate  rose  to  40  percent  in  October  of  1977; 
this  high  figure  was  restricted  to  Black  youths,  for  the  rate  for  white 
youths  between  the  ages  of  16-21  was  only  16  percent. 

Delinquency  among  Black  youths  has  become  an  epidemic  problem,  par- 
ticularly in  the  major  urban  areas  of  this  country.  In  1970,  there  were 
nearly  30,000  Black  adolescents  in  training  schools  and  detention  homes. 
Once  these  adolescents  have  been  adjudicated  as  delinquents,  they  become 
enmeshed  in  an  outmoded  and  inefficient  juvenile  justice  system  which  does 
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not  have  uniform  sentencing  for  similar  offenses.  Thus,  teenagers  are 
often  at  the  mercy  of  capricious  and  prejudiced  judges  who  rarely  consider 
the  problems  of  poverty,  unemplo3nnent , and  discrimination  as  mitigating 
factors  in  juvenile  offenses.  Moreover,  few  States  have  adequate  facili- 
ties for  delinquents,  many  of  whom  are  housed  with  mature  and  seasoned 
adult  criminals  where  they  do  not  receive  counseling  services,  educational 
programs,  or  any  form  of  vocational  rehabilitation.  Thus,  when  they  com- 
plete their  terms  of  incarceration,  they  are  sent  back  into  the  community 
without  skills,  without  any  insight  into  their  problems,  and  with  a reper- 
toire of  criminal  attitudes  and  criminal  behaviors  learned  from  their 
older  mentors.  The  vicious  cycle  of  poverty,  lack  of  education,  unemploy- 
ment, and  delinquency  is  destined  to  repeat  itself  (Gibbs  1977). 

Illegitimate  births  are  steadily  increasing  in  the  total  population 
and  now  outnumber  legitimate  births  in  some  metropolitan  areas.  This 
phenomenon  has  significant  implications  for  Black  female  adolescents  in 
terms  of  their  educational  and  occupational  achievement,  their  involvement 
in  the  Government  supported  welfare  programs.  The  trend  toward  increasing 
illegitimate  births  among  adolescent  mothers  also  has  negative  implications 
for  the  children,  for  studies  have  shown  that  these  are  high-risk  pregnan- 
cies and  there  are  significantly  higher  incidences  of  infant  mortality, 
infant  birth  defects,  retardation,  and  developmental  disabilities.  Addi- 
tionally, there  is  a higher  likelihood  of  child  abuse  and  neglect  among 
this  population  of  youthful  unwed  mothers,  who  often  have  fewer  social  sup- 
ports, fewer  personal  resources,  and  greater  psychological  problems  than 
more  mature  mothers  (Kantner  and  Zelnick  1976;  Ventura  1977;  Lieberman  1978). 

Rates  of  drug  and  alcohol  abuse  and  mental  disorders  are  also  on  the 
increase  among  Black  adolescents,  although  reported  incidence  figures 
probably  greatly  underestimate  the  true  prevalence  of  these  problems  among 
Black  youth  (U.S.  Department  of  Justice  1975).  One  of  the  more  disturbing 
indicators  of  severe  problems  among  Black  youth  in  today's  society  is  the 
increasing  rate  of  suicides  among  both  males  and  females.  During  the  period 
between  1950-1969,  Black  males  between  15-24  nearly  doubled  their  suicide 
rate  (5.3  per  100,000  in  1950  to  9.9  per  100,000  in  1969),  while  the  suicide 
rate  among  Black  females  (15-24)  during  this  same  period  increased  from  1.7 
per  100,000  to  4.1  per  100,000.  While  the  suicide  rate  for  Black  males 
had  increased  in  20  years,  it  was  still  lower  than  the  White  rate  of  12.6 
per  100,000  for  males  between  the  ages  of  15-24;  however,  the  suicide  rate 
for  Black  females  was  higher  than  the  rate  for  White  females  in  this  age 
group  (3.8  per  100,000)  for  the  first  time  since  1940  when  the  rates  were 
approximately  equal,  but  White  rates  have  been  consistently  higher  than 
Black  rates  among  females  until  this  trend  was  reversed  in  1969  in  just 
this  age  group.  In  all  other  age  groups,  the  suicide  rate  for  White  females 
is  still  higher  than  for  Black  females  (Hendin  1969;  Comer  1973). 

The  combination  of  poverty,  lack  of  education,  unemployment,  and  lack 
of  recreational  facilities,  and  chronic  deprivation  of  the  basic  economic 
and  social  amenities  probably  contributes  greatly  to  the  increasing  sense 
of  alienation,  frustration,  and  anger  among  Black  adolescents,  who  trans- 
late these  feelings  into  the  behavior  which  is  socially  or  psychologically 
dysfunctional.  That  these  behaviors  have  increased  in  the  last  20  years 
is  undoubtedly  related  to  two  factors:  (1)  rapid  and  extensive  social  and 
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technological  changes  have  produced  profound  economic  changes  in  this 
society,  resulting  in  an  increasing  gap  between  those  who  are  education- 
ally and  occupationally  skilled  and  those  who  are  not;  and  (2)  the  con- 
comitant social  movements  of  the  1960 ’s  and  1970 *s  (civil  rights,  Vietnam 
antiwar  movement,  women’s  liberation,  and  affirmative  action  programs) 
which  have  altered  expectations  and  increased  aspirations  of  young  Blacks, 
while  increasing  the  disparity  between  these  higher  aspirations  and  the 
higher  level  of  skills  needed  to  achieve  them. 

The  five  major  mental  health  problems  impinging  on  Black  adolescents 
in  contemporary  American  society  are  as  follows:  (1)  increasing  rates  of 

high  school  dropouts,  expulsions,  or  failures;  (2)  increasing  rates  of 
delinquency  and  antisocial  behavior;  (3)  increasing  rates  of  drug  and 
alcohol  abuse;  (4)  increasing  rates  of  illegitimacy;  and  (5)  increasing 
rates  of  suicide  and  psychological  disorders , 

Optimal  mental  health,  in  its  broadest  sense,  encompasses  effective 
functioning  in  emotional,  social,  physical,  and  intellectual  spheres  of 
behavior  (Gibbs  1977). 

The  Subpanel  recommends : 

46.  It  is  imperative  for  mental  health  professionals  to 
plan,  with  Government  support  and  financial  assist- 
ance, programs  of  prevention,  intervention,  and 
rehabilitation  for  the  mental  health  problems  of 
Black  adolescents,  particularly  in  the  five  areas 
identified  above  as  major  problems.  These  programs 
must  involve  all  institutions  which  touch  the  lives 
of  Black  children  and  adolescents,  including  family 
programs,  school  programs,  community  recreational 
programs,  health  and  welfare,  juvenile  justice,  and 
the  employment  sector. 

A great  deal  of  the  burden  of  preparing  young  people  for  a future 
falls  to  the  educational  system.  It  is  an  open  scandal  that  schools  often 
do  not  do  their  job.  There  is  concern  about  the  psychological  effects  of 
the  educational  system  on  lower  class  Black  children. 

The  Subpanel  recommends  : 

47.  Viable  alternatives  to  schools  be  developed  for  Black 
youth  in  addition  to  a reorganization  of  educational 
systems  that  fail  to  achieve  their  socially  designated 
mission . 

The  Elderly.  Aged  Black  persons  suffer  the  dual  problems  of  racism 
and  ageism.  The  disadvantages  suffered  throughout  their  lives  are  com- 
pounded as  they  reach  the  later  years  of  life.  The  needs  of  elderly  Blacks 
do  not  differ,  with  the  exception  of  the  effects  of  racism,  from  the  needs 
of  all  people  who  find  themselves  poor,  alone,  and  elderly  in  this  country. 
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Black  families  as  a rule  tend  to  be  well- integrated  into  larger  kin- 
friend  networks.  Researchers  have  shown  relationships  to  represent  inval- 
uable ways  of  supplementing  material,  emotional,  and  social  resources. 

Coping  is  enhanced  because  the  family  finds  itself  with  a larger  pool  of 
resources  upon  which  to  draw  (Stack  1974;  Hill  1971;  Ascherbrenner  1975). 
Support  for  these  kin-friend  networks  is  of  great  importance.  Attention 
should  be  given  to  living  arrangements  that  reinforce  these  networks. 

The  Subpanel  recommends : 

48.  A flexible  public  housing  policy  be  instituted  that 

would  permit  and  encourage  extended  family  households . 

The  Special  Problems  of  Black  Women.  Stresses  have  been  compounded 
for  scores  of  Black  women,  who  face  double  jeopardy  because  of  their  race 
and  gender;  then,  experience  a triple  threat  as  they  reach  old  age. 

Miller  (1973)  writes  that  the  "problems  of  Black  women  differ  in  many 
ways  from  those  of  White  women,  and  grow  out  of  different  circumstances 
and  history."  Beale  (1969)  describes  the  Black  woman  in  America  as  a 
"slave  of  a slave,"  and  points  to  the  ways  in  which  she  has  been  exploited 
and  scapegoated  for  the  evils  woven  into  the  fabric  of  the  American  sys- 
tem. The  precocious  plunge  into  adulthood  for  the  multitude  of  Black  girls 
from  families  at  the  lower  rungs  of  the  socioeconomic  ladder  has  been 
psychologically  costly  for  many.  Ladner  (1971)  writes  of  their  becoming 
"consciously  socialized  into  the  role  of  womanhood"  as  early  as  7 or  8 
years  of  age,  and  describes  the  multiple  influences  of  the  community  which 
often  "superimpose  emotional  precocity"  on  these  children.  Chesler  (1972) 
describes  "problems  of  being  both  Black  and  female  in  a racist  and  sexist 
society"  as  "staggering,  the  permutations  of  violence,  self-destructiveness 
and  paranoia  endless." 

Billingsley  (1968)  has  noted  that  most  studies  of  Black  people,  es- 
pecially Black  family  life,  has  focused  on  problem  areas — poverty,  family 
breakdown,  etc. — and  relatively  little  attention  has  been  given  to  areas 
of  health.  During  the  course  of  gathering  data  for  this  manuscript,  efforts 
were  directed  toward  understanding  the  healthy  characteristics  of  the  psy- 
chological makeup  of  Black  women,  as  well  as  identifying  psychiatric  dis- 
orders to  which  they  succumb. 

Jackson  (1973)  calls  attention  to  the  contradictory  position  of  the 
Black  American  woman.  She  receives  accolades  of  praise  for  her  efforts  in 
the  gains  that  Black  people  have  made,  but  also  has  been  burdened  with 
accusations  that  she  is  responsible  for  the  defeats  and  stunted  progress. 

The  latter  has  been  vividly  illustrated  by  the  long  accepted  theories 
pertaining  to  the  destructiveness  of  the  Black  matriarchal  family.  Miller 
(1973),  too,  addressed,  the  fact  that  Black  women  "have  never  been  properly 
honored  for  the  strengths  they  have  developed;  instead  they  are  maligned 
for  them."  Spurlock  (1972)  suggested  that  the  most  publicized  indictment, 
of  the  recent  past,  of  the  Black  woman,  is  contained  in  the  "Moynihan 
Report"  (1965).  Here,  the  Black  woman  is  painted  as  largely  responsible 
for  many  of  the  ills  of  Black  family  life.  Grier  and  Cobbs  (1968)  also 
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write  of  the  Black  woman  in  grossly  negative  terms  even  though  they  describe 
her  as  having  ’’been  the  salvation  of  many  a family.” 

So  it  may  be  that  after  a brief  struggle  a Black  woman  feels 
that  femininity,  as  it  is  defined  in  these  times,  is  something 
she  cannot  achieve.  . . . With  youthful  narcissism  crushed  and 
sexual  life  perverted,  (Black  women)  drew  back  from  these  modes 
as  a primary  means  of  life  expression.  Letting  youth  go,  and 
sex  go,  they  narrowed  their  vision  to  the  most  essential  femi- 
nine function — mothering,  nuturing,  and  protecting  their 
children. 

Racist  attitudes  that  have  bombarded  Black  Americans  have  been  viewed 
by  many  psychiatrists  as  a major  factor  in  the  development  of  a negative 
self-concept.  Poussaint  (1966)  writes,  ’’Black  men  and  women  learn  quickly 
to  hate  themselves  and  each  other  because  they  are  Negroes.”  Pinderhughes 
(1966)  has  advanced  the  premise  that 

To  a considerable  degree,  the  intense  self-devaluation  expe- 
rienced by  Negroes  in  segregated  circumstances  stems  from  their 
identification  of  themselves  with  bad  suppressed  thoughts, 
feelings  and  body  products.  This  identification  occurs  because 
they  find  themselves  treated  in  the  same  manner  in  which  ’’bad” 
thoughts,  ’’bad”  feelings,  and  ’’bad”  body  parts  are  treated. 

However,  the  decade  of  the  sixties  provided  experiences  that  served  to 
enhance  the  self-concept  of  many  Black  Americans.  As  Ladner  (1971)  has 
pointed  out,  ’’Many  Black  women  who  have  traditionally  accepted  the  white 
models  of  femininity  are  now  rejecting  them.  ...”  Perhaps,  this  has 
been  most  vividly  illustrated  by  the  ’’natural”  hairstyles  and  African 
dress  styles  that  many  Black  women  have  chosen.  Poussiant  (1966)  sug- 
gested that  the  Civil  Rights  movement  generated  some  changes  in  the 
personality  development  of  the  Black  American  and  anticipated  that  ’’Black- 
consciousness” movements  would  contribute  positively  to  the  Negroes’  sense 
of  identity  and  self-esteem. 

The  decade  of  the  sixties  is  also  characterized  by  a number  of  chal- 
lenges of  theoretical  concepts  by  behavioral  scientists.  For  example. 
Staples  (1970),  Herzog  and  Lewis  (1970),  Billingsley  (1968),  and  Ladner 
(1971),  among  others,  have  presented  material  which  accurately  challenges 
the  concept  of  the  Black  matriarchy  and  depicts  a variety  of  types  of 
family  structure  among  Afro-Americans.  Thomas  and  Sillen  (1972)  have 
also  challenged  the  concept  of  the  Black  matriarchy,  ’’Matriarch  implies 
power,  and  it  is  a mockery  to  think  in  such  terms  when  considering  the 
Black  family  under  slavery.”  Even  if  the  concept  does  have  validity, 
it  is  essential,  as  suggested  by  Erickson  (1966)  that  the  strengths  of 
the  mother- dominated  family  not  be  overlooked.  Ladner  (1971)  has  iden- 
tified a number  of  strengths  that  have  been  labelled  as  indicators  of 
pathology  by  other  investigators. 

In  traditional  analysis,  the  lot  of  Black  children,  being 
’’denied”  a comforting  and  protected  childhood  is  viewed  as 
a negative  experience  . . . when  viewed  within  the  context 
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of  its  strengths  and  positive  symbols,  we  can  observe  the 
development  of  maturity  and  other  creative  resources  that 
enhance  one’s  ability  to  be  an  active  agent  in  the  society. 

Black  children’s  experiences  of  being  taught,  at  an  early  age,  to  defend 
themselves  has  been  an  essential  survival  strategy  throughout  the  life 
cycle  for  many  (Spurlock  1977) . 

Even  though  maternal  dominance  may  be  observed,  it  is  not  sought  or 
welcomed  by  the  Black  woman,  as  pointed  out  by  Herzog  and  Lewis  (1970)  ; 
rather,  it  is  a product  of  socioeconomic  factors  beyond  her  control.  Many 
of  the  stresses  which  may  precipitate  mental  disorder,  experienced  by  the 
single  Black  mother,  parallel  those  encountered  by  other  single  mothers  and 
those  who  are  married.  A myriad  of  sequalae  of  economic  insecurity,  rang- 
ing from  psychosomatic  symptoms  to  depression  to  alcoholism  and  victimiza- 
tion by  battering,  are  not  infrequent.  These  symptom  pictures  are  ob- 
served whether  or  not  the  woman  receives  public  assistance.  Conflicts 
between  the  parenting  responsibilities  and  those  of  employment  have  also 
produced  emotional  disorder.  There  is  a paucity  of  available  statistical 
information  because,  as  pointed  out  by  Cannon  and  Locke  (1977),  prior  to 
1970,  census  data  included  Blacks  in  an  overall  nonwhite  category.  The 
1970  U.S.  Census  of  Population  reveals  a greater  number  of  Black  persons, 
as  compared  to  White,  institutionalized  in  mental  hospitals  and  residential 
treatment  centers  (311.7/100,000  as  compared  to  204.8/100,000).  Pollack, 
et  al.  (1968)  reported  that  women,  both  Black  and  White,  who  have  a greater 
number  of  children  have  a higher  incidence  of  psychiatric  hospitalization 
than  those  with  fewer  children.  Figures  in  Table  6 (as  reported  by  Cannon 
and  Locke)  point  to  the  higher  rate  of  diagnosis  of  mental  disorders  in 
Black  women  as  compared  to  White  vomen. 


Table  6.  Five  leading  diagnoses  for  admissions  to  State  and  county 


hospitals  by  race,  sex,  and  rates  per  100,000  population, 
1975. 


White  Female 

Black  Female 

Schizophrenia 

(42.8) 

Schizophrenia 

(118.2) 

Depressive  disorders 

(23.1) 

Depressive  disorders 

( 

10.2) 

Alcohol  disorders 

(12.4) 

Alcohol  disorders 

( 

50.1) 

Organic  brain  syndromes 

( 7.8) 

Organic  brain  syndromes 

( 

17.3) 

Personality  disorders 

( 6.6) 

Adjustment  reaction — Adult 

( 

9.8) 

The  above  table  must  be 
become  an  integral  part 
pie,  the  relatively  low 

used  with  caution  in  view  of  the  biases  that 
of  mental  health  studies  and  practices.  For 
rate  of  depressive  disorders  in  Black  women 

have 

exam- 
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suggests  the  possibility  of  operations  rooted  in  the  myth  about  the  low 
incidence  of  depression  among  Black  people.  A number  of  investigators 
have  called  attention  to  this  myth.  Thomas  and  Sillen  (1973)  noted: 

It  has  been  repeatedly  asserted  that  depression  is  rarely  found 
among  Blacks  (Babcock,  1895;  O^Malley  1914;  Bevis,  1921;  Prange 
and  Vitols  1972) . In  the  earlier  studies  this  finding  was 
linked  to  the  traditional  stereotype  of  the  "happy-go-lucky" 

Negro,  blessed  by  nature  with  high  spirits  and  unburdened  by 
a sense  of  responsibility.  "Naturally,"  orie  psychiatrist 
asserted,  "most  of  the  race  are  carefree,  live  in  the  ’here 
and  now’  with  a limited  capacity  to  recall  or  profit  by  expe- 
riences of  the  past.  Sadness  and  depression  have  little  part 
in  his  psychological  makeup"  (Bevis  1921) . More  recently, 
the  contention  that  Black  people  are  depression-proof  has  been 
couched  in  more  sophisticated  forms. 

Findings  of  Dovenmuehle  and  McGough  (1965)  are  of  significance  in  the  con- 
text of  this  discussion.  These  investigators  determined  that  "Negroes 
and  lower  social  class  subjects  experience  more  disabling  depression  than 
their  white  and  higher  class  cohorts  . . . have  been  found  to  suffer  more 
losses  with  respect  to  income,  access  to  prestigeful  occupation,  and  health 
than  younger,  white  and  upper  class  groups."  Grier  and  Cobbs  (1968)  refer 
to  "the  proneness  of  Black  women  to  depressive,  self-deprecatory  attitudes." 

Poussaint  (1975)  noted  that  "the  overall  rate  among  Black  women, 
though  increasing,  is  exceptionally  low." 

One  notable  exception  to  the  general  female  pattern,  however, 
is  found  in  California.  In  that  State,  where  the  suicide  rate 
per  100,000  was  18.8  in  1970,  as  compared  to  the  national 
average  of  11.1,  Black  females  in  the  20  to  24  age  category 
killed  themselves  more  than  twice  as  frequently  as  did  their 
White  counterparts  (30.2  vs  13.6  per  100,000).  . . . 

Spurlock  (1972)  discussed  the  effects  of  racist  interpretations  of 
data  on  the  psychiatric  treatment  of  Black  people.  Unless  mental  health 
clinicians  make  use  of  racist-free  and  sexist-free  theoretical  concepts 
in  the  diagnostic  assessment  of  Black  women,  the  therapeutic  plans  are  bound 
to  be  of  limited  value  at  least  or  harmful  at  most.  It  is  essential  that 
mental  health  training  programs,  as  well  as  medical,  are  carefully  reviewed 
to  root  out  these  biased  concepts. 

Meaningful  recommendations  which  would  provide  adequate  preventive, 
diagnostic,  and  therapuetic  mental  health  services  for  Black  women  would 
necessarily  include  issues  that  relate  to  education,  housing,  employment, 
good  medical  care,  etc.  In  keeping  with  the  identified  limitations  of  the 
definition  of  mental  health  services,  the  following  recommendations  are 
made : 


49.  Theoretical  concepts  and  practices  in  mental  health 
disciplines  must  be  reviewed  to  root  out  sexist  as 
well  as  racist  aspects. 
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50.  Mental  health  training  programs  must  be  established 
that  will  provide  teaching  of  cultural  differences 
and  the  psychology  of  women  from  a positive  frame  of 
reference  so  that  students  and  practitioners  will 
not  automatically  identify  difference  with  deviance. 

51.  Comprehensive  support  services  must  be  available  in 
order  to  adequately  implement  mental  health  service 
programs  for  Black  women. 

52.  Quality  child  care  facilities  should  be  made  avail- 
able, at  an  affordable  cost,  to  mothers  who  are 
seeking  to  advance  their  quality  of  life  through 
educational  pursuits. 

53.  Black  women,  like  all  women,  should  have  the  free- 
dom of  choice  in  determining  the  use  of  contracep- 
tive measures  and  abortion  services. 

54.  Research  must  be  supported  to  assess  the  strengths 
and  survival  strategies  of  Black  women  and  to 
determine  ways  and  means  to  foster  the  development 
and  support  of  these  assets. 

55 . Appropriate  governmental  agencies  should  be  given 

a mandate  to  vigorously  support  efforts  to  accurately 
represent  the  lifestyles  of  various  groups  of  Black 
women . 

56.  Vigorous  efforts  should  be  taken  by  all  governmental 
agencies  to  root  out  the  racist  and  sexist  operations 
and  policies  in  said  agencies. 

A CONCLUDING  NOTE 

The  environmental,  economic,  and  cultural  problems  and  the  powerless- 
ness in  Black  communities  discussed  in  this  report  represent  only  a few 
of  the  many  societal  factors  that  cause  acute  stress  for  Black  Americans. 
Certainly  it  is  not  expected  that  the  mental  health  system  in  this  country 
can  solve  all  the  problems  confronting  Black  Americans.  The  Subpanel  has, 
however,  highlighted  the  nature  and  the  extent  of  the  health  and  mental 
health  sequelae  that  can  be  remedied  by  setting  national  priorities  which, 
if  put  in  place  with  all  deliberate  speed  and  intent,  will  redress  the 
inequities  inherent  in  American  society  and,  in  this  instance,  the  mental 
health  system.  The  concrete  proposals  in  this  report  are  based  on  current 
knowledge  of  what  can  make  a difference  in  the  health  and  mental  health 
status  of  Black  Americans.  Implementation  of  these  proposals  can  be  a 
demonstration  of  the  current  Administration's  commitment  to  equality  and 
basic  human  rights . 
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PREFACE 


The  recognition  by  the  President’s  Commission  on  Mental  Health  of  the 
mental  health  needs  of  ethnic  groups  reflects  a dramatic  change  in  American 
consciousness  over  the  past  few  years. 

The  work  of  the  Task  Panel  on  Special  Populations  builds  upon  the 
early  efforts  in  the  1960 ’s  of  Blacks,  Hispanics,  American  Indians,  and 
Asian  Americans.  These  groups  have  insisted  that  their  ethnic  uniqueness 
and  the  strengths  growing  out  of  their  ethnic  identity  had  to  be  recognized 
and  taken  into  account  in  planning  for  mental  health  services . 

European  American  groups  also  share  the  idea  that  positive  ethnic 
identity  is  a strength  and  must  be  maintained  and  supported;  that  the 
present  mental  health  system  is  not  flexible  enough  to  employ  models  for 
services  which  would  meet  the  needs  of  various  ethnic  groups  and  facili- 
tate entry  and  utilization  of  the  system;  that  the  mental  health  services 
must  be  culturally  relevant  to  diverse  ethnic  groups;  that  community  peo- 
ple must  be  involved  in  the  decisionmaking  process  of  planning  as  well  as 
service  delivery;  that  research  must  be  expanded  to  include  the  systematic 
study  of  ethnic  identity  of  the  various  groups;  that  professionals  from 
diverse  ethnic  backgrounds  must  be  supported  and  trained  to  study  and 
serve  their  own  groups;  and  finally  that  the  universality  of  mental  health 
care  as  a right  may  be  more  easily  attainable  by  greater  recognition  and 
responsiveness  to  ethnic  diversity. 

This  report  reflects  these  beliefs. 

The  information  in  this  report  is  based  on  extensive  testimony  gathered 
across  the  country  from  national  and  neighborhood  ethnic  groups  and  from 
professionals  who  service  these  groups.  The  task  of  pulling  it  all  to- 
gether lacked  sufficient  time  for  the  kind  of  process  that  is  needed  to 
take  place  in  order  to  involve  all  the  groups  that  have  testimony  to  con- 
tribute. Years  of  neglect  by  the  mental  health  system  of  the  needs  of 
European  Americans  is  reflected  in  the  lack  of  systematic  research  and 
statistics  on  different  ethnic  groups.  However,  hundreds  of  European 
Americans  (consumers  and  professionals)  who  have  contributed  in  defining 
the  mental  health  needs  and  recommendations  contained  in  this  report  do 
constitute  an  impressive  consensus. 

Although  this  document  bears  the  label  "Final  Report"  it  is  in  real- 
ity the  "Preface"  to  a report  to  be  written  in  years  to  come. 
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INTRODUCTION 


For  the  sake  of  coinmon  understanding  ethnicity  is  being  defined  here 
simply  as  "cultural  uniqueness  historically  derived"  and  ethnic  groups  as 
"societal  sub-groups  possessing  autonomous  culture  and  structure"  (Kolm 
1973).  Ethnicity  is  peoplehood,  a sense  of  commonality  of  community  de- 
rived from  networks  of  family  relations  which  have  over  a number  of  genera- 
tions been  the  carriers  of  common  experiences.  Ethnicity, 1 in  short,  means 
the  culture  of  people  and  is  thus  critical  for  values,  attitudes,  percep- 
tions, needs,  modes  of  expression,  behavior,  and  identity  (Feinstein  1974). 

As  with  all  cultural  systems,  ethnic  culture  can  also  be  viewed  as 
a mental  health  system  in  the  preventive  and  therapeutic  sense.  Ethnicity 
is  an  integration  of  values  of  social  cohesiveness  and  internalized  social 
control;  it  provides  security  of  belonging,  participation,  cultural  in- 
volvement, and  personal  identity;  it  also  sustains  capacity  for  coping 
with  stress  and  provides  communal  support  systems.  Ethnic  groups  can  be 
regarded  as  self-directed  models  of  social  order  based  on  cultural  con- 
trols and  on  identification  of  individuals  with  their  groups,  and  through 
these  groups,  with  the  larger  society.  These  functional  aspects  of  eth- 
nicity, if  properly  developed,  can  be  of  immeasurable  value  to  the  quality 
of  life  in  an  industrialized  society.  They  can  be  antidotes  to  excessive 
individualism,  alienation,  and  anomie  of  modern  mass  culture.  A weakening 
or  destroying  of  these  forces  of  cohesiveness  and  group  self-direction  may 
significantly  contribute  to  the  disorganization  of  modern  American  society. 

It  must  also  be  recognized  that  there  are  some  dysfunctional  factors 
involved  in  ethnicity.  Ethnocentrism,  withdrawal,  clannishness,  social 
rigidity,  prejudice,  and  tendency  toward  inter group  conflict  are  all  well- 
known  dysfunctional  aspects.  However,  as  with  individuals  and  interper- 
sonal relations,  situational  factors  such  as  societal  pressures  for  social 
and  cultural  conformity  are  inevitably  at  the  root  of  these  dysfunctional 
aspects  of  ethnicity  and  ethnic  diversity  in  society.  A solution  to  these 
dysfunctional  aspects  of  ethnicity  is  not  eradication  of  cultural  differ- 
ences, but  the  development  of  their  best  potential.  Though  the  question 
of  the  general  desirability  of  cultural  pluralism  cannot  be  answered 
unequivocally,  it  can  be  assumed  on  the  basis  of  historical  experience 
and  recent  research  that  it  can  be  superior  to  homogeneous  cultures  re- 
garding social  integration,  cultural  productivity,  and  even  political 
strength  (Kolm  1973) . 

American  society  is  ethnically  pluralistic.  Historically  it  is  a 
"Nation  of  immigrants"  and  today,  as  the  last  census  has  shown,  well  over 


Ethnicity  is  defined  from  a clinical  perspective  as  more  than  the 
distinctiveness  of  race,  religion,  national  origin  or  geography.  It 
involves  conscious  and  unconscious  processes  that  fulfill  a deep  psy- 
chological need  for  security,  identity  and  a sense  of  historical  con- 
tinuity. It  is  transmitted  in  an  emotional  language  within  the  family 
and  is  reinforced  by  similar  units  in  the  community.  There  is  a signifi- 
cant interrelationship  between  ethnicity,  family,  and  neighborhood. 
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100  million  Americans,  white  and  nonwhite,  identify  with  an  ethnic  group. 

The  resurgence  of  white  ethnicity  in  the  past  decade  has  also  shattered 
the  myth  of  the  melting  pot  and  has  denied  the  common  belief  that  ethnic 
groups  of  European  origin  have  become  assimilated  in  the  sense  that  they 
have  lost  their  cultural  identity. 

Although  today  there  is  an  increasing  acceptance  of  ethnic  diversity 
as  a positive  and  constructive  factor  in  American  life,  attitudes  toward 
ethnicity  and  ethnic  pluralism  are  ambivalent  at  best.  Diversity  is  still 
often  associated  with  divisiveness. 

One  area  this  ambivalence  is  reflected  in  is  the  planning  and  delivery 
of  mental  health  services.  In  the  field  of  mental  health,  where  feelings, 
attitudes,  and  behavior  are  prime  areas  of  intervention,  diagnostic  evalua- 
tions, treatment  plans,  and  delivery  of  services  have  largely  ignored  the 
importance  of  ethno-cultural  factors. 

As  a result  of  this  neglect,  services  have  not  adequately  responded 
to  the  mental  health  needs  of  diverse  European  American  groups.  For  many, 
services  have  not  been  accessible. 

Such  neglect  has  had  several  consequences.  In  addition  to  many  un- 
treated problems,  the  lack  of  culturally  compatible  services  has  diminished 
the  support  for  mental  health  services  and  research  that  should  be  forth- 
coming from  European  American  communities.  It  also  means  that  many  European 
American  communities  continue  to  respond  with  fear  and  uncertainty  at  the 
thought  of  the  mentally  ill  in  their  midst. 

To  make  services  more  accessible  and  acceptable  for  European  American 
groups,  new  "culturally  sensitive"  policies  and  programs  will  be  required. 
The  Federal  Government’s  continued  and  increased  support  must  provide  this 
stimulus . 

There  was  strong  consensus  within  the  subpanel  of  European  Americans 
on  two  major  recommendations: 

1.  Given  the  continued  persistence  of  ethnic  diversity 
in  American  society,  mental  health  policy  must  incor- 
porate a sensitivity  and  responsiveness  to  ethnic 
differences  if  it  is  to  respond  adequately  to  white 
and  nonwhite  ethnic  groups . 

2.  Mental  health  programs  and  methods  must  incorporate 
and  build  upon  the  inherent  resources  and  strengths 
found  in  the  informal  networks  of  families,  extended 
families,  ethnic  groups,  and  neighborhood  and  religious 
institutions . 


MENTAL  HEALTH  NEEDS  OF  AMERICANS  OF  EUROPEAN  ETHNIC  ORIGIN:  AN  OVERVIEI^ 

Contrary  to  what  social  philosophers  of  earlier  generations  predicted 
and  contrary  to  what  many  still  believe,  all  of  the  immigrant  groups  that 
came  to  our  country  did  not  become  indistinguishable  from  one  another. 
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A reexamination  of  contemporary  America  has  revealed  that  the  "melting 
pot"  concept  is  a rather  dubious  one  and  far  from  an  accurate  description 
of  American  society  (Glaser  & Moynihan  1963  and  1975;  Greeley  1969  and 
1974;  Kolm  1971).  Despite  societal  pressures  for  assimilation,  we  are 
compelled  today  to  acknowledge  the  "persistency  of  ethnicity"  and  the  fact 
that  national  integration  and  close  ethnic  identification  are  not  mutually 
exclusive.  On  the  contrary,  the  "unmeltable  ethnics"  have  provided  us 
with  a new  rationale  for  the  American  social  structure,  namely  that  its 
strength  lies  in  maintaining  and  strengthening  ethnic  groups  (Friedman 
1971;  Levine  and  Herman  1971;  Novak  1971).  Although  an  American  culture 
identity  does  indeed  exist,  it  exists  along  with  the  various  ethnic  iden- 
tities that  shape  the  nature  and  quality  of  the  life  of  the  ethnic  groups. 

Today  there  are  50  million  middle  Americans  who  are  the  children  and 
grandchildren  of  immigrants  from  Southern  and  Eastern  Europe. 2 There  are, 
for  example,  still  large  groups  of  Greek  Americans,  Hungarian  Americans, 
Italian  Americans,  Jewish  Americans,  Lithuanian  Americans,  and  Polish 
Americans,  whose  ethnic  backgrounds  and  traditions  are  still  an  important 
part  of  their  lives.  Northern  Europeans  such  as  Irish  Americans  and 
Scandinavian  Americans  also  show  distinct  ethnic  characteristics  that 
must  be  factored  into  any  discussion  of  the  importance  of  ethnicity. ^ 

Large  numbers  are  still  of  working  class  status.^  In  many  of  the  families 
both  parents  work. 

Some  still  live  in  the  "old  neighborhoods"  of  metropolitan  centers 
where  their  ethnic  group  is  dominant.  Many  others  have  moved  to  the 
suburbs  and  to  medium-sized  cities.  The  range  from  overt  to  less  con- 
scious forms  of  ethnic  group  identity  remains  strong  and  is  not  confined 
to  a distinct  geographical  area  (Abramson  1971;  Greeley  1970). 

The  Black,  Hispanic,  Asian,  and  American  Indian  consciousness  that 
has  occurred  in  this  country  has  restimulated  the  necessary  process  of 
redefining  the  United  States  as  a pluralistic  Nation.  White  ethnics  (peo- 
ple of  Eastern,  Southern  European,  and  Mediterranean  background)  have 


2 

These  figures  were  compiled  at  the  Center  for  the  Study  of  American 
Pluralism,  National  Opinion  Research  Center  in  Chicago,  Illinois. 

3 

Certainly  the  list  of  diverse  European  Americans  is  extensive.  A 
more  complete  but  perhaps  still  noninclusive  list  follows  in  alphabetical 
order.  This  report  deals  primarily  with  those  groups  listed  below  whose 
ethnic  origins  are  represented  by  late  19th  century  and  20th  century  immi- 
gration patterns:  Albanians,  Armenians,  Basques,  Belgians,  Bulgarians, 

Byelorussians,  Carpatho-Ruthenians , Croatians,  Cypriots,  Czechoslovakians, 
Danes,  Dutch,  Estonians,  English,  Finns,  French,  Germans,  Greeks,  Hungarians, 
Irish,  Italians,  Jews,  Latvians,  Lithuanians,  Luxem.bourgers , Maltese, 
Norwegians,  Poles,  Portuguese,  Romanians,  Russians,  Scots,  Serbians, 

Slovaks,  Slovenians,  Spanish,  Swedish,  Swiss,  Ukrainians,  Welsh,  Yugoslavs. 

^The  family  income  range  is  from  $11,000  to  $18,000  yearly.  Informa- 
tion is  from  the  Center  for  the  Study  of  American  Pluralism,  National 
Opinion  Research  Center  in  Chicago . 
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also  asserted  their  diversity  and  the  importance  of  their  ethnic  roots. 
Increasingly  this  assertion  of  ethnic  identity  among  white  Americans, 
while  not  without  ambivalence,  has  been  expressed  in  many  positive  ways. 

Today  on  an  overall  basis  there  is  a greater  awareness  and  acceptance 
of  ethnic  diversity  in  American  society.  The  "Roots"  phenomenon  is  more 
than  romanticism  of  the  past;  it  is  a sense  of  peoplehood,  it  is  a search- 
ing to  find  new  ways  of  better  understanding  and  to  draw  upon  those  sup- 
ports that  help  people  more  adequately  cope  with  adaptation  and  daily 
stress . 

The  toll  of  living  in  our  society  and  the  weakening  of  those  inter- 
mediate institutions — family,  ethnic  group,  religion,  neighborhood — that 
have  traditionally  acted  as  buffers  to  stress  is  increasingly  reflected 
in  a rising  demand  by  European  Americans  who  are  seeking  professional  help 
to  solve  their  emotional  and  family  problems.  These  people  share  many  of 
the  problems  that  other  ethnic  groups  share.  However,  it  should  be  empha- 
sized that  each  group  has  its  own  cultural  pattern  and  its  own  diversity 
which  makes  it  unique.  For  many,  the  inability  to  express  themselves  in 
English  is  an  additional  problem. 

Although  lack  of  funds  for  research  to  systematically  assess  the  mental 
health  needs  of  these  communities  deprives  us  of  some  much  needed  facts  on 
the  exact  nature  and  degree  of  need,  recent  reports  from  community  mental 
health  centers  and  family  service  agencies  indicate  that  waiting  lists  have 
grown,  particularly  in  cities  where  unemployment  is  high.  These  reports 
reflect  increases  in  crime  and  delinquency,  child  abuse,  extensive  use  of 
drugs  and  alcohol,  runaway  children,  family  breakups,  and  divorce  in  many 
American  communities  of  European  ethnic  origin.^ 


Hard  statistical  data  are  limited  and  sporadic.  The  validity  of 
the  increasing  rise  in  mental  health  problems  has  been  gathered  in  hun- 
dreds of  meetings  throughout  the  country  in  which  mental  health  profes- 
sionals, consumers,  and  ethnic  leaders  gave  testimony  to  the  mental  health 
needs  in  ethnic  communities.  Among  some  of  the  national  and  neighborhood 
organizations  that  have  held  numerous  meetings  on  the  issue  of  ethnicity 
and  mental  health  are : 

Congress  of  Italian-American  Organizations 
Federation  of  Jewish  Philanthropies  in  New  York 
Hellenic  American  Neighborhood  Action  Committee 
Hellenic  Foundation 

Institute  of  Comparative  Science  and  Cultural  Studies 
Institute  on  Pluralism  and  Group  Identity  and  the  Louis  Caplan 
Center  on  Group  Identity  and  Mental  Health  of  the  American 
Jewish  Committee 
Italisn  American  Foundation 
National  Center  on  Urban  Ethnic  Affairs. 

Studies  such  as  the  following  demonstrate  the  alarming  problems  of 
ethnic  communities : 

Carlisi,  J.  "Drug  Abuse  Among  White  Ethnic  Adolescents,"  in 
Adolescents  and  Drugs.  National  Institute  of  Drug  Abuse  (in  press) . 
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In  the  past,  members  of  European  American  groups  have  often  failed 
to  utilize  mental  health  services  (Giordano  1976  and  1973;  Struening,  et  al. 
1970).  This  is  probably  related  to  two  salient  facts:  values  related  to 

self-sufficiency  and  a lack  of  accessible  services.  Self-sufficiency  means 
not  only  being  able  to  financially  provide  for  your  family,  but  also  being 
able  to  take  care  of  your  own  personal  problems.  When  personal  problems 
occur,  members  of  these  groups  have  traditionally  had  to  rely  on  primary 
associations — ethnic  groups,  family,  extended  family,  religious  organiza- 
tions, or  neighborhood  associations— as  opposed  to  professional  services. 
Today  there  are  signs  of  change  in  many  ethnic  communities.  While  it  is 
true  that  a tradition  of  self-sufficiency  still  remains  as  a buffer  against 
mental  illness,  an  overromanticization  of  how  well  cultural  resources  func- 
tion has  led  to  the  myth  that  European  Americans  do  not  need  or  seek  out 
professional  services. 

Increasingly  ethnic  communities  have  realized  that  their  own  resources 
are  insufficient  and  inadequate  to  meet  the  mental  health  needs  of  their 
people.  This  new  awareness  is  being  articulated  in  European  Americans 
requesting  resources  from  professional  agencies  to  serve  their  communi- 
ties. Formerly,  only  the  severely  mentally  ill  person  received  profes- 
sional services.  All  too  often  these  services  amounted  to  "being  locked 
up"  in  a State  mental  institution  since  private  care  was  financially  impos- 
sible and  help  was  found  too  late.  These  factors  and  others  combined  to 
create  an  even  greater  stigma  against  mental  health  services  and  against 
the  term  "mental  illness"  in  European  American  communities. 

This  situation  has  been  exacerbated  by  a lack  of  culturally  compat- 
ible mental  health  services  in  European  ethnic  neighborhoods . Among  the 
inadequacies  of  the  present  mental  health  system  is  that  it  has  not  been 
sensitive  and  responsive  to  the  differences  in  values,  lifestyles,  emo- 
tional expressiveness,  family  structures,  and  nonverbal  communication 
patterns  of  Americans  of  European  ethnic  origin  (Giordano  1976  and  1973; 
Struening,  et  al.  1970).  The  lack  of  knowledge  about  ethno-cultural  factors 
has  often  resulted  in  misdiagnoses  and  ineffective  treatment  (Giordano 
1976  and  1973;  Struening  1970) Many  people  who  do  come  to  a clinic  may 
drop  out  after  two  or  three  visits  because  they  feel  uncomfortable,  both 
in  the  physical  setting  and  with  the  staff  (Giordano  1976  and  1973; 

Struening  1970) . They  report  experiences  of  differences  between  their 
value  system  and  that  of  the  staff,  feelings  of  alienation  and  intimida- 
tion. It  is  safe  to  say  that  one  of  the  contributing  factors  to  high 
dropout  rates  for  many  patients  is  the  cultural  dissonance  between  the 
patient  and  therapist.  The  assumptions  upon  which  treatment  and  the 
process  of  mental  health  service  delivery  are  based  are  weighed,  and  may 
or  may  not  be  congruent  with  the  value  systems  of  the  different  groups 
that  these  are  attempting  to  serve  (Papajohn  and  Spiegel  1975)  . 


Continued 

National  Center  for  Urban  Ethnic  Affairs.  Drug  Abuse  in  Three  Ethnic 
Neighborhoods  (in  press) . 
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RECOMMENDATIONS  TO  THE  COMMISSION 


Mental  health  policies  and  programs  must  recognize  the  pluralistic 
nature  of  American  society  and  incorporate  a sensitivity  and  responsive- 
ness to  ethnic  (white  and  nonwhite)  groups . This  approach  would  mean  that 
services  would  be  provided  according  to  people’s  needs  and  lifestyles 
rather  than  the  dictates  of  rigid  and  impersonal  bureaucratic  methods. 

A major  emphasis  of  policy  would  be  to  support  the  positive  aspects  and 
strengths  drawn  from  group  identity. 

The  task  of  responding  to  diverse  ethnic  groups  in  American  society 
is  complex — values,  group  interests,  needs,  and  lifestyles  vary  widely  and 
are  constantly  being  modified.  To  achieve  this  goal  involves  long-term 
solutions.  However,  the  Federal  Government  can  take  immediate  steps  to 
create  a flexible  and  inclusive  mental  health  system,  a system  which  is 
culturally  responsive  and  accessible. 

Based  on  data  available  and  extensive  testimony  given  by  ethnic 
leaders  and  professionals  around  the  country,  the  following  recommenda- 
tions are  strongly  suggested: 


I.  ISSUE:  DELIVERY  OF  MENTAL  HEALTH  SERVICES  TO  EUROPEAN  AMERICANS 

3.  Services  to  European  Americans  should  be  delivered  in 
the  context  of  the  group’s  own  definition  of  their 
community  and  funding  be  made  directly  available  to 
settings  that  are  part  of  the  community’s  natural 
support  system. 

The  catchment  area  concept  can  serve  as  an  example  of  a planning  and 
service  mechanism  that  often  is  insensitive  to  the  ethnic  community. 
Boundaries  are  set  so  that  service  responsibility  for  all  the  people 
(users  and  potential  users)  residing  within  specific  geographic  borders 
may  be  clearly  delineated.  A misconception  has  been  that  these  physical 
boundaries  are  synonymous  with  the  concept  of  community.  In  many  situa- 
tions, however,  the  geographic  boundary  lines  cut  right  through  natural, 
cohesive  communities. 

These  contrived  boundaries  engage  an  individual  in  only  one  aspect  of 
his  total  being,  his  physical  turf.  They  do  not  help  the  service-giver  to 
understand  the  associations  of  a collective  identity  often  based  on  ethnic 
background.  These  associations  provide  a sense  of  rootedness  in  people 
and  places  beyond  the  mere  physical  boundaries  of  the  catchment  area  and 
can  be  vital  in  reconnecting  emotionally  troubled  patients  to  nurturing 
forces . 

The  physical  concept  of  community  originally  conceived  in  the  1963 
legislation,  of  planning  and  delivery  of  services  within  a designated 
geographic  area,  remains  useful  but  must  be  expanded.  The  extension  of 
community  must  include  those  functional  communities  that  are  also  based 
on  ethnic  group  attachments . 
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Places  of  work,  schools,  religious  affiliations,  and  the  many  social, 
political,  and  fraternal  organizations  are  all  essential  aspects  of  family 
and  community  life  that  ought  to  be  part  of  the  mental  health  system. 

These  institutions  have  traditionally  been  the  mediating  structures  be- 
tween the  European  Americans  and  the  larger  society.  These  institutions 
could  become  the  channels  for  delivering  mental  health  services  within  a 
nonstigmatizing  environment. 

Mental  health  related  human  services  need  to  be  decentralized  and 
integrated  into  community-based  neighborhood  facilities.  Mental  health 
is  a community  issue  as  well  as  a medical  issue.  Mental  health  service 
should  utilize  social,  cultural,  and  neighborhood  networks  and  integrate 
their  services  in  existing  facilities.  Often  these  neighborhood  facili- 
ties and  their  staff  have  provided  other  services  to  these  people;  a 
trust  level  has  been  achieved,  which  would  lessen  resistance  to  treat- 
ment. ^ Resistance  factors  need  to  be  worked  through  before  effective 
treatment  can  be  undertaken  for  many  European  Americans. 

To  better  utilize  these  institutions,  adequate  funds  must  be  made 
available.  Federal,  State,  and  local  governments  need  to  devise  a reim- 
bursement strategy  to  these  institutions  for  services  rendered.  One  fund- 
ing target  for  reimbursement  would  be  Special  Revenue  Sharing  for  Social 
Services  (Title  XX)  and  the  Community  Mental  Health  Act’s  Consultation 
and  Education  Program. 

Increased  funding  for  community-based  programs  is  needed.  Twenty- 
four-hour  residential  centers  are  needed  particularly  for  people  who  do 
not  have  adequate  social  or  family  networks.  Centers  sponsored  by  ethnic 
and  religious  organizations  are  especially  helpful.  Individuals  imme- 
diately identify  with  such  centers. 

4.  Each  community  mental  health  facility  must  be  held 
accountable  to  its  goal  of  serving  all  ethnic  groups 
within  its  area  of  coverage. 

Providers  of  mental  health  services  should  be  required  to  prepare  a 
’’Community  and  Ethnic  Group  Involvement  Statement"  which  describes  the 
efforts  of  the  agency  to  sensitize  its  staff  to  reaching  out  to  all  the 
ethnic  groups  in  its  community. 

Although  it  will  be  virtually  impossible  and  probably  undesirable 
for  the  staff  of  any  service  agency  to  precisely  reflect  the  ethnic  com- 
position of  the  target  population,  positive  steps  should  be  taken  to  show 
that  the  staff  has  a special  sensitivity  to  and  an  awareness  of  social 
processes  within  specific  ethnic  groups.  For  example,  a current  research 
and  demonstration  project  has  been  undertaken  by  the  National  Center  for 


Two  examples  of  successful  neighborhood  facilities  are  those  spon- 
sored by  the  Congress  of  Italian  American  Organizations,  Inc.,  Counseling 
Services  for  Children,  New  York,  New  York;  and  Hellenic  American  Neighbor- 
hood Action  Committee,  Inc.,  Child  and  Family  Counseling  Service,  New 
York,  New  York. 
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Urban  Ethnic  Affairs  to  increase  staff  sensitivity  to  working  with  American 
adolescents  of  Polish,  Italian,  Irish,  and  German  origin  who  are  in  drug 
programs.  It  was  observed  that  drug  usage  rates  in  these  populations  varied 
significantly.  Different  drugs  tend  to  be  used  by  members  of  different 
ethnic  groups  and  these  adolescents  do  not  usually  respond  to  local  treat- 
ment efforts.  In  an  evaluative  study  of  mental  health,  drug  abuse,  and 
alcoholism  programs,  the  Center  found  few  that  related  to  the  problems  of 
adolescents  and  none  that  considered  ethnicity  a substantive  issue  in 
treatment  (National  Center  for  Urban  Ethnic  Affairs,  1977).  There  is 
significant  evidence  to  indicate  that  sensitivity  to  specific  ethnic  psy- 
chosocial processes  is  important  in  the  treatment  process.  (See  the 
bibliography.)  More  research  and  demonstration  projects  are  required  to 
develop  methods  which  incorporate  ethnic  awareness  in  the  therapeutic 
process . 

Some  of  the  components  of  a yearly  evaluation  should  include  a check- 
list of  the  following: 

a.  Assessment  of  the  utilization  and  underutilization  of  services 
by  various  European  American  groups. 

b.  Identification  of  high-risk  factors  in  each  ethnic  group  and 
neighborhood . 

c.  Steps  taken  to  reduce  those  obstacles  that  make  services 
inaccessible . 

d.  Efforts  to  recruit  bilingual  and  multilingual  staff  to  service 
specific  non-English-speaking  groups  in  the  community. 

e.  Efforts  to  recruit  staff  from  ethnic  groups  in  the  community. 

f.  Development  of  institutes  and  workshops  on  the  ethno-cultural 
factors  in  mental  health. 

g.  Efforts  to  involve  ethnic  groups  in  the  planning  and  development 
of  new  services. 

h.  Identification  and  utilization  of  informal  support  systems  in 
each  ethnic  group  and  neighborhood. 

i.  Expansion  of  services  through  the  development  of  self-help  groups. 
The  above  should  be  mandatory. 

5.  Representatives  of  European  American  groups  must  be 
included  in  mental  health  planning  bodies . 

We  must  go  beyond  the  advisory  board  model  and  bring  the  consumer  and 
professional  into  a problem-solving,  coinmunity  self-help  relationship.  It 
must  be  recognized  that  historical  avoidance  of  services,  coupled  with 
stigma,  call  for  an  active  process  of  working  with  European  American 
communities . 
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Service  organizations  should  be  required  to  have  advisory  boards  with 
a majority  representation  of  local  residents  and  professionals  to  broadly 
reflect  the  ethnic  compositions  of  the  targeted  community. 

While  community  advisory  boards  are  required  in  many  of  the  National 
Institute  of  Mental  Health  programs,  they  are  frequently  overlooked  when 
an  evaluation  of  the  program  is  undertaken.  We  recommend  that  legislation 
be  developed  which  requires  that  each  program  receiving  Federal  funds  have 
an  ethnically  representative  governing  and/or  advisory  board.  This  board, 
the  majority  composed  of  community  residents  and  professionals,  should  have 
real  decisionmaking  power,  should  be  able  to  monitor  treatment  processes 
and  help  set  policy  for  the  facility. 

Consultation  with  different  ethnic  groups  and  organizations  should  be 
used  by  Government  organizations  in  designing  programs  and  formulating 
policies  dealing  with  mental  health  care  and  related  fields . 

6.  Comprehensive  mental  health  care  must  be  provided 
within  national  health  insurance. 

For  a majority  of  European  Americans  their  incomes,  while  above  the 
poverty  line,  are  below  the  capacity  to  afford  psychotherapeutic  treatment. 
This  has  become  a further  obstacle  to  their  receiving  adequate  mental 
health  care. 


Training  and  Manpower 

7.  The  training  of  mental  health  workers  must  develop 

knowledge  and  consciousness  of  ethno-cultural  patterns 
of  behavior  without  stereotyping  individuals. 

Workers  in  the  entire  mental  health  delivery  system — psychiatrists , 
social  workers,  psychologists,  nurses,  aides,  etc. — should  be  trained  to 
become  aware  of  ethnic  and  cultural  differences  and  to  be  able  to  utilize 
transcultural  treatment  methods.  Presently,  funds  for  such  training  are 
not  adequately  appropriated.  Therefore,  additional  resources  should  be 
provided  for  training  Individuals  in  dealing  with  different  ethnic  groups. 
The  inclusion  of  ethno-cultural  content  in  the  curriculum  must  be  made  a 
requirement  for  professional  accreditation. 

The  basic  components  of  a training  program  should  include: 

a.  The  professional's  understanding  of  his  or  her  own  ethnic  iden- 
tity and  the  factors  that  are  obstacles  or  strengths  in  his  or  her  ability 
to  understand  and  communicate  with  diverse  groups  of  patients. 

b.  Awareness  of  how  ethnic  traditions  shape  the  attitudes,  values, 
modes  of  verbal  and  nonverbal  communication,  and  family  structures  of 
patients  and  of  the  various  groups  in  the  community. 

c.  Awareness  of  how  the  American  experience  of  immigration,  internal 
migration,  and  industrialization  has  further  modified  these  traditions. 
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d.  Awareness  of  how  these  factors  need  to  be  taken  into  account  in 
diagnosis  (what  is  culturally  adaptive  or  maladaptive  behavior  and  what  is 
psychopathology),  treatment,  and  planning  of  services. 

e.  Learning  to  use  the  natural  support  systems  of  communities  and 
neighborhoods . 

f.  Modifying  old  treatment  methods  and  developing  new  ones  to  reach 
different  ethnic  groups. 

g.  Learning  skills  in  intergroup  techniques  to  more  effectively  work 
with  diverse  ethnic  groups  in  developing  coalitions  and  reducing  group 
tensions . 


h.  Special  attention  to  the  unique  needs  of  foreign-born  mental  health 
personnel  in  helping  them  to  better  understand  and  work  with  diverse  ethnic 
groups . 


8.  European  Americans  must  be  included  in  new  and  expanded 
manpower  programs  in  mental  health. 

The  need  for  increased  manpower  in  mental  health  is  well  documented. 
Although  unevenly  pursued  since  the  original  legislation,  there  have  been 
a nijmber  of  successful  programs  that  have  "opened  the  doors"  for  many  poor 
and  minority  groups  into  new  careers.  These  programs  should  be  expanded 
to  include  European  Americans  to  give  service  within  their  own  neighbor- 
hoods and  other  neighborhoods  as  well.  This  will  provide  new  options  to 
members  of  groups  that  have  often  been  trapped  by  limited  job  choices. 

Ethnic  groups  of  various  backgrounds  need  to  be  encouraged  through 
recruitment  in  schools,  neighborhood,  and  cultural  associations  to  enter 
the  mental  health  field.  Incentives  such  as  scholarships  should  be  pro- 
vided. Bilingual  therapists  and  mental  health  workers  increase  effective- 
ness. However,  the  present  availability  of  such  people  is  extremely 
scarce. 

The  use  of  bilingual  mental  health  workers  has  provided  a "Catch  22" 
situation  which  needs  to  be  corrected.  For  example,  an  Italian  American 
bilingual  mental  health  worker  is  often  automatically  given  all  Italian 
clients.  The  other  workers  therefore  discharge  their  responsibility  by 
referring  all  Italian  American  clients  to  one  worker.  This  may  result  in 
isolation  of  the  worker  as  well  as  inadequate  service  to  the  client. 

Either  bilingual  staff  has  to  be  greatly  increased  or  structures  devised 
that  more  effectively  reach  the  ethnic  communities . 


II.  ISSUE:  RESEARCH  ON  MENTAL  HEALTH  OF  AMERICANS  OF  EUROPEAN  ETHNIC 

ORIGIN 

9.  Greater  support  must  be  provided  to  increase  studies 
on  ethnicity  and  mental  health  pertaining  to  Americans 
of  European  ethnic  origin. 
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Although  numerous  studies  have  indicated  the  significance  of  ethnicity 
even  with  class  held  constant,  there  is  a great  neglect  of  the  ethnic 
variable  in  mental  health  research.  Social  scientists,  who  have  uncovered 
and  so  precisely  defined  and  measured  various  aspects  of  human  behavior, 
have  been  remarkably  vague  about  the  ethnic  factor.  There  appears  to  be  a 
reluctance  to  recognize  cultural  differences.  As  a result  of  this  neglect 
there  is  relatively  little  data  and  understanding  of  the  relationship  be- 
tween ethnicity  and  the  nature  of  the  developmental  process,  the  social- 
ization process,  the  interpersonal  relations  systems,  and  the  role  that 
these  play  in  the  adaptation  process  of  the  different  generations  of 
Americans  of  European  ethnic  origin.  Consequently,  there  is  a lack  of 
data  on  needs,  treatment  outcomes,  and  incidence  and  prevalence  of  mental 
health  problems  of  European  Americans. 

Other  problems  prevent  an  accurate  assessment  of  the  ethnic  differen- 
tial. For  example,  in  virtually  all  public  records,  including  the  U.S. 
Census,  ethnic  groups  are  under-enumerated.  White  ethnic  group  identifi- 
cation in  the  census  includes  only  the  foreign-born  and  their  children; 
later  generations  are  not  designated  ethnically. 

The  literature  on  epidemiology  in  mental  health  among  European  Ameri- 
cans is  weak  and  too  dependent  on  figures  abstracted  from  institutionalized 
populations.  We  need  greater  support  for  solid  research  on  the  types  of 
prevalence  of  mental  health  problems  among  various  ethnic  groups.  We  also 
need  a better  understanding  of  the  family  relationships  that  affect  the 
mental  health  of  European  Americans  and  their  psychological  and  social 
adaptation  to  life-cycle  changes  such  as  aging. 

10.  Needs  assessment  grants  should  be  given  to  ethnic 

communities  to  conduct  self-studies  of  their  mental 
health  problems.  These  should  be  supported  by 
Federal,  State,  and  local  funding. 

These  studies  would  be  utilized  for  planning  appropriate  services  for 
these  communities.  Where  these  self-studies  have  occurred,  they  have 
proven  very  successful.  They  have  employed  homegrown  talent  living  in 
the  community  to  conduct  necessary  research  under  the  direction  and  super- 
vision of  sensitive  professionals.  This  involved  the  community  being 
studied  in  a highly  useful,  educational,  and  self-help  process.  Two 
examples  of  the  communal  self-studies  have  been  conducted  by  the  Hellenic 
American  Neighborhood  Action  Committee  (1973)  and  the  Congress  of  Italian 
American  Organizations  in  New  York  City  (1975  and  1977)  . The  Center  for 
Study  of  American  Pluralism  and  the  National  Opinion  Research  Center  have 
also  developed  models  for  community  self-studies. 


III.  ISSUE:  STRATEGIES  FOR  PREVENTION  OF  MENTAL  HEALTH  PROBLEMS 

AMONG  AMERICANS  OF  EUROPEAN  ETHNIC  ORIGIN 

We  know  that  there  is  an  increased  susceptibility  to  stress  and  mental 
illness  when  there  is  a breakdown  in  an  individual’s  ability  to  establish 
interpersonal  relationships  and  difficulty  in  maintaining  a sense  of 
self-worth. 
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How  well  a person  can  deal  with  stress  is  often  directly  related  to 
the  nature  and  strength  of  the  available  supports  in  his  or  her  environ- 
ment. If  those  supports  are  not  available  the  susceptibility  to  stress 
will  increase.  Numerous  studies  on  stress  and  its  relationship  to  physi- 
cal and  emotional  illness  conclude  that  the  network  and  characteristics 
of  a social  environment  can  help  to  insulate  and  reduce  vulnerability  to 
stress-related  diseases.  Other  studies  have  demonstrated  the  relation- 
ship between  behavior  disorders,  social  pathology,  and  family  disorganiza- 
tion. Overwhelmingly  the  research  shows  that  the  forces  of  disorganiza- 
tion primarily  come  not  from  within  the  family  but  from  outside  forces 
that  the  family  has  limited  control  over. 

The  mental  health  problems  of  many  Americans  of  European  ethnic  ori- 
gin are,  by  and  large,  problems  of  adaptation,  problems  of  relating 
effectively  and  successfully  to  a diverse  cultural  environment.  If 
adequate  help  could  be  provided  in  the  process  of  continuous  adaptation, 
the  development  of  more  serious  mental  health  problems  and  the  need  for 
extensive  treatment  could  be  avoided  in  a majority  of  cases. 

Thus,  the  first  recommendation  for  preventive  strategies  is: 

11.  Family  life  centers  should  be  established,  supported 
by  Government,  and  used  as  a supplementary  service 
to  clinical  services. 

These  centers  would  be  organized  by  ethnic  neighborhood,  and  community 
institutions,  as  well  as  be  formal  mental  health  institutions.  The  purpose 
of  the  family  life  centers  is  to  support  efforts  of  self-help,  mutual  aid, 
education,  and  prevention,  all  leading  to  greater  family  stability.  They 
will  deal  with  problems  such  as  children  experiencing  cultural  contradic- 
tions between  the  larger  society  and  their  family  culture;  parents  feeling 
threatened  and  confused  about  what  is  happening  to  their  children;  parents 
becoming  less  sure  of  themselves  as  parents  in  situations  in  which  they 
are  reversing  their  roles  and  learning  through  their  children  instead  of 
teaching  them. 

One  example  of  a family  life  center  is  a program  called  Family  Focus, 
in  Chicago . 

In  the  second  recommendation,  prevention  is  seen  in  its  widest  terms. 
That  is,  all  institutions  in  society  that  impact  on  the  formation  of  the 
individual  need  to  be  examined.  Negative  factors  that  influence  a person’s 
self-image,  be  they  in  the  classroom,  media,  oj:  workplace,  need  to  be 
eliminated.  Programs  that  deal  with  positive  attitudes  in  self-image 
building  are  essential  and  must  be  fully  supported. 

12.  We  support  the  continuance  of  the  Ethnic  Heritage 
Studies  Program  (Title  IX)  in  the  Office  of  Educa- 
tion and  its  funding  at  a level  which  will  permit 
the  full  realization  of  the  intent  of  Congress . 
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The  significant  educational  function  of  the  Ethnic  Heritage  Studies 
Program  must  be  continued  and  expanded.  Efforts  should  be  made  to  ensure 
that  the  program  reflects  ALL  ethnic  groups*  contributions  to  American 
society. 
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PREFACE 


This  report  presents  the  recommendations  that  resulted  from  the  meet- 
ings of  the  Special  Populations  Subpanel  on  Mental  Health  of  Hispanic  Amer- 
icans which  took  place  on  December  5-6,  1977.  Many  of  these  recommenda- 
tions are  based  on  the  work  conducted  at  a meeting  of  Hispanic  mental  health 
professionals  sponsored  by  Yale  University  on  July  7,  1977.  Additional  in- 
put has  been  received  from  various  organizations  and  individuals  throughout 
the  country  who  are  involved  in  providing  services  to  Hispanic  Americans 
and/or  researching  their  mental  health  needs. 

Hispanic  Americans  constitute  a heterogenous  population.  Individuals 
of  Mexican,  Puerto  Rican,  Cuban,  Central/South  American,  or  Spanish  origin 
have  varying  sociocultural  and  demographic  characteristics.  As  a result, 
their  mental  health  needs  also  differ.  In  the  preparation  of  this  report, 
great  care  was  taken  to  make  its  contents  representative  of  the  cultural 
diversity  exhibited  by  Hispanic  Americans.  There  are,  however,  many  mental 
health  needs  that  are  shared  by  all  Hispanic  Americans.  This  report  at- 
tempts to  emphasize  these  common  themes  without  obscuring  those  problems 
specific  to  subpopulations  which  are  unique  by  virtue  of  national  origin  or 
geographic  location. 

The  report  begins  with  a summary  of  the  status  of  Hispanic  Americans 
vis-a-vis  issues  related  to  mental  health.  This  overview  provides  the  broad 
conceptual  framework  for  the  specific  recommendations  which  are  organized  in 
terms  of  three  major  issues; 

I.  Delivery  of  mental  health  services  to  Hispanic  Americans 

II.  Research  on  the  mental  health  of  Hispanic  Americans 

III.  Identification  of  strategies  for  the  prevention  of  mental  illness 
among  Hispanic  Americans 

MENTAL  HEALTH  STATUS  OF  HISPANIC  AMERICANS 

Hispanics  constitute  a significant  and  rapidly  growing  segment  of  the 
American  population.  According  to  the  1970  census,  there  were  9.6  million 
persons  of  Spanish  origin  in  the  United  States  (U.S.  Bureau  of  the  Census, 
1973),  The  1975  Current  Population  Reports  raised  the  number  to  11.2  mil- 
lion, which  can  be  considered  as  the  most  conservative  base  figure  for  the 
Hispanic  population  (U.S.  Bureau  of  the  Census,  1976).  Other  estimates 
which  take  into  consideration  census  undercount,  increase  from  births,  and 
legal  as  well  as  undocumented  immigration  indicate  that  probably  more  than 
23  million  Hispanics  live  in  the  United  States  today.  Furthermore,  they  are 
the  fastest  growing  ethnic  group.  Although  projections  diverge  widely  on 
the  basis  of  baselines  and  growth  rates,  it  is  expected  that  by  the  year 
2000  the  number  of  Hispanic  Americans  will  reach  55.3  million.  Even  by  con- 
servative estimates,  they  will  soon  become  the  largest  ethnic  minority  in 
the  United  States  (Macias,  1977). 
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Hispanic  Americans  are  not  evenly  distributed  throughout  the  United 
States  in  terms  of  national  origin  or  geographic  location.  Approximately  59 
percent  are  of  Mexican  origin  (Chicanos  or  Mexican  Americans)  and  live  primar- 
ily in  the  five  southwestern  States  (Arizona,  California,  Colorado,  New  Mex- 
ico, and  Texas).  Puerto  Ricans  live  primarily  in  New  York  State  and  consti- 
tute 16  percent  of  the  Hispanic  population.  Cuban  Americans  are  concentrated 
in  southern  Florida  and  represent  6 percent  of  the  Hispanic  population.  Seven 
percent  are  of  Central/South  American  origin.  Finally,  the  remaining  12  per- 
cent (identified  as  "other")  includes  groups  such  as  the  Filipinos  (U.S.  Bu- 
reau of  the  Census,  1976). 

It  should  be  pointed  out,  however,  that  the  breakdowns  mentioned  above 
are  based  on  the  11.2  million  figure  cited  in  the  1975  Current  Population  Re- 
ports. They  do  not  include,  for  example,  the  estimated  7.4  million  undocu- 
mented immigrants  who  are  primarily  of  Mexican  origin  (Macias,  1977).  Conse- 
quently, the  statistics  presented  above  as  well  as  in  the  following  discussion 
should  not  be  interpreted  as  being  necessarily  representative  of  all  Hispanics 
who  live  in  the  United  States  today. 

Hispanic  Americans  are  largely  urban  dwellers:  84  percent  of  them  reside 

in  metropolitan  areas,  particularly  in  the  central  cities  of  Los  Angeles,  New 
York,  and  Chicago.  One  of  two  families  of  Hispanic  origin  lives  in  the  cen- 
tral city  of  a metropolitan  area,  as  compared  with  one  of  four  families  in  the 
general  United  States*  population  (U.S.  Bureau  of  the  Census,  1976). 

Hispanic  Americans  are  also  the  youngest  of  all  ethnic  groups  with  a me- 
dian age  of  20.7  years,  as  compared  with  28.6  years  for  the  general  popula- 
tion. Approximately  14  percent  of  all  Mexican  Americans  and  Puerto  Ricans  are 
under  5 years  old,  as  compared  with  7.7  percent  for  the  general  population 
(U.S.  Bureau  of  the  Census,  1976). 

The  Spanish  language  continues  to  be  a most  significant  aspect  of  Hispan- 
ic cultural  heritage.  Over  80  percent  of  Hispanic  Americans  report  Spanish  as 
the  mother  tongue,  while  20  percent  report  difficulty  with  English  (U.S.  Bu- 
reau of  the  Census,  1973). 

What  is  the  mental  health  status  of  this  population?  Unfortunately, 
there  is  little  valid  and  reliable  information  which  is  national  in  scope  to 
directly  answer  this  question.  This  lack  of  an  adequate  data  base  has  resulted 
from  the  failure  to  identify  Hispanics  as  a group  in  the  compilation  of  epi- 
demiological data  and  other  health  statistics.  There  are,  however,  other  indi- 
cators which  compel  us  to  conclude  that  Hispanic  Americans  are  a population  "at 
risk,"  in  the  actuarial  sense,  concerning  all  aspects  of  mental  illness. 

The  plight  of  Hispanic  Americans  has  been  extensively  documented  (Padilla 
& Ruiz,  1973;  Padilla,  Ruiz  & Alvarez,  1975).  They  have  been  found  to  suffer 
the  full  impact  of  a "culture  of  poverty"  to  a much  higher  extent  than  the  gen- 
eral population.  Low  income,  unemployment,  underemployment,  undereducation, 
poor  housing,  prejudice  and  discrimination,  and  cultural/linguistic  barriers 
have  been  compounded  by  the  low  quality  and  quantity  of  mental  health  services 
available  to  Hispanics.  This  situation  has  perpetuated  undue  stress  on  His- 
panic Americans  and  often  results  in  severe  deleterious  consequences  not  only 
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for  the  Hispanic  population,  but  also  for  American  society  at  large.  In- 
creased prevalence  of  substance  abuse,  alcoholism,  and  juvenile  delinquency 
are  the  most  obvious  examples.  Personal  suffering  and  the  extraordinary 
waste  of  human  resources  are  more  difficult  to  evaluate  but  are,  nevertheless, 
equally  important  consequences  of  the  social  condition  of  Hispanics  in  the 
United  States. 

One  factor  that  compounds  the  plight  of  Hispanic  Americans  is  that,  as 
noted  earlier,  they  are  primarily  urban  dwellers,  particularly  concentrated  in 
the  central  cities  of  large  metropolitan  areas.  The  consequences  for  mental 
health  of  growing  up  amidst  the  decay,  poverty,  and  crime  that  characterize 
the  large  central  cities  of  the  United  States  cannot  be  overemphasized.  One- 
half  of  all  Hispanic  families  subsist  in  these  environments  and  endure  their 
devastating  impact  on  a daily  basis. 

Another  factor  that  has  important  implications  for  the  mental  health  of 
Hispanics  is  that  almost  one-half  are  children  or  adolescents.  The  consensus 
among  social  and  behavioral  scientists  is  that  childhood  and  adolescence  are 
the  most  critical  periods  of  human  development  which  determine,  to  a great  ex- 
tent, the  quality  of  later  psychosocial  adjustment  in  adulthood.  This  means 
that  many  Hispanic  Americans  are  suffering  the  consequences  of  the  "culture  of 
poverty"  during  their  most  critical  years  of  development.  A compounding  prob- 
lem is  that  Hispanic  children  and  adolescents  are  twice  as  likely  to  belong  to 
large  families  (seven  or  more  persons)  than  the  general  population.  These 
large  families  are  the  poorest:  37.7  percent  of  Hispanic  American  families 

with  seven  or  more  members  are  below  the  poverty  level  (U.S.  Bureau  of  the 
Census,  1976). 

Although  the  social  and  economic  conditions  described  above  render  them 
vulnerable  to  psychological  and  emotional  stress,  Hispanic  Americans  under- 
utilize the  mental  health  services  available.  Utilization  rates  vary  for  dif- 
ferent groups  and  geographic  locations;  these  rates,  however,  rarely  exceed  50 
percent — that  is,  Hispanic  representation  among  recipients  of  services  is  one- 
half  (or  less)  of  their  representation  in  the  general  population  (Brandon, 
1975;  Kruger,  1974;  NIMH,  1974;  Solis,  1977a). 

A number  of  hypotheses  have  been  advanced  to  explain  underutilization. 
However,  it  is  now  clear  that  the  major  factors  involved  are  structural  in  na- 
ture and  pertain  to  the  availability,  accessibility,  and  acceptability  of 
services  in  terms  of  their  relevance  to  the  sociocultural  characteristics  of 
Hispanic  Americans.  When  Hispanics  do  receive  services,  these  services  are  of 
inferior  quality.  Often  diagnosis  is  based  on  assessment  procedures  developed 
for  the  Anglo  population  which  have  no  demonstrated  validity  or  applicability 
for  Hispanics,  Additionally,  Hispanics  are  more  likely  to  receive  somatic  and 
psychopharmacological  treatment  and  less  individual  or  group  psychotherapy. 
When  psychotherapy  is  provided,  it  is  often  based  on  culturally  irrelevant 
f treatment  modalities.  Under  these  conditions,  it  is  not  surprising  that  His- 
panics tend  to  terminate  treatment  prematurely  (Padilla,  Ruiz  & Alvarez, 

1975;  Yamamoto,  James  & Palley,  1968). 

Another  problem  related  to  quality  of  services  is  that  Hispanics  are 
served  more  often  by  paraprof essionals  rather  than  professionals.  While  the 
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former  are  an  important  part  of  a mental  health  team,  they  obviously  do  not 
have  the  training  to  provide  the  quality  of  service  which  the  professional 
mental  health  worker  can  provide  (Casas  & Lopez,  1977). 


Rational  planning  of  mental  health  services  as  well  as  the  identifica- 
tion of  prevention  strategies  is  impossible  v/ithout  systematic  information. 
This  requires  both  applied  and  basic  research  of  a programmatic  nature.  Cen- 
tral to  this  research  is  the  cultural  content  df  Hispanic  people’s 
functioning . 

A recent  positive  development  has  been  the  accelerated  growth  of  re- 
search activities  focusing  on  the  mental  health  of  Hispanic  Americans.  The 
most  comprehensive  bibliography  currently  available  indicates  that  the  know- 
ledge base  of  the  subject  consists  of  some  2,000  works.  Of  these,  approxi- 
mately 75  percent  have  been  published  since  1970.  Unfortunately,  however, 
quality  has  not  kept  pace  with  quantity  and  the  research  literature  on  His- 
panic mental  health  has  yet  to  attain  the  status  of  an  integrated  body  of  sci- 
entific knowledge.  It  remains  plagued  by  stereotypic  interpretations,  weak 
methodological  and  data-analytic  techniques,  lack  of  replicability  of  find- 
ings, and  the  absence  of  programmatic  research  (Padilla  & Ruiz,  1973;  Padil- 
la, Olmedo,  Lopez  & Perez,  1978), 

There  are  four  limitations  which  are  likely  responsible  for  the  frag- 
mented, often  contradictory  nature  of  research  in  the  field.  First,  until 
recently,  theories  and  models  in  the  social  and  behavioral  sciences  have  been 
ethnocentric  in  nature.  The  application  of  these  constructs  in  research  with 
Hispanics  has  ignored  the  relevance  of  sociocultural  and  linguistic  differ- 
ences between  the  Hispanic  and  Anglo  cultures,  and  has  thus  resulted  in  the 
proliferation  of  stereotypic  interpretations  having  little,  if  any,  ecologi- 
cal validity.  Second,  there  has  been  a failure  to  systematically  investigate 
intragroup  differences.  Hispanics  are  not  all  alike,  and  differences  must  be 
taken  into  account  before  issuing  sweeping  generalizations.  Third,  there  has 
been  a failure  to  identify  and  account  for  the  complex  interdependence  struc- 
tures among  psychological,  sociological,  anthropological  and  biological  fac- 
tors, The  holistic  approach  requires  that  these  dimensions  be  jointly  consid- 
ered in  order  to  avoid  oversimplistic  and  inaccurate  generalizations. 

Finally,  there  has  been  a failure  to  research  Hispanics  in  the  context  of  the 
macroculture  within  which  they  exist,  namely,  20th  century  American  society. 
Too  often  they  have  been  portrayed  without  regard  to  the  interactive  proces- 
ses that  affect  not  only  their  own  cultural  systems,  but  also  those  of  the 
other  ethnic  groups  that  constitute  the  contemporary  sociocultural  milieu 
(Olmedo,  1977a;  Padilla  & Ruiz,  1973). 

A significant  factor  contributing  to  the  situation  described  above  has 
been  the  implementation  of  expedient  institutional  policies  with  respect  to 
Hispanic  mental  health  research.  Although  well  intended,  these  policies  have 
lacked  the  essential  programmatic  elements  necessary  for  long  term  planning  of 
mental  health  services  and  prevention  strategies.  Consequently,  in  addition 
to  having  fostered  a reactive,  crisis  oriented  approach  to  research,  these 
policies  have  often  led  to  the  ineffective  and  inefficient  utilization  of  the 
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available  resources.  Few  findings  currently  available  are  of  value  in  antici- 
pating what  the  mental  health  problems  of  Hispanic  Americans  will  be  or  in  de- 
veloping strategies  to  prevent  their  occurrence. 


The  shortage  of  mental  health  professionals  qualified  to  provide  serv- 
I ices  to  the  Hispanic  populations  in  the  United  States  requires  immediate  ac- 
I tion.  To  be  effective,  psychiatrists,  psychologists,  psychiatric  nurses,  and 
I social  workers  who  deliver  services  to  Hispanics  must  have  a thorough  under- 
I standing  of  and  sensitivity  to  the  linguistic  and  sociocultural  characteris- 

I tics  of  their  clients,  as  well  as  a knowledge  of  their  communication  and 

I human-relational  styles.  These  characteristics  and  styles  are  foreign  to 

typical  mental  health  professionals,  creating  a situation  which  handicaps  the 
I service  providers,  and  alienates  those  most  in  need  of  professional  help. 

I Equally  important  is  the  need  for  culturally  sensitive  scholars  trained  in 
j research.  The  contribution  of  Hispanic  researchers  will  be  essential  to  the 
! development  of  an  adequate  knowledge  base  that  is  free  of  the  biases  and 
I stereotypes  that  have  characterized  much  of  previous  findings  and  interpreta- 
I tions.  Finally,  there  is  an  alarming  absence  of  Hispanic  input  concerning 
! mental  health  policy  as  well  as  the  administration  and  management  of  mental 

ff  health  resources  for  research  or  service  delivery.  This  is  true  for  public 
agencies  as  well  as  private  institutions  and  occurs  at  the  local,  regional, 

I and  national  levels  (Olmedo  & Lopez,  1977). 


! The  panel  recognizes  the  contemporary  trend  toward  deemphasizing  profes- 

•;  sional  personnel  and  training  issues  in  the  health  and  mental  health  fields 
j (National  Research  Council,  1976).  This  policy  has  been  developed  on  the  ba- 
I sis  of  supply  and  demand  analyses  which  reveal  a current  and  projected  surplus 
I of  professionals  in  related  fields.  However,  as  is  often  the  case,  these 
i analyses  ignore  the  patterns  of  supply,  demand,  and  distribution  that  are 

I peculiar  to  special  populations  such  as  Hispanic  Americans. 

The  most  recently  available  information  indicates  that  Hispanics  continue 
to  be  severely  underrepresented  at  all  levels  of  training  and  employment  in 
I psychiatry,  psychology,  psychiatric  nursing,  and  social  work.  Professional 
fj;  Hispanic  researchers  and  service  providers  rarely  constitute  more  than  0.5 
I percent  of  the  labor  force  in  the  core  mental  health  disciplines.  Further- 
P more,  examination  of  trends  among  Ph.D.  and  M.D.  recipients  as  well  as  enroll- 
ments  in  medical  and  graduate  schools  reveals  that  no  improvements  in  repre- 
t|  sentation  can  be  expected  in  the  future.  The  data  suggest,  rather,  that 
tj  unless  prevasive  changes  take  place  in  national  manpower  and  training  poli- 
M cies,  the  representation  of  Hispanics  in  the  mental  health  disciplines  will 
M stabilize  or  even  decline  in  the  future  (Olmedo  & Lopez,  1977). 

(The  demand  for  Hispanic  mental  health  professionals  is  more  difficult  to 
document  with  any  degree  of  precision  due  to  the  absence  of  systematic  nation- 
wide statistics.  There  is,  however,  substantial  evidence  of  local  shortages. 
For  example,  a 1971  survey  of  the  seven  Los  Angeles  County  Mental  Health  Re- 
gions having  12  percent  or  more  Mexican  American  population  indicated  that 
ijj  there  were  only  16  Span! sh-sur named  professionals  providing  direct  services  to 
a Mexican  American  population  of  approximately  one  million  (a  ratio  of 
1:61,598),  However,  eleven  of  these  professionals  were  in  the  East 


S/POPS  179 


909 


Los  Angeles  Region  (which,  incidentally,  had  the  only  Spanish-surnamed  admini- 
strator in  the  entire  system) , For  the  remaining  six  regions  the  ratio  was 
1:145,436.  The  corresponding  ratio  for  the  nonminority  population  was  1: 
30,739.  The  critical  implications  of  this  situation  become  more  apparent  upon 
consideration  of  the  fact  that  35  percent  of  the  population  was  Spanish  mono- 
lingual, and  that  the  approximately  600,000  undocumented  immigrants  residing 
in  the  county  were  not  included  in  the  population  estimates  (Dondero,  1973). 
Also  important  is  the  fact  that  Los  Angeles  County  has  the  largest  Hispanic 
population  in  the  United  States. 


The  foregoing  discussion  presents  a rather  dim  picture  of  the  mental 
health  status  of  Hispanic  Americans,  The  Hispanic  panel  has  concluded  that 
the  present  situation  results  directly  from  the  absence  of  a comprehensive  na- 
tional policy  for  Hispanic  mental  health.  The  time  has  now  come,  however,  for 
the  United  States  to  recognize  the  existence  of  Hispanic  Americans  as  well  as 
their  role  in  American  society.  Within  this  framework,  it  becomes  obvious 
that  the  health  and  mental  health  needs  of  10  percent  of  the  Nation *s  popu- 
lation can  no  longer  continue  to  be  ignored. 

Throughout  its  deliberations,  the  panel  examined  at  length  the  present 
health  and  mental  health  system  of  the  Nation.  It  was  found  inadequate.  The 
industry  is  complex,  duplicative,  fragmented,  costly,  and  insensitive  to  sig- 
nificant segments  of  the  population,  including  Hispanics.  In  many  cases  it  is 
a "non-system"  which  has  grown  irrationally  over  the  years  and  contains  the 
encrustations  of  time  as  well  as  the  often  obsolete  traditions  of  various  in- 
stitutions and  agencies.  Furthermore,  the  system,  like  a modern-day  dinosaur, 
is  incapable  of  surviving  on  its  own  and  must  depend  upon  a confused  funding 
pattern  which  does  not  meet  the  needs  of  the  intended  beneficiaries. 

This  report  will  examine  the  major  failures  of  the  present  health  and 
mental  health  system  in  terms  of  their  impact  on  the  Hispanic  population.  It 
will  also  make  a number  of  specific  recommendations  towards  the  development  of 
a comprehensive  and  coordinated  national  policy  for  Hispanic  mental  health. 
Although  it  will  become  apparent  that  more  resources  are  needed,  the  central 
theme  of  this  report  is  not  to  call  for  increased  spending.  Such  a request 
would  be  not  only  unnecessary  but  also  completely  unrealistic,  particularly  in 
view  of  the  fact  that  last  year  the  Nation  spent  a record  $139.3  billion  on 
health  care— a 14  percent  increase  over  the  previous  year  which  far  outstrip- 
ped the  rise  in  the  Consumer  Price  Index. 

What  is  called  for  instead  is  the  rational  and  enlightened  planning 
needed  for  an  equitable  allocation  of  existing  resources,  the  elimination  of 
inefficient  approaches,  and  the  maximizing  of  benefits  relative  to  costs.  It 
will  also  become  clear  throughout  this  report  that  such  planning  will  be  pos- 
sible only  if  Hispanic  Americans  are  allowed  the  opportunity  to  contribute  in 
the  shaping  of  future  national  policies  and  priorities  with  respect  to  mental 
health.  Although  this  opportunity  has  been  denied  in  the  past,  our  optimism 
leads  us  to  hope  that  this  report  to  the  President's  Commission  will  be  a 
first  step  in  the  direction  of  increased  Hispanic  participation. 
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RECOMMENDATIONS  TO  THE  COMMISSION 


I,  ISSUE 

Delivery  of  Mental  Health  Services  to  Hispanic  Americans 

The  mental  health  of  an  individual  as  well  as  of  a population  must  be 
conceptualized  in  an  ecological  perspective  (Woodbury,  1976a, b) . In  system 
terms,  a constant  interaction  and  feedback  exists  between  such  intrapsychic 
core-personality  components  as  identity,  self-esteem,  conscience,  ego  func- 
tions, channeling  of  instinctual  drives,  and  the  sociocultural  environments 
in  which  individuals  and  their  families  find  themselves.  During  their  early 
development,  individuals  internalize  the  cultural  values  of  their  families  and 
communities  which  are  the  products  of  the  historical  development  of  their  eth- 
nic groups.  Communication,  the  manifestation  of  emotions,  and  the  realization 
of  life  potentials  occur  in  this  context.  Perturbation  at  any  level  of  their 
ecology  may  cause  social,  psychological,  and  somatic  disturbances.  The  heal- 
ing intervention  must  aim  at  repairing  individuals'  linkages  with  their  socio- 
cultural support  system  while  helping  to  reduce  the  intensity  of  their  inter- 
nal conflicts.  These  two  processes  go  hand  in  hand.  A mental  health  program 
which  attempts  to  reduce  patients'  anxieties  with  medication  or  individual 
therapy  while  neglecting  or  assaulting  their  sociocultural  values  will  defeat 
its  own  purpose  and  cause  more  damage  than  benefit.  In  short,  individuals 
have  their  roots  in  their  ethnicity.  Damage  to  these  ethnic  roots  can  cause 
serious  psychological  trauma,  while  respect  for  them  facilitates  the  develop- 
ment of  a therapeutic  alliance  and  healing  process. 

The  notions  of  biculturality  and  cultural  pluralism  (Ramirez  & Castaneda, 
1974)  signify  that  assimilation  of  members  of  other  cultures  to  that  of  the 
majority  (the  melting  pot  concept)  is  no  longer  valid.  The  purpose  of  bicul- 
turation  is  to  reach  a point  where  the  individual  can  live  successfully  in  a 
system  where  two  cultures  show  a willingness  to  coexist  peacefully.  Some  mu- 
tual adaptation  is  necessary,  but  neither  culture  threatens  the  other  with  ex- 
tinction or  the  disastrous  social  and  psychological  effects  that  we  know. 
Cultural  genocide  has  also  a detrimental  effect  on  the  majority  segment  of  the 
population  which  must  justify  its  preponderance  through  the  delusion  that  in- 
dividuals or  groups  who  are  different  are  therefore  inferior.  Thus  an  aver- 
sion to  human  differences  arises  which  seriously  limits  the  growth  potential 
of  the  members  of  the  dominant  culture  and  makes  it  difficult  for  them  to  in- 
teract positively  with  other  groups  (Solis,  1977b,  c) . 

Implicit  in  the  concept  of  biculturality  are  the  advantages  of  bilingual- 
ism, Contrary  to  earlier,  ill-substantiated  beliefs,  the  growing  consensus 
among  scholars  is  that  bilingualism  has  a positive  effect  on  the  cognitive  de- 
velopment of  children.  With  over  50  percent  of  all  Hispanic  American  house- 
holds using  Spanish  as  the  language  of  preference,  it  is  not  surprising  that 
the  struggle  for  bilingual  education  has  become  a visible  symbol  of  the 
larger  struggle  to  maintain  ethnic  identity  and  pride  (Padilla,  1977). 
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The  cultural  heritage  of  Hispanic  Americans  is  diverse  indeed.  It  is 
fallacious  to  speak  of  Raza,  Hispanics,  and  Spanish-speaking  people  as  a homo- 
geneous ethnic  minority.  The  Hispanics  who  have  primarily  European  cultural 
and  racial  heritage  tend  to  acculturate  and  assimilate  more  quickly  into  the 
Anglo  community.  Those  of  primarily  Native  American  culture  find  less  accept- 
ance, more  racism,  and  fewer  services  than  those  of  primarily  European  cul- 
tural heritage.  Thus  the  needs  for  services  are  far  from  being  uniform  and 
the  various  subgroups  must  be  recognized  in  order  to  provide  them  with  serv- 
ices congruent  with  their  world  view  (Solis,  1977b). 

Hispanics  who  are  most  different  from  the  surrounding  majority  culture 
constitute  a high  risk  population.  They  are  less  likely  to  utilize  existing 
services  and  have  a greater  need  for  alternative  services  more  adapted  to 
their  specific  cultural  heritage.  Urban  Hispanics  are  at  high  risk  with  re- 
spect to  mental  illness,  drug  abuse,  and  alcoholism.  Rural  Hispanics  and  mi- 
grant workers,  primarily  of  Mexican  origin,  also  have  unique  problems  stemming 
from  their  isolation,  mobility,  and  the  reluctance  of  traditional  agencies  to 
provide  them  with  services  (Duran,  1975) . 

Although  statistics  are  far  from  abundant  and  accurate,  there  is  general 
agreement  that  Hispanics  underutilize  mental  health  services  which  are  pre- 
sented in  a culturally  alien  context  (Padilla,  Ruiz  & Alvarez,  1975).  In  par- 
ticular, there  is  evidence  that  Hispanics  tend  to  be  underrepresented  among 
outpatient  populations,  but  overrepresented  among  the  psychiatrically  hospi- 
talized (Brandon,  1975).  Furthermore  Hispanics,  like  other  minorities  in  po- 
verty, are  overrepresented  in  prisons  and  jails.  It  is  well-known  that  the 
prevalence  of  mental  disorders  among  prisoners  is  several  times  greater  than 
among  the  general  population.  For  example,  a recent  study  in  five  California 
counties  indicated  that  37  percent  of  jail  inmates  exhibited  mental  disorders 
and  that  75  percent  of  those  diagnosed  as  mentally  ill  received  no  mental 
health  services  (Morales,  1977),  It  is  estimated  that  in  Los  Angeles  County 
alone  85,200  Mexican  Americans  are  booked  into  jail  each  year  (40  percent  of 
the  total  number  of  prisoners) , Of  this  number,  approximately  16  percent  are 
estimated  to  suffer  mental  disorders,  which  means  that  in  any  given  year  over 
13,000  mentally  disordered  Mexican  Americans  are  booked  into  the  Los  Angeles 
County  Jail  (Morales,  1977),  Thus  as  Lecca  (1977)  has  pointed  out,  the  Feder- 
al Government  has  attempted  to  improve  the  availability  of  services  for  this 
underserved  population,  but  accessibility  and  acceptability  have  been  neglec- 
ted in  the  planning  phases  resulting  in  inadequate  services. 

If  we  accept  the  concept  of  biculturality  and  the  right  to  treatment 
within  one^s  cultural  framework,  it  follows  that  Hispanics  must  participate  in 
every  aspect  of  the  delivery  of  services  to  members  of  their  ethnic  group,  and 
that  the  members  of  the  dominant  culture  must  become  acquainted  with  and  sensi- 
tive to  the  cultures  of  the  various  ethnic  groups  represented  among  their 
clients  and  patients.  We  are  far  from  achieving  this  aim  because  there  is 
still  a severe  underrepresentation  of  Hispanics  working  in  the  mental  health 
services  area.  It  is  not  surprising  then  to  discover  that,  for  instance,  His- 
panic children  are  misdiagnosed  as  having  up  to  ten  times  the  rate  of  minimal 
brain  dysfunction  found  in  the  general  population  (Caste,  1977) . 
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Olmedo  and  Lopez  (1977)  provide  the  most  recent  information  concerning 
Hispanic  representation  in  the  core  mental  health  disciplines: 


Psychiatry 

In  1971,  the  American  Psychiatric  Association  (APA)  included  544  Spanish- 
surnamed  members  (3.4  percent  of  the  total  APA  membership).  Of  these,  how- 
ever, only  85  (.54  percent  of  total  membership)  were  United  States  residents. 
Of  the  psychiatrists  in  training,  the  1976  APA  directory  listed  only  43  Chi- 
canos.  However,  some  of  these  physicians  were  incorrectly  identified  and  are 
actually  Mexican  citizens. 

Psychology 

In  1973  there  were  a total  of  115  Hispanic  psychologists  in  the  United 
States  (.5  percent  of  the  known  total  of  22,501).  In  addition,  31  Hispanics 
obtained  Ph.D.’s  in  clinical  psychology  during  the  period  FY  1973-FY  1976 
(.9  percent  of  the  total  3,213  doctorates  awarded  in  this  discipline).  Final- 
ly, Hispanic  representation  among  first  year  graduate  students  in  clinical 
psychology  programs  has  decreased  from  3.4  percent  (37/1,127)  in  1972  to  2.2 
percent  (26/1,182)  in  1976. 


Psychiatric  Nursing 

No  specific  data  exist.  In  1976  there  were  approximately  one  million 
nurses  in  the  United  States,  of  whom  197,310  belonged  to  the  American  Nurses 
Association.  Of  the  latter,  only  986  (.5  percent)  were  of  Hispanic  origin. 
Also  during  this  period,  there  were  24  Hispanic  nurses  in  psychiatric  nursing 
traineeships  in  the  United  States  and  Puerto  Rico. 


Social  Work 

During  the  period  1969-1974,  there  were  a total  of  42,484  graduates  from 
accredited  M.S.W.  programs.  Of  these,  1,681  (4  percent)  were  of  Hispanic  ori- 
gin. In  1974  there  were  a total  of  16,590  graduate  students  enrolled,  of  whom 
712  (4.3  percent)  were  Hispanic. 

The  alarming  underrepresentation  documented  above  persists  even  after  the 
so-called  "affirmative  action"  efforts  of  recent  years.  The  Hispanic  panel 
concluded  that  the  three  major  factors  responsible  for  this  situation  are: 

(1)  the  high  dropout  rate  of  Hispanics  at  the  elementary  and  secondary  school 
I levels  (only  22  percent  enter  college,  and  up  to  77  percent  drop  out  of  high 
school  in  cities  such  as  New  York,  Chicago,  and  Los  Angeles);  (2)  the  predomi- 
nance of  discriminatory  admissions  practices  based  largely  on  standardized 
tests  such  as  the  Graduate  Record  Examination  (GRE)  or  the  Medical  College  Ad- 
missions Test  (MCAT) , which  have  no  demonstrated  validity  for  the  Hispanic 
population  but  which  serve  the  purpose  of  denying  a higher  education  to  a dis- 
proportionate number  of  Hispanics;  and  (3)  the  absence  of  a concerted  national 
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effort  to  recruit  and  support  Hispanic  graduate  students  in  the  mental  health 
disciplines . 

Model  programs  such  as  the  National  Institute  of  Mental  Health-funded 
Minority  Fellowship  Programs  have  proved  to  be  highly  successful  (Taylor, 
1977).  However,  inadequate  funding  levels  have  allowed  for  the  support  of 
only  a small  proportion  of  qualified  Hispanic  applicants.  Furthermore,  ca- 
pricious institutional  policies  such  as  the  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration’s  "two  year  rule"  (which  precludes  support  during  the 
first  two  years  of  training)  have  worked  to  the  detriment  of  Hispanic  stu- 
dents. Finally,  patterns  of  predoctoral  support  indicate  that  Hispanic  grad- 
uate students  are  having  to  increasingly  rely  on  their  own  resources  due  to 
diminishing  financial  support  available  from  Federal  agencies  and  universi- 
ties, This  situation  can  only  be  expected  to  deteriorate  further  if  recent 
recommendations  (National  Research  Council,  1976)  are  implemented  which  would 
shift  support  from  predoctoral  to  postdoctoral  students. 

In  order  to  develop  the  human  resources  necessary  for  the  delivery  of 
culturally  relevant  mental  health  services  to  Hispanic  Americans,  the  panel 
recommends  that : 

1.  The  Department  of  Health,  Education,  and  Welfare  estab- 
lish a comprehensive  program  to  monitor  and  increase  the 
available  pool  of  Hispanic  professionals  and  paraprof ession- 
als  engaged  in  the  delivery  of  mental  health  services  to 
Hispanic  Americans,  Such  program  should  (a)  conduct  person- 
nel supply/demand  analyses  specific  to  the  Hispanic  popula- 
tion; (b)  provide  resources  to  bring  Hispanic  representa- 
tion among  mental  health  personnel  to  parity  with  Hispanic 
representation  in  the  U.S.  population;  and  (c)  vigorously 
enforce  Title  VI  of  the  1964  Civil  Rights  Act  as  applicable 
to  all  health  and  mental  health  service  delivery  institu- 
tions and  universities  that  receive  Federal  funds. 


The  training  provided  to  Hispanics  as  well  as  to  persons  of  other  ethnic 
origins  who  will  eventually  provide  mental  health  services  to  Hispanic  Ameri- 
cans must  aim  at  developing  culturally  sensitive  professionals  and  paraprofes- 
sionals.  This  requires  the  development  of  suitable  learning  environments  as 
well  as  integrated  curricula.  Ifany  Hispanic  professionals  now  providing  serv- 
ices to  the  Hispanic  American  community  have  found  their  training  experiences 
not  only  irrelevant  to  the  needs  of  their  clients,  but  also  a significant 
source  of  alienation  from  their  ethnic  heritage  and  values  (Olmedo,  1977a). 

There  are  several  successful  models  in  this  area  which  should  be  emula- 
ted. For  example,  the  Laboratory  of  Sociocultural  Detoxification  of  the 
Puerto  Rico  Institute  of  Psychiatry  aims  at  providing  a transcultural  exper- 
ience for  mainland  professionals  in  the  field  of  human  resources  with  their 
counterparts  in  Puerto  Rico.  The  experience  of  the  Therapist-Spiritist  Train- 
ing Project  in  Puerto  Rico  (funded  by  NIMH)  demonstrates  that  collaboration 
between  two  culturally  different  systems  of  healing  is  not  only  possible  but 
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proves  to  be  beneficial  to  the  recipients  of  care.  The  Salt  Lake  Spanish- 
Speaking  Health  and  Mental  Health  Task  Force  in  Salt  Lake  City,  Utah  has  de- 
veloped an  excellent  human  service  career  training  program  in  conjunction  with 
a community  mental  health  center  and  the  University  of  Utah.  The  programme 
curriculum,  which  connects  with  M.A.  and  Ph.D.  level  educational  tracks,  pro- 
vides formal  classes  as  well  as  clinical  experience  with  an  emphasis  on  His- 
panics.  Finally,  the  Spanish-Speaking  Mental  Health  Research  Center  at  the 
University  of  California,  Los  Angeles  (an  NIMH-funded  project)  has  developed  a 
successful  model  for  providing  a culturally  sensitive  environment  to  Hispanic 
graduate  students  at  UCLA,  disseminating  educational  materials  and  research 
literature  throughout  the  United  States,  and  providing  technical  assistance  to 
community  based  organizations  serving  the  Hispanic  community.  A similar  cen- 
ter was  recently  established  at  Fordham  University. 

In  order  to  provide  meaningful  and  culturally  sensitive  learning  exper- 
iences to  potential  providers  of  mental  health  services,  the  panel  recommends 
that: 


2,  Local,  State,  and  Federal  agencies,  in  collaboration 
with  institutions  of  higher  education  and  professional  or- 
ganizations, develop  and  implement  mental  health  training 
programs  that  provide  learning  environments  and  curricula 
congruent  with  the  Hispanic  culture (s)  and  the  mental  health 
needs  of  Hispanic  Americans.  Furthermore,  these  programs 
should  seek  to  emulate  and  expand  successful  models  already 
in  existence. 


Beyond  a doubt,  this  Nation  has  very  few  programs  aimed  at  serving  the 
specific  needs  of  the  Spanish-speaking  people.  Hispanics  do  not  receive  ade- 
quate mental  health  services  and  underutilize  existing  services,  although  a 
high  incidence  of  mental  problems  is  known  to  occur  among  this  population. 
Hispanics  need  better  mental  health  services  because,  as  a group,  they  are 
only  partially  acculturated  and  marginally  integrated  economically  and,  as  a 
consequence,  are  subject  to  a number  of  "high  stress  indicators."  These  indi- 
cators, known  to  be  correlated  with  personality  disintegration  and  subsequent 
need  for  treatment  intervention,  include  (a)  poor  communication  skills  in  Eng- 
lish; (b)  the  poverty  cycle — limited  education,  lower  income,  depressed  social 
status,  deteriorated  housing  and  minimal  political  influence;  (c)  the  survival 
of  traits  from  a rural  agrarian  culture  which  are  relatively  ineffectual  in  an 
urban  technical  society;  (d)  the  necessity  for  some  workers  of  seasonal  migra- 
tion; and  (e)  the  stressful  problem  of  acculturation  to  a society  which  ap- 
pears prejudicial,  hostile,  and  rejecting.  Consequently,  the  entire  pattern 
of  delivery  of  services  to  Hispanics  must  be  reviewed  in  the  light  of  the 
principles  of  biculturality  and  the  right  to  treatment  in  accordance  to  one’s 
own  cultural  perspective  (Padilla,  Ruiz  & Alvarez,  1975). 

Although  the  overall  extent  to  which  Hispanics  utilize  folk  healing  has 
not  been  documented  systematically,  some  mental  health  workers  report  that  up 
to  75  percent  of  their  Hispanic  patients  have  consulted  curanderos  or  espiri- 
tistas  before,  or  are  using  their  services  in  conjunction  with,  conventional 
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treatment.  Thus,  it  seems  that  the  existence  of  traditional,  culture-specific 
models  of  treatment  must  be  recognized  as  part  of  the  support  system  of  some 
Hispanic  patients  (Delgado,  1977).  However,  it  is  important  to  recognize  that 
Hispanic  patients  should  not  be  referred  only  to  traditional  healers  and  de- 
prived of  other,  more  conventional  forms  of  treatment  such  as  those  provided 
by  psychiatrists  and  psychologists.  There  is  evidence  indicating  that  a close 
cooperation  and  complementation  of  services  is  possible  between  traditional 
healers  and  mental  health  professionals  when  the  role  of  each  is  clearly  de- 
fined and  there  exists  mutual  respect  between  the  members  of  the  two  tradi- 
tions (Ruiz  & Langrod,  1976). 

The  consensus  of  professionals  involved  in  delivering  mental  health  serv- 
ices to  Hispanic  Americans  is  that  such  services  should  be  provided  within  the 
context  of  the  Hispanic  family  (Duran,  1975) . The  concept  of  "La  Familia"  is 
central  not  only  to  the  preservation  of  cultural  values,  but  also  to  the  es- 
tablishment and  continuation  of  an  effective  therapeutic  alliance.  For  many 
Hispanics,  going  to  the  doctor,  the  hospital,  or  the  clinic  is  a family  af- 
fair, Consequently,  if  the  family  is  asked  to  "wait  outside"  while  the  doctor 
examines  and  treats  the  individual  patient,  the  effectiveness  of  the  therapeu- 
tic encounter  will  be  at  risk.  With  this  respect,  there  are  successful  models 
of  service  delivery  such  as  the  home  hospitalization  programs  in  Boston  and 
Paris;  the  Spanish  Hot  Line  for  the  Hispanic  community  in  Washington,  D.C.; 

El  Encuentro  Spanish  Family  Guidance  Clinic  in  Miami,  Florida;  La  Frontera 
Clinic  in  Tucson,  Arizona;  and  El  Centro  de  Salud  Mental  in  Oakland,  Califor- 
nia (Woodbury  & Woodbury,  1969;  Galbis,  1977;  Padilla,  Ruiz  & Alvarez,  1975). 

In  order  to  provide  effective  mental  health  services  to  Hispanic  Ameri- 
cans while  maximizing  the  utilization  of  available  resources,  the  panel  recom- 
mends that: 

3,  Culture-specific  models  of  service  delivery  be  developed 
and  implemented  which  integrate  the  traditional  values  and 
support  systems  of  Hispanic  Americans  with  conventional 
treatment  modalities  such  as  those  provided  by  psychiatrists 
and  psychologists.  Implicit  in  this  recommendation  is  the 
assumption  that  such  models  will  differ  as  a function  of 
the  particular  sociocultural  backgrounds  of  individual 
Hispanics . 


In  accordance  with  current  trends  toward  deinstitutionalization  and  inte- 
gration of  human  services  in  a location  as  accessible  and  convenient  to  con- 
sumers as  possible,  it  is  the  consensus  of  Hispanic  mental  health  service  pro- 
viders that  these  services  should  be  made  available  through  multipurpose 
neighborhood  centers.  Ideally,  human  services  should  be  provided  as  a single 
system  of  comprehensive  care  with  unified  intake.  "Centres  Familiares"  have 
been  suggested  to  provide  all  necessary  services  to  the  family  under  one  roof 
(Duran,  1975).  Social  welfare,  education,  economic  and  legal  services  as  well 
as  health  services  should  be  a part  of  the  "one-roof-concept"  approach.  Staff 
members  would  include  professionals,  paraprof essionals  (who  would  be  encour- 
aged to  move  up  the  professional  ladder),  and  traditional  healers  when  appro- 
priate. "Centres  Familiares"  would  thus  provide  a highly  personalized  system 
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of  comprehensive  services  adapted  to  the  cultural  norms  of  the  Hispanic  popu- 
lation(s) , in  contrast  to  the  impersonal,  monolithic  systems  now  available. 
The  panel  recommends  that: 

4.  Human  services  be  delivered  to  Hispanic  Americans  in 
the  context  of  accessible  multiservice  centers  providing 
acceptable  health,  mental  health,  social  welfare,  educa- 
tional, economic  and  legal  services  centered  around  the 
concept  of  the  Hispanic  Family. 


The  Hispanic  panel  concluded  that  current  guidelines  for  Federal,  State 
and  local  programs  lack  the  flexibility  necessary  to  meet  the  diverse  needs 
of  Hispanic  Americans  from  different  backgrounds  and  in  different  geographic 
locations.  In  areas  of  high  Hispanic  concentration,  for  example,  it  is  ap- 
propriate to  establish  an  identifiable  administrative  unit  within  the  service 
delivery  system  which  is  charged  with  the  development  and  coordination  of  hu- 
man services  for  the  Hispanic  population  in  the  catchment  area.  In  areas  of 
low  Hispanic  concentration,  on  the  other  hand,  it  is  more  appropriate  to  iden- 
tify a Hispanic  program  adviser  or  advisory  group  to  provide  consultation  to 
several  human  services  centers  in  the  area  for  the  purpose  of  sensitizing 
their  respective  staff  to  the  Hispanic  culture  and  its  relevance  to  mental 
health  service  delivery,  A successful  model  in  this  area  is  the  Advocacy 
Program  for  Spanish  Speaking  People  in  San  Mateo  County,  California,  which 
influences  the  flow  of  community  resources,  sets  policy,  and  reviews  pro- 
grams of  other  community  organizations  (Cameron  & Talavera,  1976). 

In  other  situations,  mobile  teams  of  Hispanic  health  professionals  may  be 
the  most  effective  and  efficient  means  of  service  delivery.  These  teams  can 
reach  out  into  the  community  to  provide  crisis  and  emergency  intervention,  to 
implement  home  hospitalization  programs,  and  to  deliver  follow  up,  community 
liaison,  and  educational  services.  This  model  has  been  implemented  in  Puerto 
Rico  and  other  settings  and  has  been  successful  in  preventing  (or  reducing  the 
length)  of  psychiatric  hospitalization  or  rehospitalization,  as  well  as  in  fa- 
cilitating family  intervention  and  therapy  in  a more  cost  effective  fashion 
when  compared  with  conventional  systems  (Woodbury  & Woodbury,  1969) . The 
panel  therefore  recommends  that: 

5.  Federal,  State,  and  local  mental  health  programs  be 
flexible  to  allow  and  encourage  the  implementation  of  in- 
novative models  of  service  delivery  uniquely  tailored  to 
the  needs  of  Hispanic  populations  in  different  catchment 
areas.  The  guidelines  for  these  programs  should  allow  for 
Hispanic  administrative  units,  advisers,  advisory  groups, 
and/or  mobile  teams  of  Hispanic  health  professionals. 


The  panel  expressed  serious  concern  about  the  quality  and  quantity  of 
services  provided  to  Hispanic  Americans  by  Federal  agencies  outside  the  Pub- 
lic Health  Service.  In  particular,  there  is  a need  to  systematically  inves- 
tigate and  upgrade  the  services  provided  by  the  Veterans  Administration 
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(Flores  & Romero,  1976).  Proper  utilization  of  such  extensive  resources 
would  be  of  great  value  in  bringing  the  health  and  mental  health  of  Hispanic 
veterans  and  their  families  to  the  minimal  level  considered  the  right  of  all 
Americans . 

There  is  also  concern  that  the  Social  Security  Administration  is  not  pro- 
viding adequate  services  to  the  Hispanic  population.  Many  Hispanic  elderly, 
for  example,  are  not  receiving  the  full  benefits  to  which  they  are  entitled 
because  they  are  unaware  of  their  existence  or  lack  the  skills  necessary  to 
process  complicated  forms  and  penetrate  other  bureaucratic  barriers. 

The  Department  of  Labor  has  not  been  responsive  to  the  unemployment  and 
underemployment  of  Hispanic  Americans  (Romero,  1977).  In  particular,  the 
implementation  of  Comprehensive  Employment  Training  Act  (CETA)  programs  has 
been  catastrophic  for  Hispanics,  whose  participation  has  dropped  dramatically 
(by  as  much  as  19  percent)  as  compared  with  participation  in  previous  pro- 
grams such  as  Neighborhood  Youth  Corps,  Manpower  Development  and  Training  Act, 
and  SER  (Jobs  for  Progress,  Inc.). 

Finally,  programs  sponsored  by  the  former  Office  of  Child  Development 
(now  Administration  for  Children,  Youth,  and  Families)  have  not  been  sensitive 
to  or  appropriate  for  the  needs  of  Spanish-speaking  children.  For  example. 
Head  Start  programs  serving  catchment  areas  with  high  concentrations  of  Span- 
ish monolingual  children  (as  in  Los  Angeles  County)  receive  little  or  no  input 
from  the  Hispanic  community,  have  minimal,  if  any,  Hispanic  representation  in 
their  professional  staff,  and  are  often  oblivious  to  the  special  needs  of  lin- 
guistically different  children. 

In  consideration  of  the  critical  implications  of  the  foregoing  observa- 
tions for  the  present  and  future  mental  health  of  Hispanic  Americans,  the  pan- 
el recommends  that: 

6.  Comprehensive  investigations  be  conducted  to  assess  the 
quality  and  quantity  of  services  provided  to  Hispanic  Ameri- 
cans by  the  Veterans  Administration,  the  Social  Security  Ad- 
ministration, the  Department  of  Labor,  and  the  Administra- 
tion for  Children,  Youth  and  Families.  It  is  further 
recommended  that,  on  the  basis  of  the  consequent  findings, 
these  agencies  be  mandated  to  provide  services  to  Hispanic 
Americans  that  are  of  the  same  quality  and  quantity  as 
those  provided  to  the  general  United  States  population. 


Hispanic  residents  contribute  to  this  country  and  are  thus  entitled  to  an 
equitable  share  of  the  Nation’s  mental  health  resources.  They  are  not,  how- 
ever, receiving  their  fair  share  of  health  and  mental  health  dollars  as  re- 
flected by  utilization  statistics,  the  limited  number  of  Hispanic  profession- 
als in  the  health  fields,  and  the  dearth  of  mental  health  organizations 
administered  by  Hispanics. 
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In  view  of  the  general  poverty  of  the  Hispanic  American  population,  it  is 
essential  that  services  be  provided  regardless  of  residency  or  ability  to  pay. 
A serious  concern  exists,  however,  with  respect  to  present  and  future  financ- 
ing of  health  and  mental  health  services  to  Hispanic  Americans.  For  example, 
the  phaseout  of  Federal  support  for  community  mental  health  centers  (CMHCs)  is 
not  being  compensated  by  proportionate  increases  in  State  contributions.  This 
results  in  a discriminatory  impact  for  the  poor — Hispanics  in  particular — who 
do  not  have  the  ability  to  pay  for  services  (Casas  & Lopez,  1977). 

Another  issue  pertaining  to  C^lHCs  is  P.L.  94-63.  This  amendment  to  the 
Community  Mental  Health  Centers  Act  increased  the  number  of  mandated  services, 
yet  provided  for  no  additional  funding.  The  panel  has  agreed  that  this  act  is 
too  rigid  and  that  there  is  a need  for  greater  flexibility.  Specifically, 
communities  should  be  given  the  power  to  determine  the  most  effective  methods 
by  which  they  provide  the  mandated  services. 

A third  issue  pertains  to  the  accreditation  of  CMHCs.  This  is  a complex 
problem  and  its  solution  is  still  in  the  formative  stages.  Of  the  several  ac- 
crediting bodies  at  both  the  State  and  national  levels,  the  most  widely  recog- 
nized is  the  Joint  Commission  for  Accreditation  of  Hospitals  which  is  cur- 
rently developing  standards  for  CMHCs.  Although  accreditation  is  presently  a 
voluntary  process,  national  legislation  regarding  reimbursement  (such  as  Medi- 
caid and  national  health  insurance)  as  well  as  the  increased  role  of  independ- 
ent insurance  companies  may  soon  make  accreditation  a necessity  for  CMHCs.  A 
major  concern  for  Hispanics  is  that  they  have  adequate  input  regarding  the  de- 
velopment of  accreditation  legislation.  For  example,  since  the  majority  of 
services  are  provided  by  nonmedical  personnel,  it  is  essential  that  the  serv- 
ices of  psychologists  and  social  workers  be  reimbursable  under  any  present  or 
future  form  of  third-party  payment  arrangements. 

Thus,  with  respect  to  CMHCs,  the  panel  recommends  that: 

7.  (a)  Adequate  and  stable  funding  be  provided  to  continue 

the  operation  of  CMHCs.  Implicit  in  this  recommendation  is 
the  need  to  stipulate  a firm  and  stable  shared  commitment  on 
the  part  of  Federal  and  State  governments  to  the  continued 
funding  of  mental  health  services;  (b)  guidelines  for  imple- 
mentation of  P.L.  94-63  allow  for  greater  flexibility  in  the 
provision  of  mandated  services;  and  (c)  the  specific  needs 
of  the  Hispanic  community  be  explicitly  recognized  and  ad- 
dressed in  the  drafting  of  any  State  or  Federal  legislation 
regarding  accreditation. 


The  panel  expressed  serious  concerns  regarding  the  role  of  Health  Sys- 
tems Agencies  (HSAs) , their  relationship  to  mental  health  care,  and  their  re- 
sponsiveness to  the  needs  of  the  Hispanic  population  (Lecca,  1976).  With  this 
respect,  in  the  implementation  of  P.L.  93-641  it  is  recommended  that: 


S/POPS  189 


919 


8.  (a)  A board  separate  from  the  HSAs’  board,  composed  of 

Hispanics,  review  and  monitor  hospitals  and  other  health 
facilities  to  insure  compliance  with  DREW  regulations  as 
they  affect  Hispanics;  (b)  that  this  board  accredit  facili- 
ties and  possess  other  powers  given  to  DREW  review  bodies 
presently  enforcing  health  services  delivery  regulations; 
(c)  that  grant  awards  earmarked  for  HSAs  have  specific  con- 
ditions placed  on  them  by  DREW  whereby  the  spending  and 
distribution  of  HSA  monies  would  address  the  health  prob- 
lems and  needs  of  disadvantaged  Hispanics  in  the  migrant 
stream  and  in  rural  and  urban  areas;  and  (d)  that  present 
DREW  monitoring  boards  or  teams  which  review  health  care 
facilities  for  compliance  with  Federal  regulations  include 
Hispanic  health  services  consumers  and  providers  as  board 
members . 


National  health  insurance  (NHI)  is  an  issue  of  critical  importance  to  the 
Hispanic  community.  In  particular,  there  is  a need  for  Hispanic  input  in  the 
development  of  pertinent  legislation  in  order  to  make  certain  that  relevant 
services  are  included.  The  panel  recommends  that: 

9.  (a)  Mental  health  services  be  included  under  NHI;  (b) 

all  legitimate  services  provided  under  proper  supervision 
(including  services  provided  by  nonconvent ional  therapists) 
be  reimbursable  under  NHI;  and  (c)  treatment  for  diagnostic 
categories  such  as  environmental  stress  and  adjustment  re- 
actions be  classified  as  reimbursable  services  under  NHI. 


The  concept  of  Health  Maintenance  Organizations  (HMOs)  could  be  congruent 
with  the  needs  of  Hispanic  Americans  for  comprehensive  health  and  mental 
health  care.  Of  particular  appeal  is  the  apparent  cost  effectiveness  of  HMOs 
(Budman,  1978)  as  well  as  the  emphasis  on  alternatives  to  costly  psychiatric 
hospitalization.  There  are,  however,  some  unresolved  issues  which  must  be 
settled  before  a full  endorsement  of  the  HMO  concept  can  be  made.  Specific- 
ally, questions  remain  as  to  the  nature  and  extent  of  mental  health  services 
provided  by  HMOs,  the  role  of  nonmedical  personnel,  and  the  nature  of  mech- 
anisms whereby  HMOs  can  provide  comprehensive  services  to  all  individuals  re- 
gardless of  ability  to  pay. 

With  respect  to  HMOs,  the  panel  recommends  that: 

10,  (a)  The  provision  of  high  quality  mental  health  serv- 

ices be  made  an  integral  part  of  HMOs’  structure  and  func- 
tion; (b)  the  role  of  psychologists  and  social  workers  be 
substantially  increased;  and  (c)  mechanisms  be  developed  to 
insure  that  services  are  provided  regardless  of  ability  to 
pay. 
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II,  ISSUE 

Research  on  the  Mental  Health  of  Hispanic  Americans 


The  research  enterprise  in  the  field  of  mental  health  has  produced  signi- 
ficant advances  in  the  diagnosis  and  treatment  of  mental  disorders.  In  spite 
of  such  strides,  however,  research  on  the  Hispanic  population  remains  compara- 
tively unexplored  in  terms  of  both  basic  and  applied  approaches.  The  full 
range  of  behavioral  science  research,  including  psychological,  clinical  and 
evaluation  research,  requires  a concentrated  effort  in  order  to  build  an  ade- 
quate knowledge  base  on  the  Nation’s  Hispanic  population. 

The  review  of  Latino  mental  health  literature  by  Padilla  and  Ruiz  (1973) 
included  some  500  articles  that  represented  the  status  of  the  field  at  the 
time.  The  authors  pointed  out  a variety  of  serious  deficiencies  such  as  ster- 
eotypic interpretations,  weak  methodological  and  data-analytic  techniques, 
lack  of  replicability  of  findings,  and  the  absence  of  programmatic  research. 
These  problems  raised  serious  doubts  not  only  as  to  the  scientific  value  of 
that  knowledge  base,  but  also  with  respect  to  the  legitimacy  of  its  pragma- 
tic implications  for  the  delivery  of  mental  health  services  to  the  Hispanic 
population. 

In  the  past  five  years,  the  amount  of  research  and  literature  in  the 
field  has  experienced  a phenomenal  growth.  A computer  based  bibliographic 
system  now  contains  approximately  2,000  citations  (Padilla  et  al.,  1978).  Un- 
fortunately, however,  quality  has  not  kept  pace  with  quantity,  and  the  re- 
search literature  on  Hispanic  mental  health  has  yet  to  attain  the  status  of 
an  integrated  body  of  scientific  knowledge. 

Typically,  research  with  Hispanics  has  involved  a qualitative  definition 
of  culture  in  terms  of  group  membership  (Mexican  American,  Puerto  Rican, 

Cuban,  etc,).  Subjects  are  then  asked  to  complete  a task,  a questionnaire,  or 
a battery  of  psychological  tests.  Sometimes  their  performance  is  compared 
with  that  of  other  ethnic  groups,  especially  the  majority  group.  The  results 
are  then  generalized  to  the  entire  ethnic  group  under  consideration.  In  those 
rare  instances  where  the  research  design  is  explicitly  sensitive  to  intragroup 
heterogeneity,  the  variables  most  often  manipulated  have  been  generation  of 
respondent,  age,  sex,  language  proficiency  and/or  preference,  and  geographic 
residency.  Finally,  comparative  studies  have  typically  used  univariate  ap- 
proaches in  which  cultural  differences  are  assessed  by  means  of  a single  var- 
iable or,  at  best,  a very  limited  set  of  variables.  The  implications  of  dif- 
ferences on  other  variables,  which  may  or  may  not  be  interrelated,  is  not 
investigated  in  a systematic  fashion.  Furthermore,  the  cross-cultural  valid- 
ity of  measurement  instruments  is  rarely  tested. 

In  general,  the  kind  of  research  described  above  has  resulted  in  the  pro- 
liferation of  empirical  findings  and  generalizations  of  the  following  types: 

(a)  "Hispanics  (Mexican  Americans,  Puerto  Ricans,  Cubans,  etc.)  are/ 

do " 

(b)  "Hispanics  differ  from  Anglos  in...." 
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Even  a cursory  examination  of  the  pertinent  literature  indicates  that  the 
above  sentences  may  be  completed  by  inserting  any  one  of  a large  number  of 
psychological,  sociological,  anthropological  or  demographic  dimensions.  A few 
examples  will  suffice  to  illustrate  the  point. 

Hispanics  subsist  in  a "culture  of  poverty";  that  is,  they  are  at  the 
bottom  of  the  socioeconomic  ladder,  uneducated,  unemployed,  and  live  in  sub- 
standard housing  (Padilla  & Ruiz,  1973).  They  abuse  drugs  and  alcohol  (Pad- 
illa, Padilla,  Ramirez,  Morales  & Olmedo,  in  press).  They  are  superstitious, 
unacculturated , and  have  clearly  defined  traditional  and  retrogressive  family 
structures  and  roles  (Heller,  1967;  Madsen,  1969).  Additionally,  Hispanics 
receive  mental  health  care  of  low  quantity  and  quality  (Karno  & Edgerton, 

1969;  Yamamoto,  et  al.,  1968),  This  could  be  due  to  the  lower  frequency  and 
severity  of  mental  illness  resulting  from  cultural  characteristics  such  as  the 
extended  family  system,  which  provide  protection  against  emotional  stresses 
(Jaco,  1959,  1960;  Madsen,  1964).  Or  it  could  result  from  their  tendency  to 
rely  on  faith  healers  (curanderos  or  espiritistas)  (Creson,  McKinley  & Evans, 
1969;  Edgerton,  Karno  & Fernandez,  1970;  Garrison,  1975,  Kiev,  1968).  Or  it 
could  result  from  reliance  upon  relatives,  compadres,  physicians,  and  priests 
or  ministers  (Padilla,  Carlos  & Keefe,  1976).  Finally,  it  could  be  that  His- 
panics underutilize  mental  health  facilities  because  of  discouraging  institu- 
tional policies  such  as  geographic  isolation  from  centers  where  services  are 
delivered,  language  barriers,  class  bound  values,  and  culture  bound  values 
(Padilla  et  al.,  1975,  1976). 

In  terms  of  cross-cultural  comparisons,  Hispanics  have  been  found  to  dif- 
fer from  Anglos  in  intelligence  (Loehlin,  Lindzey  & Spuhler,  1975),  scholastic 
achievement  (Jensen,  1974),  cognitive  style  (Ramirez  & Castaneda,  1974),  locus 
of  control  (Garza  & Ames,  1974),  cooperation/competition  (Madsen  & Shapira, 
1970),  affective  meaning  of  family  and  sex-role-related  concepts  (Martinez, 
Martinez,  Olmedo  & Goldman,  1976),  responses  to  various  clinical  and  person- 
ality assessment  instruments  (Padilla  & Ruiz,  1975),  patterns  of  family  inter- 
action (Murillo,  1976),  and  numerous  sociocultural  variables  (Mercer,  1976). 

It  is  apparent  that  Hispanics  have  been  found  to  differ  from  the  majority 
group  in  many  aspects  of  a complex  cultural  spectrum.  Many  other  differences 
are  likely  to  be  revealed  by  further  research.  Little  progress  has  been  made, 
however,  in  elucidating  the  nature  of  the  total  spectrum  (Olmedo  & Martinez, 
1977).  Many  of  these  "cultural"  variables  are  not  likely  to  be  independent  of 
each  other,  Mercer  (1976),  for  example,  has  shown  that  sociocultural  vari- 
ables can  account  for  up  to  32  percent  of  the  variance  in  I.Q.  scores,  while 
Jensen  (1974)  has  reported  that  ethnicity  makes  no  significant  contribution  to 
the  prediction  of  scholastic  achievement  independently  of  psychometric,  per- 
sonality and  demographic  variables.  Finally,  it  may  be  argued  that  many  of 
these  "differences"  are  artifacts  resulting  from  "imposed  ethics"  on  the  part 
of  researchers  when  they  study  cultures  other  than  their  own  (Brislin,  Lonner 
& Thorndike,  1973), 

There  is  considerable  agreement  among  Hispanics  that  more  research  on 
Hispanic  populations  must  be  conceptualized  and  conducted  by  qualified  His- 
panic researchers  who  are  sensitive  to  bicultural,  bilingual  and  multicultural 
dimensions.  Because  of  the  current  lack  of  a critical  mass  of  Hispanic  re- 
searchers, it  is  apparent  that  a concentrated  effort  must  be  made  to  create 
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opportunities  for  Hispanic  professionals  who  are  trained  and  interested  in  re- 
search, but  whose  involvement  is  largely  nonresearch  oriented,  to  conduct  re- 
search, Similarly,  a national  effort  to  train  new  Hispanic  researchers  must 
be  a top  priority. 

At  present,  it  is  estimated  that  there  are  fewer  than  one  hundred  Hispan- 
ic Ph,D,’s  actively  involved  in  the  field  of  mental  health.  Of  this  group 
there  is  only  a small  percentage  that  is  trained  and  oriented  toward  research 
activities.  As  a result,  the  small  amount  of  research  being  conducted  is  ei- 
ther being  done  by  students  or  by  non-Hispanic  investigators.  The  panel  is 
aware  of  the  existing  oversupply  of  nonminority  researchers  and  the  current 
discussions  on  whether  the  Federal  Government  should  continue  to  support  re- 
search training.  However,  it  is  imperative  that  this  question  be  addressed  in 
a differential  manner  in  order  to  account  for  intergroup  differences  in  the 
availability  of  such  personnel, 

A good  example  of  the  need  for  differential  analyses  of  personnel  and 
training  issues  is  provided  by  the  work  of  the  National  Academy  of  Sciences’ 
Committee  on  a Study  of  National  Needs  for  Biomedical  and  Behavioral  Research 
Personnel.  In  its  1976  report  the  Committee  recommended  a reduction  in  the 
support  of  predoctoral  students  in  the  biomedical  and  behavioral  sciences  (Na- 
tional Research  Council,  1976).  This  recommendation  drew  serious  criticism 
from  minority  researchers  who  participated  in  a public  hearing  held  by  the 
Committee  on  November  4,  1976,  As  a result  of  minority  input,  the  Committee 
made  a substantial  and  commendable  effort  to  examine  specific  minority  issues 
in  its  1977  report.  This  study  led  the  Committee  to  conclude  that: 

. . . the  evidence  cited  above  clearly  indicates  that  additional  ef- 
forts must  be  made  to  provide  more  opportunities  for  minorities  to 
enter  and  complete  without  undue  delay  predoctoral  training  pro- 
grams, Hence  the  Committee  urges  that  special  policies  be  developed 
by  the  funding  agencies  that  are  targeted  directly  to  the  needs  of 
minorities.  Such  programs  should  be  in  addition  to  the  Minority  Ac- 
cess to  Research  Careers  (MARC)  and  Minority  Biomedical  Support 
(MBS)  programs  at  the  National  Institutes  of  Health,  and  the  pro- 
gram of  ADAMHA  that  provides  training  funds  to  selected  national 
professional  societies,  which  in  turn  award  fellowships  to  minori- 
ties in  the  behavioral  sciences  (National  Research  Council,  1977, 
p.  172). 

The  inadequacy  of  the  national  effort  to  research  the  mental  health  of 
Hispanics,  as  well  as  the  lack  of  Hispanic  input,  is  perhaps  best  illustrated 
by  data  recently  released  by  NIMH  (1977).  During  FY  1976,  NIMH  awarded  a to- 
tal of  122  grants  for  "minority  relevant  research"  for  $9.6  million  (which  re- 
presented 11  percent  of  the  Institute’s  awards  and  12  percent  of  the  funds). 

Of  these  awards,  only  16  percent  were  allocated  to  research  focusing  on  His- 
panics, This  means  that  less  than  2 percent  of  NIMH’s  total  research  effort 
during  FY  1976  focused  on  Hispanics,  who  constitute  10  percent  of  the  U.S. 
population. 

Equally  revealing  are  NIMH  data  concerning  the  number  of  Hispanics  who 
are  Initial  Review  Group  (IRG)  members,  principle  investigators,  and  research 
trainees.  In  1977,  of  the  207  IRG  members,  only  9 (or  4 percent)  were 
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Hispanic,  (Four  of  them,  however,  were  in  the  Minority  Center  IRG,  reducing 
Hispanic  representation  to  2 percent  for  the  remaining  NIMH  IRGs.)  Of  the 
1,148  principle  investigators  in  1977,  83  (or  7 percent)  were  minority  indi- 
viduals. Of  these,  only  a few  were  Hispanic.  Finally,  data  on  training  in- 
dicated that  there  were  45  Hispanic  research  trainees  in  1972,  68  in  1973,  and 
113  in  1974  (2,2  percent,  4.1  percent,  and  5,5  percent  of  total  trainees). 

Data  for  1975-77  were  not  available. 

The  panel  also  recognized  that  institutions  other  than  the  Federal  Gov- 
ernment should  share  in  the  responsibility  of  providing  the  resources  and 
programs  necessary  for  increasing  the  pool  of  Hispanic  researchers,  in  par- 
ticular, colleges  and  universities  receiving  Federal  funds  should  be  held  ac- 
countable for  their  lack  of  equal  opportunity  efforts  and  their  use  of  dis- 
criminatory admissions  and  employment  policies. 

The  Hispanic  panel  was  also  concerned  about  inadequate  utilization  of 
available  human  resources  in  Hispanic  mental  health.  In  order  to  facilitate 
the  task  of  identifying  Hispanic  mental  health  professionals,  existing  organi- 
zations such  as  the  National  Coalition  of  Hispanic  Mental  Health  and  Human 
Services  Organizations  (COSSMHO)  and  the  Spanish-Speaking  Mental  Health  Re- 
search Center  at  the  University  of  California,  Los  Angeles  have  developed  di- 
rectories of  Hispanic  professionals  involved  in  the  various  aspects  of  health 
and  mental  health  service  delivery  and  research.  Public  as  well  as  private 
agencies  should  in  the  future  make  more  effective  use  of  this  information  in 
order  to  maximize  the  utilization  of  available  personnel. 

In  order  to  develop  new  human  resources  and  more  effectively  utilize  the 
available  personnel  for  research  on  Hispanic  mental  health,  the  panel  recom- 
mends that : 


11,  The  Department  of  Health,  Education,  and  Welfare  es- 
tablish a comprehensive  program  to  monitor  and  increase  the 
available  pool  of  Hispanic  researchers  in  the  core  mental 
health  disciplines.  Such  program  should  (a)  conduct  re- 
search personnel  supply/demand  analyses  specific  to  the 
Hispanic  population;  (b)  provide  resources  adequate  to  elim- 
inate current  Hispanic  underrepresentation;  (c)  promote  the 
more  effective  utilization  of  available  resources;  and  (d) 
vigorously  enforce  Title  VI  of  the  1964  Civil  Rights  Act 
as  applicable  to  institutions  of  higher  learning  receiving 
Federal  funds. 


In  order  to  overcome  past  inequities  in  the  funding  of  research  projects, 
a process  of  "affirmative  action"  is  required  to  expedite  the  development  of  a 
scientific  knowledge  base  on  the  wide  array  of  Hispanic  mental  health  issues. 
This  requires  a viable  thrust  that  carries  not  only  the  strength  of  policy, 
but  is  also  represented  by  an  identifiable  organizational  unit.  In  this  man- 
ner, problems  associated  with  coordination,  communication,  and  technical  as- 
sistance can  be  most  efficiently  addressed.  The  development  of  a priority 
thrust  on  Hispanic  research  presupposes  that  the  agency  will  organize  peer  re- 
view groups  and  committees  with  substantial  Hispanic  representation.  This 
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recommendation  is  made  in  light  of  the  observation  that  although  such  minority 
focal  points  as  the  Center  for  Minority  Group  Mental  Health  Programs  at  NIMH 
do  exist,  the  resources  made  available  to  these  units  are  inadequate  to  meet 
the  research  needs  of  all  minority  groups.  For  example,  in  FY  1976,  the  Mi- 
nority Center  at  NIMH  processed  53  percent  of  all  minority-relevant  research 
grant  applications  submitted,  but  received  only  4 percent  of  the  Institute’s 
I funds.  Consequently,  it  was  able  to  fund  only  16  percent  of  submissions, 
whereas  NIMH  during  the  same  period  funded  25  percent  of  all  submissions 
(NIMH,  1977), 

In  order  to  increase  the  quantity  and  quality  of  research  on  Hispanic 
I mental  health  and  research  conducted  by  Hispanic  investigators,  the  panel  re- 
I commends  that: 

12,  DHEW  and  other  Federal  agencies  that  fund  mental 
health  research  programs  be  mandated  to  establish  funding 
criteria  for  Hispanic  research  which  are  commensurate  with 
the  magnitude  of  this  population  and  its  needs.  It  is  fur- 
ther recommended  that  each  agency  establish  an  adequately 
funded  and  identifiable  administrative  unit  specifically 
charged  with  the  responsibility  for  coordinating  Hispanic 
mental  health  research  activities.  Specifically,  it  is  re- 
commended that  Hispanic  Centers,  with  Hispanic  IRGs  and 
Hispanic  executive  secretaries,  be  established  within  NIMH, 

NIDA  (the  National  Institute  on  Drug  Abuse),  and  NIAAA  (Na- 
tional  Institute  on  Alcohol  Abuse  and  Alcoholism) . 


A basic  premise  with  substantial  consensual  validation  is  that  Hispanic 
p professionals  would  conduct  considerably  more  research  if  opportunities  were 
: created  within  the  context  of  their  nonresearch  settings.  The  expansion  of 
^ successful  Hispanic  research  models  such  as  those  currently  being  implemented 
' by  Spanish-Speaking  Mental  Health  Research  Centers  at  UCLA  and  Fordham  Uni- 
' versity,  as  well  as  the  development  of  new  models,  would  greatly  increase  the 
1 I availability  of  Hispanic  researchers.  A model  of  considerable  merit  is  one  in 
. which  consortia  of  academic  and  applied  settings  would  pool  personnel  and  ex- 
pertise to  conduct  programmatic  research  that  would  yield  meaningful  applied 
findings,  develop  new  methodologies,  etc.  By  locating  such  research  centers 
L in  various  parts  of  the  country,  intraHispanic  population  differences  could  be 
' best  addressed.  It  is  recommended  that: 


13,  DHEW  mental  health  research  funding  agencies  expand 
research  opportunities  for  Hispanic  reseatchers  through 
the  establishment  of  research  centers  and  consortia  located 
in  academic  centers  as  well  as  service  settings. 


\ i' 

i 

II 


Although  it  is  recognized  that  mental  health  research  on  the  Hispanic 
population  is  in  its  infancy,  some  research  priorities  are  herein  stated  in  an 
effort  to  highlight  areas  of  special  concern. 
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The  basic  prerequisite  for  conducting  research  on  any  segment  of  the  pop- 
ulation is  to  be  able  to  identify  demographic  and  epidemiological  characteris- 
tics, Yet  Federal  agencies  have  been  highly  resistant  to  collecting  popula- 
tion data  on  the  basis  of  ethnic  groupings.  This  recommendation  is  of  primary 
importance  if  a nationwide  priority  on  Hispanic  research  is  to  be  established. 
The  most  commonly  accepted  breakdown  of  the  Hispanic  population  for  statisti- 
cal purposes  is  Mexican  American,  Puerto  Rican  (Mainland),  Puerto  Rican  (Is- 
land), Cuban,  and  other  Latinos.  It  is  recommended  that: 

14,  Each  Federal  agency  that  collects  statistics  on  the 
Nation’s  population  be  mandated  to  implement  P.L.  94-311, 
which  provides  for  the  breakdown  of  population  subgroups 
according  to  ethnicity. 


The  Hispanic  panel  also  agreed  that  in  addition  to  systematic  data  col- 
lection, there  is  a need  for  increased  communication  between  data  gathering 
agencies  and  the  Hispanic  research  community.  In  order  to  meet  this  need, 
Hispanic  representation  must  be  substantially  increased  in  agencies  such  as 
the  National  Center  for  Health  Statistics  of  the  Health  Resources  Administra- 
tion, the  Division  of  Biometry  and  Epidemiology  of  NIMH,  the  U.S.  Bureau  of 
the  Census,  and  the  Department  of  Defense. 

Additionally,  a Comprehensive  Data  System  (CDS),  national  in  scope,  must 
be  established.  Such  a system  would  (1)  systematically  integrate  Hispanic 
health  and  mental  health  data  collected  by  various  national.  State,  and  local 
agencies  (both  public  and  private) ; (2)  disseminate  the  resulting  information 
to  the  Hispanic  community;  and  (3)  make  the  data  banks  available  to  Hispanic 
researchers  via  formal  links  with  Hispanic  mental  health  research  centers. 

Such  a system  would  greatly  increase  the  utility  of  the  information 
available  by  collecting  and  disseminating  data  in  a coherent  and  systematic 
fashion,  as  opposed  to  the  present  fragmented  system.  CDS  would  also  be 
highly  cost  effective  because  (1)  it  would  eliminate  the  need  for  Hispanic 
investigators  to  conduct  endless  data  searches  throughout  the  fragmented  lo- 
cal, State  and  national  bureaucracies;  and  (2)  it  would  avoid  the  costly  dup- 
lication of  efforts  which  results  from  the  present  inadequate  flow  of  infor- 
mation. 

An  example  of  how  CDS  may  be  successful  is  provided,  on  a small  scale,  by 
a collaborative  arrangement  recently  established  to  research  services  pro- 
vided to  Hispanic  drug  abusers.  The  network  involves  El  Proyecto  del  Barrio 
(a  NIDA-funded  drug  treatment  facility  in  the  Los  Angeles  area) , the  Califor- 
nia State  Division  of  Substance  Abuse,  and  the  Spanish-Speaking  Mental  Health 
Research  Center  at  the  University  of  California,  Los  Angeles.  Through  a col- 
laborative arrangement,  data  routinely  collected  by  El  Proyecto  for  NIDA  and 
stored  at  the  State  Division  of  Substance  Abuse’s  data  processing  center  in 
Sacramento  was  made  available  to  the  Spanish-Speaking  Mental  Health  Research 
Center  for  analysis.  In  addition  to  providing  valuable  and  unique  scientif- 
ic information,  this  effort  is  providing  the  community  agency  with  detailed 
feedback  on  its  program  for  the  purposes  of  internal  evaluation  research. 

Thus  a significant  basic  and  applied  research  project  is  being  implemented  at 
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minimum  cost,  because  the  information  was  already  collected  and  ready  for 
automatic  data  processing. 

The  National  Coalition  of  Hispanic  Mental  Health  and  Human  Services  Or- 
ganizations (COSSJIHO)  provides  another  model  for  dissemination  of  information 
to  the  Hispanic  community.  The  Coalition  consists  of  some  300  organizations 
representing  Mexican  American,  Puerto  Rican,  and  Cuban  American  service  pro- 
viders and  researchers  throughout  the  United  States.  By  means  of  national 
conferences,  newsletters  and  other  publications,  COSSMHO  provides  an  important 
communication  network  for  the  dissemination  of  information  to  the  Hispanic 
health  and  mental  health  community. 

In  order  to  improve  the  collection,  dissemination  and  utility  of  data  on 
the  health  and  mental  health  of  Hispanic  Americans,  the  panel  recommends  that: 

15,  (a)  Hispanic  representation  be  substantially  increased 

within  data-gathering  agencies  such  as  the  National  Center 
for  Health  Statistics  (HRA) , the  Division  of  Biometry  and 
Epidemiology  (NIMH),  and  the  U.S.  Bureau  of  the  Census;  (b) 
a national  Comprehensive  Data  System  (CDS)  on  Hispanic 
health  and  mental  health  be  established;  and  (c)  CDS  be 
formally  linked  to  Hispanic  mental  health  research  centers 
and  the  National  Coalition  of  Hispanic  Mental  Health  and 
Human  Services  Organizations. 


The  limited  literature  available  (Dominguez-Ybarra  & Garrison,  1977; 
Mercer,  1976;  Olmedo,  1977b;  Padilla  & Ruiz,  1973,  1975)  as  well  as  extensive 
clinical  experience  have  shown  the  inappropriateness  of  various  diagnostic 
and  psychological  measurement  instruments  that  do  not  account  for  cross- 
cultural  differences  in  normative  behavior  between  the  Hispanic  and  Anglo 
cultures.  Although  some  attempts  have  been  made  to  modify  existing  instru- 
ments, these  efforts  have  generally  yielded  products  of  questionable  validity. 
There  is  an  urgent  need  to  reexamine  various  classification-diagnostic  sys- 
tems in  terms  of  their  validity  for  Hispanic  groups,  especially  persons  whose 
primary  language  is  not  English.  Similarly,  tests  of  intelligence,  person- 
ality, achievement  and  vocational  preference  must  be  constructed  specifically 
for  various  linguistic  groups  within  the  Hispanic  population.  It  is  recom- 
mended that : 


16,  Diagnostic  and  assessment  studies  with  an  emphasis  on 
significant  sociocultural  variables  influencing  normative 
behavior  be  conducted.  Primary  attention  should  be  given 
to  the  appropriateness  of  pathological  behavior  classifica- 
tion systems  and  of  the  instruments  used  to  assess  intelli- 
gence, achievement  and  normality. 


In  light  of  the  fact  that  research  on  the  Hispanic  population  is  at  a new 
frontier,  information  on  the  epidemiology  of  Hispanic  mental  health  problems 
is  needed  to  serve  as  a guidepost  for  future  basic  and  applied  research.  Such 
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data  are,  of  course,  also  essential  in  program  planning,  development  and  eval- 
uation, as  well  as  in  the  delineation  of  prevention  strategies.  It  is  espe- 
cially important  to  recognize  that  there  are  significant  differences  among 
various  Hispanic  subgroups;  therefore,  data  not  reported  in  terms  of  subgroups 
are  essentially  useless. 

There  are  no  data  on  the  incidence  and  prevalence  of  mental  illness  among 
Hispanic  Americans.  What  little  information  is  available  pertains  only  to  in- 
dividuals who  have  sought  psychiatric  treatment  at  local  public  facilities. 
Also,  as  pointed  out  earlier,  the  validity  of  these  data  is  limited  by  the 
shortcomings  of  current  assessment,  diagnostic,  and  classification  procedures, 
many  of  which  have  no  demonstrable  applicability  to  the  Hispanic  population. 

Sampling  and  measurement  biases  notwithstanding,  the  available  data  sug- 
gest epidemiological  patterns  among  Hispanic  groups  which  are  different  from 
the  Anglo  population.  For  example,  Mexican  American  patients  have  been  found 
to  exceed  their  expected  frequency  for  incidence  of  schizophrenia,  major  af- 
fective disorders,  neuroses,  behavior  disorders  of  childhood  and  adolescence, 
nonpsychotic  organic  brain  syndromes,  and  mental  retardation  (Trevino  & 

Bruhn,  1977),  Therefore,  the  panel  recommends  that: 

17.  Epidemiological  studies  of  the  incidence  and  prevalence 
of  mental  health  related  problems  among  Hispanics  be  initia- 
ted at  the  local.  State,  regional  and  national  levels.  This 
recommendation  presupposes  that  such  studies  will  be  conducted 
on  the  basis  of  valid  assessment  instruments  and  diagnostic/ 
classification  procedures,  and  that  such  studies  will  acknow- 
ledge and  address  variability  among  the  various  Hispanic  sub- 
groups. 


As  has  been  suggested,  Hispanics  are  not  a homogeneous  group.  There  is 
considerable  variability  across  subgroups  such  as  Mexican  Americans,  Puerto 
Ricans  and  Cubans,  and  there  are  significant  differences  within  subgroups  due 
to  geography,  economics  and  language  patterns.  For  example,  among  Mexican 
Americans,  there  are  at  least  three  recognizable  linguistic  geographic  groups 
whose  locus  may  be  identified  as  west  and  southern  Texas,  northern  New  Mexico, 
southern  Colorado,  and  urban  centers  in  southern  California.  Such  dimensions 
as  acculturation,  socioeconomic  status,  the  structure  and  function  of  the  fam- 
ily, and  sex  are  important  in  the  understanding  of  Hispanic  persons  and  per- 
vade all  aspects  of  the  diagnosis,  treatment,  and  prevention  of  mental  illness 
(Castro,  1977;  Keefe,  Padilla  & Carlos,  in  press;  Miranda,  1976;  Olmedo, 
Martinez  & Martinez,  1978;  Olmedo  & Padilla,  in  press;  Torres-Matrullo , 1976). 

In  order  to  provide  a better  understanding  of  differences  among  and  with- 
in the  various  Hispanic  subgroups  and  to  determine  the  relevance  of  these  dif- 
ferences for  the  diagnosis,  treatment,  and  prevention  of  mental  illness  among 
Hispanic  Americans,  the  panel  recommends  that: 

18.  Programmatic  research  be  conducted  on  the  nature  of 
variability  among  and  within  the  major  Hispanic  groups  in 
the  United  States,  This  research  should  focus  on  differences 
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in  acculturation,  language  use,  and  geographic  location 
and  their  differential  impact  on  the  mental  health  of  His- 
panic Americans. 


There  is  considerable  clinical  evidence  that  many  of  the  treatment  tech- 
niques commonly  used  in  hospital  settings  and  community  mental  health  centers 
are  not  effective  with  Hispanic  clients.  It  is  now  generally  agreed  among 
Hispanic  professionals  that  treatment  effectiveness  depends  largely  on  the 
cultural  context  within  which  treatment  is  given  (Miranda,  1976;  Padilla  & 
Padilla,  1977),  Similarly,  there  is  some  evidence  which  suggests  that  when 
specific  cultural  variables  are  not  considered,  attempts  at  treatment  can  be 
harmful.  Well-researched  models  of  treatment  developed  in  service  settings 
on  a longitudinal  basis  are  needed  to  determine  what  aspects  of  the  treatment 
process  are  most  important  with  Hispanics. 

Another  issue  in  need  of  investigation  is  the  differential  appropriate- 
ness of  treatment  models  developed  for  Hispanic  Americans  in  general,  A 
treatment  approach  that  is  successful  with  an  urban  Puerto  Rican  in  New  York 
City  may  be  entirely  inappropriate  for  a rural  Mexican  American  in  south  Tex- 
as, Similarly,  the  effectiveness  of  current  models  must  be  examined  for  spe- 
cial subpopulations  such  as  Hispanic  women  (Hynes  & Werbin,  1977;  Boulette, 
1976),  the  Hispanic  elderly  (Ruiz  & Olmedo,  1977),  and  Hispanic  children 
(Green,  Trankina  & Chavez,  1976). 

Finally,  there  is  a need  to  carefully  examine  the  role  of  folk  systems  of 
treatment,  such  as  curanderismo  and  espiritismo  (Creson,  McKinley  & Evans, 
1969;  Edgerton,  Karno  & Fernandez,  1970;  Garrison,  1975;  Kiev,  1968).  There 
appear  to  be  wide  differences  among  Hispanic  groups  in  the  extent  to  which 
these  systems  are  acknowledged  or  utilized.  These  differences  appear  to  exist 
also  in  terms  of  geographic  location,  socioeconomic  status,  and  acculturation 
(Keefe,  in  press). 

In  order  to  evaluate  current  models  and  develop  more  effective  culture- 
specific  treatment  modalities,  the  panel  recommends  that: 

19,  Programmatic  research  be  conducted  on  the  predominance 
and  differential  utility  of  existing  therapeutic  modalities, 
including  indigenous  therapies  and  faith  healing.  Further- 
more, it  is  recommended  that  new  approaches  be  developed 
which  are  demonstrably  effective  for  special  subpopulations 
such  as  Hispanic  women,  children  and  the  elderly. 


For  too  long,  bilingualism  has  been  viewed  negatively  in  this  society. 
Recently,  a new  perspective  has  begun  to  emerge.  There  is  some  research 
emerging  that  suggests  that  bilingualism  may  have  positive  effects  on  the  cog- 
nitive development  of  children  (Peal  and  Lambert,  1962).  The  implications  for 
Hispanics  is  clear.  With  over  50  percent  of  all  Hispanic  households  using 
Spanish  as  the  language  of  preference,  it  may  be  self-serving  for  more  than 
just  political  purposes  to  continue  struggling  for  bilingual/bicultural 


S/POPS  199 


929 


education.  Accordingly,  research  should  be  conducted  on  a variety  of  prob- 
lems that  have  language  use  and  preference  as  focal  points.  Some  of  these 
problems  include  (1)  early  childhood  bilingualism  and  its  relationship  to  cog- 
nitive development;  and  (2)  emotional  functioning  as  processed  through  the  two 
languages  of  the  bilingual. 

Research  on  child  bilingualism  reveals  that  children  have  little  diffi- 
culty in  learning  two  languages  well.  Many  of  the  earlier  problems  such  as 
language  retardation  and  stuttering  thought  to  be  associated  with  child  bi- 
lingualism are,  upon  closer  examination,  not  related  to  whether  a child  speaks 
one  or  two  languages.  If  anything,  the  tide  has  begun  to  turn  and  researchers 
are  now  beginning  to  speculate  about  the  possible  advantages  of  learning  two 
languages.  For  instance,  there  is  evidence  that  English-French,  German- 
English,  and  German-Italian  bilingual  children  demonstrate  certain  types  of 
cognitive  flexibility  not  observed  in  monolingual  children.  Little  work  ex- 
ists which  explores  this  possibility  among  Hispanic  children.  The  long-range 
consequences  of  this  type  of  research  are  engaging.  For  example,  if  such  an 
effect  exists  and  is  directly  tied  to  bilingual  training,  the  consequences  for 
childrearing  and  education  are  immense  (Padilla,  1977). 

On  a more  applied  level,  certain  intriguing  consequences  of  bilingualism 
are  in  need  of  further  research.  For  example,  del  Castillo  (1970)  has  repor- 
ted that  in  some  cases  psychiatric  patients  appear  normal  in  English  (which  is 
their  second  language) , but  bizarre  and  confused  in  their  primary  language 
(which  in  some  cases,  but  not  all,  was  Spanish).  Although  del  Castillo  did 
not  speculate  on  the  reasons  for  this  difference  in  behavioral  functioning, 
psychological  theory  has  for  some  time  emphasized  the  important  role  of  lang- 
uage in  mental  health  and  illness  and,  in  particular,  the  verbal  labeling  of 
emotional  experiences  (see,  for  example,  Dollard  & Miller,  1950)..  More  re- 
cently, Marcos,  Alpert,  Urcuyo  and  Kesselman  (1973)  have  also  reported  that 
psychiatric  evaluations  of  Hispanic  schizophrenic  patients  differ  depending  on 
language  of  the  interview.  It  is  apparent,  then,  that  bilingualism  may  have 
direct  implications  for  the  diagnosis  and  treatment  of  mental  illness,  parti- 
cularly with  respect  to  the  possibility  of  emotions  being  locked  into  the 
language  in  which  they  were  experienced.  Therefore,  the  panel  recommends 
that : 


20.  Basic  and  applied  research  on  Spanish-English  bilin-^ 
gualism  be  conducted  to  increase  the  scientific  under- 
standing of  the  process  as  well  as  its  implications  for  the 
diagnosis,  treatment,  and  prevention  of  mental  illness  among 
Hispanic  Americans. 
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III.  ISSUE 


Identification  of  Strategies  for  the  Prevention  of 
Mental  Illness  among  Hispanic  Americans 

L The  basic  purpose  of  prevention  in  community  mental  health  is  the  promo- 

I tion  of  the  quality  of  life,  a basic  goal  shared  by  Hispanic  peoples.  Al- 
though the  proportion  of  Hispanics  born  in  the  United  States  is  high,  the 
quality  of  life  which  the  majority  of  Americans  have  experienced  is  unknown  to 
the  millions  of  Hispanic  Americans  of  third,  fourth,  or  more  generations. 

The  special  stresses  that  accompany  the  process  of  migration  and  immigra- 
tion have  been  of  particular  significance  to  Hispanics  because  of  critical 
cultural-value  differences.  The  resultant  higher  level  of  bicultural  distress 
has  in  many  ways  surpassed  that  of  other  Americans  with  multicultural  origins. 
This  has  been  well  known  to  the  Chicano  who  has  long  struggled  with  such  basic 

I questions  as  "What  is  a Chicano?"  More  often  than  not,  the  discussion  of  the 
"Indianness"  of  the  Chicano  is  still  met  with  automatic  and  open  hostility  or 
denial  from  within  the  same  ethnic  group,  a fact  which  is  simply  a reflection 
of  centuries-old  cultural  oppression  and  consequent  repression  as  defense 
mechanisms.  Nevertheless,  the  Chicano  continues  to  function  by  traditional 
native  values  and  methods  (Solis,  1977a,  b)  . 

Although  assimilation  or  acculturation  may  have  become  a reality  for  some 
Hispanics,  the  great  majority  do  not  show  signs  of  proceeding  along  those 
courses.  It  would  appear  wise  to  consider  the  basis  of  this  phenomenon.  Na- 
tive traditions  have  certainly  proven  to  be  no  less  ancient  and  no  less  pro- 
found than  European  cultural  traditions.  Then  there  is  also  the  inevitable 
^ influence  resulting  from  the  immediate  proximity  to  native  homelands.  For  ex- 
ample, Chicanos,  the  majority  of  whom  have  village  relationships  south  of  the 
border,  are  conscious  of  the  "resurgimiento  indigene"  that  continues  to  sweep 
Mexico  since  the  recent  six-year  presidency  of  Luis  Echeverria  Alvarez,  and 
I which  continues  under  the  current  Mexican  President  Jose  Lopez  Portillo.  The 
"boosting"  effect  upon  traditional  cultural  values  north  of  the  border  has 
been  significant  and  can  be  expected  to  continue  regardless  of  changes  anti- 
cipated at  this  time.  It  might  be  said  that  the  Chicano  and  the  Mexicano  are 
entering  into  a process  of  mutually  beneficial  cultural  enrichment,  which  is 
providing  the  Chicano  with  specialized  concepts  with  which  to  remedy  some  con- 
temporavry  psychocultural  problems  and  illnesses  related  to  minority  status. 

I Although  somewhat  similar  to  the  Chicano  condition,  the  situation  of 

i Puerto  Ricans  in  the  mainland  has  unique  characteristics.  As  citizens,  Puerto 
I Ricans  may  travel  to  the  United  States  easily;  however,  they  must  make  pro- 
ij  found  psychological  and  sociocultural  adjustments  as  they  migrate  to  the  main- 
j land.  Young  families  arrive  daily  from  rural  areas  of  Puerto  Rico,  and  often 
the  adults  have  little  traditional  schooling  or  urban  labor  skills.  These 
families  experience  cultural  shock  as  they  struggle  to  adapt  to  the  urban  en- 
vironment in  the  presence  of  linguistic,  cultural  and  employment  barriers. 
Perhaps  in  response  to  these  stresses,  they  tend  to  form  neighborhoods  of 
Spanish-speaking  families  to  simulate  the  extended  family  relationships  com- 
monly encountered  in  Puerto  Rico,  These  residency  patterns  compound  the  in- 
effectiveness of  the  services  provided  by  the  social  institutions  of  the 
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cities — health,  welfare,  police,  courts,  schools,  housing,  etc.  (Cohen, 

1977). 

Cuban  Americans  have  special  needs  stemming  from  their  unique  patterns  of 
immigration  and  demographic  characteristics.  The  fact  that  most  Cubans  migra- 
ted to  the  United  States  over  a short  period  of  time  creates  a situation  con- 
siderably different  from  that  of  Mexican  Americans,  for  example,  who  continue 
to  enter  this  country  in  a steady  stream.  Among  other  things,  these  differ- 
ences in  immigration  patterns  have  resulted  in  differential  acculturation 
rates.  There  is  some  evidence  indicating  that'  some  Cubans,  the  young  in  par- 
ticular, have  reached  levels  of  acculturation  in  15  years  comparable  to  those 
of  second-  or  even  third-generation  Mexican  Americans  (Szapocznik  et  al.,  in 
press) , 

A unique  problem  stemming  from  the  Cuban  American  experience  is  the  de- 
velopment of  significant  intergenerational  "gaps"  in  acculturation  between 
parents  and  children  in  many  Cuban  families.  The  resulting  conflicts  in  be- 
havioral and  value  orientations  have  been  shown  to  contribute  significantly  to 
the  emergence  of  mental  health  problems  in  this  population  (Szapocznik  et  al., 
in  press) . 

To  summarize,  the  issues  of  multiculturalism  and  acculturation  among  the 
Hispanic  peoples  are  broad,  complex  and  profound.  Biculturality  ranges  from 
Native  American/European  (as  in  the  case  of  Chicanos)  to  African/European  for 
some  Spanish-speaking  Americans  and  to  Anglo/Hispanic  for  still  others.  These 
bicultural  differences  account  for  differences  in  the  nature  and  rate  of  ac- 
culturation, as  well  as  differences  in  mental  disease  patterns,  syndromes  and 
treatment  modalities.  Furthermore,  in  addition  to  addressing  bicultural  value 
conflicts,  prevention  in  Hispanic  mental  health  must  deal  with  the  complex 
stresses  involving  resettlement  (migration  and  immigration)  and  socioeconomic 
disadvantages. 

The  foregoing  discussion  pointed  out  a number  of  cultural  differences 
among  the  various  Hispanic  subgroups.  There  are,  however,  certain  underlying 
themes  that  are  common  to  most  Hispanic s.  One  of  them,  the  Spanish  language, 
has  already  been  discussed.  Another  common  theme  is  the  strength  of  the  com- 
munity as  a social  institution,  "El  Concepto  de  la  Familia"  views  the  entire 
community  as  a cohesive  "family."  Over  the  centuries,  "La  Familia"  has  func- 
tioned as  the  protecting,  nurturing,  and  healing  force  that  maintains  the 
healthy  well-being  of  Hispanic  communities,  and  as  such  identifies  the  His- 
panic mental  health  idea  of  a true  support  system  (Duran,  1975). 

Much  of  what  has  previously  been  labeled  as  "lack  of  development"  or 
"failure  to  adapt"  has  really  been  due  to  not  reaching  this  state  of  all- 
inclusiveness,  "familia-style, " which  places  any  Hispanic  mental  health  pro- 
gram within  the  barrio  * s circle  of  service  agencies.  These  Concilios  (or 
Councils)  are  modern  versions  of  a pre-Hispanic  urban  tribal  development  con- 
taining their  own  philosophical  basis  and  methodology  (Solis,  1977b). 

Part  of  this  philosophy  and  feeling  is  based  upon  the  maintenance  of  a 
conscious  community-wide  commitment  and  involvem.ent  in  the  support  system. 
Through  continuous  relationship  with  this  structure,  community  mental  health 
education  can  bring  about  a reduction  or  elimination  of  any  tendency  to  apply 
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( any  stigma  upon  the  psychological  sufferings  attendant  to  the  Hispanic  popu- 
; lations,  especially  when  these  do  reach  clinical  proportions. 

Hispanics  also  recognize  that  programs  of  interethnic  education,  espe- 
: cially  Anglo-Hispanic  programs,  are  needed  to  achieve  greater  interracial  un- 

i derstanding  throughout  the  country.  The  improvement  of  the  understanding  and 

j appreciation  of  the  Hispanic  peoples  and  their  cultures  has  only  partially  be- 
jl  gun.  Further  development  will  require  special  policy  and  legislative  action 
t if  these  basic  processes  are  to  become  a reality  of  which  American  society  can 
) be  proud — a reality  whose  benefits  will  extend  to  all  the  peoples  of  our 
5j  Nation. 

Two  exemplary  programs  demonstrating  these  general  concepts  are  the 
} Centro-Concilio  of  Sacramento,  California  and  the  Puerto  Rican  Family  Insti- 
j ! tute  of  New  York  City.  Many  of  the  specific  recommendations  that  follow  are 

ii  based  on  the  experiences  of  these  two  programs,  as  well  as  other  similar  in- 
I stitutions  which  are  in  the  process  of  emerging. 


I To  simplify  presentation  and  to  identify  function,  the  types  of  recom- 

ft  mended  prevention  oriented  services  for  Hispanic  Americans  have  been  cate- 
\ I gorized  as  either  primary,  secondary,  or  tertiary,  in  accordance  to  the  usual 
; classification  rationale  utilized  in  community  psychiatry  (Caplan,  1964). 

I I Primary  Prevention  Modalities 

The  concept  of  primary  prevention  as  operationalized  in  community  mental 
i ] health  assumes  that  social-environmental  stress  can  either  cause  mental  ill- 
)|i  ness  or  reduce  the  capacity  of  the  individual  or  family  to  cope  with  the  nor- 

imal  stresses  of  life.  Consequently,  primary  prevention  efforts  are  intended 
to  reduce  the  incidence  of  mental  disorders  by  reducing  social-environmental 
stress.  This  means  that  the  members  of  a given  population  must  have  the  bene- 
fit of  sufficient  physical,  psychosocial,  and  sociocultural  resources  (Bou- 
lette,  1977). 

Barrio  cultural  development  means  more  than  the  preservation  of  the  in- 
i tegrity  of  barrios.  Particularly  for  Hispanics  of  native  backgrounds,  cul- 
tural traditions  are  one  of  the  most  potent  vehicles  for  strengthening  the 
individual  and  the  community.  Indeed,  for  most  of  these  Hispanics,  these  cul- 
tural activities  are  also  health  promoting  and  even  healing  at  the  psychologi- 
cal and  somatic  levels. 

The  Centro  Cultural  of  Sacramento  (including  the  Cultural  Program  of  the 
"Breakfast  for  Ninos"  and  the  "Royal  Chicano  Air  Force"*)  is  an  excellent  e'^- 
ample  of  this  community  oriented  development  which  follows  traditional  Mexican 


*A  group  of  Chicano  artists  that  work  with  California’s  Art  Council  and 
other  organizations  to  promote  Hispanic  artistic  events. 
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calendar  events  to  include  community  celebration-ceremonials  in  honor  of  an- 
cestors, La  Madre,  El  Maiz,  birth,  Tonantzin-Guadalupe,  as  well  as  historical 
celebrations  of  community  meeting. 

While  much  of  the  funding  of  these  activities  has  come  from  local 
sources  (which  are  disappearing) , much  should  actually  come  from  the  National 
Endowment  for  the  Arts  as  well  as  Federal  health  and  education  agencies,  at 
least  until  such  time  as  the  barrios  become  economically  closer  to  self- 
support  in  this  area. 

The  particular  importance  of  the  well-developed  Centro  Cultural  to  the 
Hispanic  cannot  be  overemphasized.  Through  a relatively  simple  vehicle,  many 
supportive  functions  are  performed  at  a very  low  cost  and  with  a maximum  of 
community  participation.  The  Centro  Cultural  should  also  function  as  the  com- 
plimentary half  of  the  Concilio  concept  to  form  what  is  referred  to  as  the 
’*Centro-Concilio”  (Solis,  1977b)  , 

The  Centro  Cultural  should  be  a resource  for  the  traditional  arts  such  as 
the  "Artesanias"  which,  with  their  rich  symbolic  meaning  to  individuals  and 
families,  serve  a very  important  function  in  the  prevention  of  mental  illness 
for  both  Hispanic  men  and  women.  With  this  respect,  the  Consejo  de  Pueblos 
Indigenistas  in  Mexico  has  shown  a very  positive  interest  in  developing  ties 
of  mutual  assistance  to  facilitate  the  sharing  of  cultural  resources. 

In  order  to  prevent  mental  illness  by  strengthening  the  psychosocial  and 
sociocultural  resources  available  to  Hispanic  Americans,  the  panel  recommends 
that : 


21,  Hispanic  cultural  development  centers  (Centres  Cul- 
turales)  be  established  at  appropriate  locations  through- 
out the  Nation  for  the  specific  purpose  of  preserving  the 
cultures  and  traditions  of  Hispanic  Americans.  Such  cul- 
tural centers  should  develop  traditionally  significant  pro- 
grams aimed  at  involving  the  entire  community  in  the  develop- 
ment of,  and  participation  in,  the  celebration  of  Hispanic 
cultural  events. 


Hispanic  cultural  education,  aimed  at  both  Hispanics  and  non-Hispanics , 
needs  to  emphasize  those  aspects  which  identify  the  positive  values  of  each 
culture.  For  example,  Hispanics  have  often  reiterated  their  special  respect 
for  those  who  attain  older  age  as  living  reminders  of  such  personal  values  as 
dignity,  formality,  orderliness,  stability,  and  especially  of  wisdom  and  vi- 
sion. On  the  other  hand,  there  is  the  persistence  of  negative  stereotypes 
such  as  those  of  Mexican  "Indianness"  which  eclipses  the  positive  values  of 
interdependence  and  self-sacrifice. 

There  is  evidence  of  geographical  differences  in  the  self-concept  of  His- 
panic children  and  the  extent  to  which  they  view  their  cultural  heritage  in  a 
positive  light.  For  example,  some  studies  have  suggested  that  Hispanic  child- 
ren living  in  the  Midwest  may  be  more  likely  to  have  lower  self-esteem  as 
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compared  to  Blacks  and  Anglos  or  Chicano  children  on  the  West  Coast  (Rice, 
Padilla  & Ruiz,  1974;  Teplin,  1976), 

The  media — television,  in  particular — play  an  important  role  with  respect 
to  the  public  image  of  the  Hispanic  culture.  Although  some  positive  changes 
have  occurred  recently,  the  media  have  often  portrayed  Hispanics  in  an  unfa — = 
vorable  fashion,  thus  fostering  the  proliferation  of  negative  stereotypes. 

The  role  of  the  educational  system  is  of  paramount  importance  for  the  en- 
hancement of  the  Hispanic  culture.  Model  programs  such  as  the  Follow  Through 
project  (funded  by  the  National  Institute  of  Education)  have  demonstrated  that 
well-planned  bilingual/bicultural  education  can  be  of  great  benefit  to  Hispan- 
ic as  well  as  non-Hispanic  children  (Ramirez  & Castaneda,  1974).  In  addition 
to  fostering  a more  positive  image  of  the  Hispanic  culture  by  sensitizing 
teachers,  parents  and  students,  these  model  projects  have  resulted  in  signi- 
ficant improvements  in  academic  performance. 

Past  experience  has  shown  that  in  order  to  be  effective,  bilingual/ 
bicultural  education  must  be  flexible  and  carefully  attuned  to  the  learning, 
incentive-motivation,  human  relation,  and  communication  styles  of  Hispanic 
children.  Furthermore,  these  programs  should  not  isolate  Hispanic  children, 
thus  constricting  and  minimizing  their  exposure.  Finally,  legislation  in  some 
States  is  needed  for  bilingual/bicultural  programs  to  protect  the  cultural 
values  of  Hispanic  children. 

Another  promising  means  of  enhancing  Hispanic  cultural  education  is 
through  collaboration  with  other  countries.  For  example,  the  Institute  Na- 
cional  Indigene  de  Mexico  has  shown  an  interest  in  developing  a cooperative 
relationship  with  Chicanes  from  the  United  States  who  have  already  sought  edu- 
cational resources  south  of  the  border.  More  formal  arrangements  to  this  ef- 
fect, implemented  perhaps  through  the  Office  of  the  President,  would  seem 
highly  desirable. 

In  order  to  enhance  Hispanic  cultural  education  in  the  prevention  of  men- 
tal illness,  the  panel  recommends  that; 

22.  A comprehensive  effort,  national  in  scope,  be  under- 
taken to  educate  Hispanics  as  well  as  the  other  ethnic 
groups  (including  the  majority  group)  concerning  the  posi- 
tive aspects  of  the  Hispanic  culture,  language,  traditions 
and  values.  This  effort  should  be  operationalized  at  a 
multidimensional  level  involving  the  educational  system, 
the  media,  and  collaborative  arrangements  with  Mexico, 

Puerto  Rico  and  other  Latin  American  countries. 


Hispanic  mental  health  education  encompasses  the  two  foregoing  modalities 
but  needs  to  be  developed  within  the  professional  field  as  well.  As  such,  it 
should  be  bilingual/bicultural  in  its  presentation,  taking  into  account  re- 
gional language  and  cultural  variations.  It  should  also  be  complete  in  scope 
of  assistance  so  as  to  include  (a)  identification  of  available  resources; 
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(b)  referral  and/or  personal  guidance  to  the  resources;  (c)  encouragement  on 
the  utilization  of  resources  (assuming  they  are  relevant  to  Hispanics) ; (d) 
comprehensive  educational  programs  for  parents  on  nutrition,  pregnancy  and 
child  development;  and  (e)  culturally  sensitive  assessment/diagnostic  proce- 
dures to  screen  and  evaluate  "high  risk"  children  (Johnson,  et  al. , 1974). 

An  important  element  in  the  implementation  of  such  preventive  services  is 
the  need  for  Hispanic  mental  health  specialists  to  provide  educational  serv- 
ices at  primary  care  centers  such  as  hospitals,  clinics,  and  public  health 
centers,  as  well  as  at  nonagency  settings. 

Hispanic  mental  health  education  should  address  the  issue  of  racism  as  it 
affects  Hispanics  in  general.  Its  more  specific  effects  upon  Chicanos,  with 
their  more  Native  American  ethnicity,  and  the  many  Latinos  with  African  an- 
censtry  should  be  considered  and  addressed.  The  tendency  to  dichotomize  be- 
tween Black  and  White  in  this  country  has  failed  to  reduce  the  specific  forms 
of  racism  which  are  imposed  upon  Hispanic  Americans.  The  emerging  understand- 
ing of  this  process,  as  gained  through  the  new  generation  of  Hispanic  behav- 
ioral scientists,  needs  to  be  put  to  public  use  through  educational  modali- 
ties which  are  accessible  to  Hispanics.  Furthermore,  Hispanic  mental  health 
education  should  be  presented  in  such  a manner  as  to  diminish  or  eliminate  the 
stigma  of  mental  disease  which  often  precludes  or  delays  the  utilization  of 
resources  and  can  result  in  needless  disability  or  even  death. 

Hispanic  mental  health  education  should  also  utilize  all  available  chan- 
nels of  communication  within  the  barrio  such  as  the  public  media  (broadcast 
and  printed),  schools,  clergy,  traditional  healers,  local  police  services,  and 
even  social  gathering  sites  such  as  cantinas  (selected  barrio  bars).  In  addi- 
tion, a greater  effort  needs  to  be  made  to  involve  more  Hispanics  in  the  con- 
cerns of  mental  health  advocacy  organizations  such  as  the  local.  State  and  na- 
tional mental  health  associations  (Izaguirre-Tobelmann,  1977).  The  following 
is  a list  of  programs  which  have  successfully  accomplished  the  above  mentioned 
activities : 

Servicio  de  la  Raza,  Denver,  Colorado 

East  Los  Angeles  Health  Task  Force,  East  L.A.,  California 

Parent-Child  Development  Center,  University  of  Houston,  Texas 

La  Olotera  Counseling  Program,  Sacramento,  California 

Westside  Clergy-Mental  Health  Program,  San  Antonio,  Texas 

La  Raza  Information  Center,  San  Francisco,  California 

The  Mott  Foundation  of  Texas,  Texas  A & M University 

Una  Familia  Sana  (written,  audio,  and  video  educational  materials), 
Santa  Barbara  County  Mental  Health  Services,  California 
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Finally,  the  assurance  that  early  childhood  development  programs  are  re- 
levant to  Hispanics  requires  the  periodic  evaluation  of  such  programs  regard- 
ing both  bilingual  and  bicultural  factors.  For  example,  the  Head  Start  pro- 
gram in  Los  Angeles  County  (largest  program  in  the  Nation)  provides  services 
to  thousands  of  Mexican  American  children.  Although  approximately  30  percent 
of  all  children  enrolled  are  Spanish  monolingual,  the  proportion  of  Spanish- 
speaking professional  staff  rarely  exceeds  10  percent,  and  is  often  as  low  as 
3 percent  (GLACAA,  1977),  Under  these  conditions,  it  is  not  surprising  that 
an  alarming  proportion  of  Chicano  children  are  often  misdiagnosed  and  certi- 
fied as  handicapped  by  reason  of  "speech  impediments."  Another  example  is  the 
finding  that  a test  required  for  millions  of  Chicano  and  other  minority  child- 
ren (preschoolers)  by  the  Early  Periodic  Screening,  Diagnostic,  and  Treatment 
Program  required  the  testing  for  tolerance  of  physical  separation  from  the  mo- 
therj  without  any  consideration  whatsoever  of  cultural  differences  in  the  mo- 
thering process  in  nonwhite  ethnic  groups  (Sabogal-Tori  & Caucedo,  1975). 

In  view  of  the  present  need  to  provide  adequate  mental  health  education 
to  Hispanic  Americans,  the  panel  recommends  that: 

23.  Hispanic  mental  health  education  programs  receive  top 
priority  among  pertinent  local.  State  and  Federal  agencies. 

Such  programs  should  be  bilingual/bicultural  in  nature,  and 
planned  and  implemented  by  Hispanic  Americans  to  insure  their 
relevance  and  sensitivity  to  the  Hispanic  culture (s) . 


Hispanic  women  constitute  a subpopulation  that  is  at  high  risk  with  re- 
spect to  emotional  problems.  They  are  in  double  jeopardy  by  virtue  of  being 
both  women  and  members  of  an  ethnic  minority.  Traditional  Hispanic  values 
concerning  sex-role  differentiation  are  centuries  old  and  are  often  in  sharp 
contrast  with  the  current  rapid  social  changes  taking  place  in  American  soci- 
ety. The  resulting  value  conflicts  make  Hispanic  women  (the  young,  in  parti- 
cular) highly  vulnerable  to  emotional  distress  and  illness.  There  is  some 
evidence,  for  example,  that  the  acculturation  process  produces  significantly 
more  anxiety  among  Hispanic  women  than  it  does  among  Hispanic  men  (Torres- 
Matrullo,  1975;  Warren,  Olmedo  & Go,  1976).  Therefore,  the  panel  recommends 
that : 


24,  The  particular  sociocultural  stresses  faced  by  His- 
panic women  be  researched,  and  the  consequent  findings  be 
used  to  develop  and  implement  counseling  programs  and  other 
interventions  designed  to  prevent  emotiopal  disorders  in 
this  subpopulation. 


Secondary  Prevention  Modalities 

The  concept  of  secondary  prevention  in  community  mental  health  assumes 
that  intervention  early  in  the  course  of  a disorder  will  prevent  the  need  for 
more  intensive  treatment  at  a later  stage.  For  example,  in  service-systems 
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terms,  individuals  treated  early  at  outpatient  or  day/night  programs  would  be 
less  likely  to  require  psychiatric  hospitalization. 

Liaison  with  and  between  barrio  human  services  agencies  offers  the  ailing 
person  the  broad-spectrum  assistance  usually  needed  at  a time  of  crisis.  Giv- 
en the  Hispanic  characteristics  of  reserve,  humility  and  even  economy,  the 
need  for  close  collaboration  between  agencies  (even  to  the  extent  of  pooling 
intake  procedures)  becomes  essential. 

"Legally-implicated”  Hispanic  teenagers  and  their  families  are  examples 
of  individuals  and  families  needing  multiservicing  from  such  Concilio-type  or- 
ganizations, Also  in  need  of  such  services  are  Hispanic  children  and  adoles- 
cents involved  in  substance  abuse.  There  is  evidence  indicating  that  Hispanic 
youth,  particularly  in  large  city  barrios,  abuse  drugs  at  prevalence  rates  up 
to  14  times  the  national  norms  for  the  same  age  cohort  (Padilla  et  al.,  in 
press) . Juvenile  Diversion  programs  such  as  the  Real  Alternatives  Program  of 
San  Francisco  and  the  San  Antonio  Youth  Drug  Abuse  Project  have  demonstrated 
significant  success  in  utilizing  similar  liaison  efforts.  The  panel  therefore 
recommends  that: 

25.  Programs  designed  to  provide  human  services  to  His- 
panic Americans  provide  for  closer  liaison  with  mental 
health  service  delivery  systems  and  personnel.  Umbrella- 
type  organizations,  such  as  the  Centro-Concilio  and  Centres 
Familiares,  should  provide  the  models  for  such  programs. 


Mental  health  services  within  primary  health  care  programs  have  shown 
timely  response  to  crisis  among  Hispanics.  An  example  of  a culture-specific 
mental  health  service  need  is  the  significantly  closer  relationship  between 
psychological  and  somatic  illness  in  Hispanics.  The  psychological  "overlay" 
in  up  to  80-  and  90  percent  of  barrio  clinic  patients  is  well  known  amongst 
clinicians. 

The  successful  utilization  of  especially  trained  paraprof essionals  in 
the  reaching  out  to  otherwise  unreachable  Hispanics  has  been  observed  in  such 
barrio  programs.  Two  examples  of  such  a combination  of  efforts  are  the 
Hunt*s  Point  Multiservice  Center  in  the  Bronx  and  the  Mission  Neighborhood 
Health  Center  in  San  Francisco.  The  panel  recommends  that : 

26.  Mental  health  services  be  made  available  to  Hispanic 
Americans  within  the  context  of  primary  health  care  pro- 
grams. This  recommendation  assumes  the  availability  of 
Hispanic  mental  health  personnel  at  locations  where  pri- 
mary health  care  is  delivered,  such  as  hospitals  and  barrio 
clinics , 


The  terra  resettlement  program  is  being  recommended  to  better  focus  on  the 
purpose  and  function  of  such  programs  dealing  with  the  needs  of  migrants  and 
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immigrants.  Resettlement  thus  refers  to  both  internal  and  external  resettle- 
ment involving  substantial  distances.  There  is  now  more  knowledge  available 
on  the  special  stresses,  phases,  and  disabilities  of  psychological  proportions 
affecting  these  individuals  and  families.  Hispanics  are  currently  undergoing 
this  type  of  change  and  are  well  represented  in  the  client  populations  of  most 
human  services  in  the  barrios. 

^-Thile  independent  resettlement  programs  may  be  necessary,  these  spe- 
cialized services  can  also  be  provided  through  Hispanic  mental  health  service 
programs.  However,  steps  should  be  taken  to  assure  that  service  providers 
have  developed  an  awareness  of  resettlers  as  a special  risk  category,  have  an 
education  of  the  resettlement  process  and  its  clinical  management,  and  provide 
speedy  access  to  needed  human  service  resources.  The  panel  recommends  that: 

27.  Resettlement  programs,  either  separate  or  as  a part 
of  existing  services,  be  funded  by  the  Immigration  Depart- 
ment, as  well  as  by  appropriate  city  and  State  governments, 
to  guide  and  introduce  Hispanics  to  the  Anglo  culture. 

These  programs  should  focus  on  educating  immigrants  about 
the  expectations  of  the  American  culture,  and  provide  eco- 
nomical, social  and  political  information. 


Tertiary  Prevention  Modalities 

The  prevention  of  relapse  in  recovered  Hispanic  patients  has  been  largely 
ignored.  There  are,  however,  some  model  projects  in  existence  which  indicate 
that  successful  aftercare  programs  must  be  comprehensive  in  nature,  coordinat- 
ing various  community  resources  to  provide  vocational  training,  cultural  acti- 
vities, placement  services,  etc.  Two  such  successful  programs  are  El  Centro 
of  East  Los  Angeles  and  the  Fellowship  House  (1977)  of  Dade  County,  Florida . 
The  panel  recommends  that: 

28,  Aftercare  programs  for  Hispanic  patients  be  developed 
and  implemented  within  the  context  of  comprehensive  human 
services  that  coordinate  community  resources  to  provide 
cultural  support  throughout  the  rehabilitation  period. 
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CONCLUSION 


In  concluding  this  report  to  the  President’s  Coiranission  on  Mental  Health, 
the  Hispanic  panel  wishes  to  emphasize  five  important  points  with  respect  to 
the  mental  health  of  Hispanic  Americans: 

1.  Hispanics  are  a significant  and  rapidly  growing  segment  of  American 
society;  they  will  be  the  largest  minority  group  within  the  next  25  years. 

2.  Hispanics  are  a heterogeneous  population,  composed  of  subgroups  which 
vary  widely  in  terms  of  national  origin,  race,  demographic  dimensions,  and 
cultural/linguistic  characteristics;  consequently,  their  health  and  mental 
health  needs  are  also  diverse. 

3.  For  a variety  of  historical  reasons,  including  a constant  influx  from 
ancestral  lands,  Hispanics  have  maintained  their  language,  cultural  heritage, 
and  ethnic  identity.  Recognition  of  this  reality  is  an  essential  prerequisite 
in  the  planning  and  implementation  of  any  effective  national  mental  health 
policy  to  deliver  services,  conduct  research,  and  develop  prevention 
strategies . 

4.  Perhaps  as  a result  of  the  struggle  to  maintain  their  culture,  His- 
panics as  a group  have  not  "assimilated"  into  the  mainstream  American  socio- 
political structure;  consequently,  they  have  been  systematically  denied  their 
equitable  share  of  the  Nation’s  resources  and  opportunities,  including  the 
right  to  adequate  health  and  mental  health  care. 

5.  The  increased  participation  of  Hispanic  peoples  in -the  shaping  of 
their  own  destiny  will  be  the  single  most  important  element  of  a future  na- 
tional policy  designed  to  improve  their  health  and  mental  health  status. 

The  message  we  have  attempted  to  convey  to  this  Commission,  the  Presi- 
dent, and  the  American  people  is  not  an  ethnocentric  litany  of  discord  and 
isolationism.  Our  message  is,  instead,  the  assertion  of  a fundamental  prin- 
ciple proclaimed  by  the  Founding  Fathers  of  this  Nation:  the  inalienable 

right  to  freedom,  dignity,  and  the  pursuit  of  happiness. 
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Los  Angeles,  California 
February  15,  1978 


The  President’s  Commission  on  Mental  Health 
The  White  House 
Washington,  D.C. 

Dear  Commissioners: 

Enclosed  please  find  the  Report  of  the  Special  Population  Subpanel  on  Mental 
Health  of  Hispanic  Americans, 

The  Hispanic  community  has  been  keenly  aware  of  the  importance  of  this  Com- 
mission since  its  establishment  by  President  Carter  on  February  17,  1977. 

We  have  recognized  the  magnitude  and  the  complexity  of  the  Commission’s  task 
as  well  as  its  critical  implications  for  the  mental  health  of  the  United 
States  population  and  of  Hispanic  Americans  in  particular.  The  interests  and 
concerns  of  Hispanics  in  the  mental  health  fields  began  to  coalesce  at  the 
Meeting  on  Mental  Health  Needs  of  Hispanic  American  Communities  which  took 
place  at  Yale  University  on  July  7,  1977.  This  working  conference  was  at- 
tended by  leading  Hispanic  professionals  involved  in  research  and  service  de- 
livery, Also  present  were  three  of  the  Commissioners  and  the  staff  liaison 
for  the  Special  Populations  Panel,  (A  complete  list  of  participants  is  pro- 
vided in  Appendix  B of  the  Report.) 

This  meeting  was  chaired  by  Dr.  Amado  M.  Padilla  and  Dr.  Carlos  Caste  who  also 
presented  working  papers  on  Hispanic  priorities  for  mental  health  research  and 
service  delivery.  These  materials  as  well  as  the  deliberations  of  the  parti- 
cipants were  summarized  and  delivered  to  the  Special  Populations  Panel. 

In  the  following  months  it  became  apparent  that  the  diverse  mental  health 
needs  and  priorities  of  special  populations  required  the  Commission’s  estab- 
lishment of  specific  task  forces  for  women,  the  handicapped  and  each  racial/ 
ethnic  minority.  Thus  the  Subpanel  on  Mental  Health  of  Hispanic  Americans 
was  established.  The  Panel  was  charged  with  the  task  of  studying  the  current 
status  of  Hispanic  mental  health  and  reporting  its  findings  to  the  Commission. 
In  addition,  the  Panel  was  to  make  recommendations  to  the  Commission  regard- 
ing mental  health  service  delivery,  research  and  prevention  strategies  that 
focused  on  the  Hispanic  American  population. 

The  Panel  met  in  Washington,  D.C.  on  December  5-6,  1977,  to  examine  the  cur- 
rent status  of  Hispanic  mental  health,  develop  a general  outline  for  the  re- 
port and  formulate  specific  recommendations.  The  background  materials  from 
the  Yale  meeting  served  as  basis  for  the  deliberations  of  the  Panel.  Three 
members  of  the  Panel,  Drs,  Woodbury,  Martinez  and  Solis,  graciously  volun- 
teered to  prepare  initial  drafts  on  service  delivery,  research  and  preven- 
tion respectively;  Dr.  Lecca,  Cochairman,  prepared  materials  on  planning  and 
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implementation.  These  various  components  were  integrated  into  a draft  report 
by  Dr,  Olmedo,  Cochairman.  The  draft  was  then  distributed  to  the  Panel  mem- 
bers for  comment,  and  the  preliminary  report  was  presented  to  the  Commission 
at  the  meeting  held  on  January  16-17,  1978. 

We  wish  to  express  our  appreciation  to  the  Commission  for  the  opportunity  of 
submitting  our  Report.  In  particular,  we  wish  to  thank  Mrs.  Carter,  Honorary 
Chairperson,  and  Commissioners  Jose  Cabranes,  Martha  Mitchell,  Reymundo 
Rodriguez  and  Franklin  Vilas  for  their  support. 

We  wish  to  express  our  appreciation  to  Beatrix  A.  Hamburg,  M.D. , Commission 
Study  Director,  for  her  role  in  establishing  the  Task  Panel  on  Special  Popu- 
lations and  its  subpanels.  We  are  also  deeply  grateful  to  Dr.  Delores  Parron, 
Commission  staff.  Her  remarkable  sensitivity  to  the  mental  health  needs  of 
Hispanic  Americans  has  been  manifested  by  her  role  in  the  work  of  this  Panel 
and  by  her  unfailing  support  of  our  efforts. 

Finally,  we  wish  to  acknowledge  other  individuals  and  organizations  who  in 
many  ways  facilitated  our  efforts.  Dr.  Amado  M.  Padilla,  although  absent  from 
the  country,  gave  us  continuing  support  and  encouragement.  Dr.  Jose 
Szapocznik  provided  many  useful  comments  on  earlier  drafts.  The  National 
Coalition  of  Hispanic  Mental  Health  and  Human  Services  Organizations  gave  us 
important  background  materials.  The  staff  of  the  Spanish  Speaking  Mental 
Health  Research  Center  at  the  University  of  California,  Los  Angeles,  Mr.  Peter 
Romero  and  Ms,  Kay  Davenport  in  particular,  provided  valuable  suggestions  and 
the  technical  support  necessary  for  the  completion  of  this  Report. 

The  Special  Populations  Subpanel 
on  Mental  Health  of  Hispanic  Americans, 


by  /s/ 

Esteban  L,  Olmedo,  Ph.D. 
Cochairman 


Pedro  Lecca,  Ph,D,,  Cochairman 
Carlos  Caste,  M.D. 

Raquel  Cohen,  M.D, 

Marisa  Cooper 
Ricardo  Galbis,  M.D. 

Josue  Gonzalez,  Ph.D, 

Floyd  Martinez,  Ph.D, 


Juan  Ramos,  Ph.D. 

Javier  Saenz,  Ph.D. 
Rodolfo  Sanchez 
Arnoldo  Solis,  M.D. 
Barbara  Tobelman,  Ph.D. 
Michael  Woodbury,  M.D. 
Margarita  Farina  Woodbury 
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APPENDIX  B 

LIST  OF  PARTICIPANTS 


Meeting  on  Mental  Health  Needs  of 

Hispanic  American  Communities  in  U.S.A.,  Yale  University,  July  7,  1977 


si  Carlos  Caste,  M,D.,  Cochairman 

ail  Assistant  Professor  and  Director 

t|  Hispanic  Services  Division 

j Department  of  Psychiatry 

3!  School  of  Medicine 

S|  Yale  University 

If*  New  Haven,  Connecticut 

3 ' Ms,  Ana  Anders 

;l  Coordinator  for  Hispanic  Affairs 
si  Saint  Elizabeth  Hospital 
5 National  Institute  of  Mental  Health 
Washington,  D.C, 

(■  Margarita  Garcia,  Ph.D, 
j Associate  Professor 
j Department  of  Psychology 
I Montclair  College 
1 Upper  Montclair,  New  Jersey 

. John  Herrera,  Ph.D. 
i , South  End  Community  Health  Center 
I Boston,  Massachusetts 

' Ms.  Faustina  Knoll 

Community  Health  and  Social  Services 
Detroit,  Michigan 

Richard  E,  Lopez,  Ph.D. 

Project  Officer 

Center  for  Minority  Group  Mental 
Health  Programs 

Division  of  Special  Mental  Health 
Programs 

National  Institute  of  Mental  Health 
Washington,  D.C, 

Esteban  L.  Olmedo,  Ph.D, 

Associate  Director 
Spanish  Speaking  Mental  Health 
Research  Center 
: Department  of  Psychology 

University  of  California,  Los  Angeles 
ji  Los  Angeles,  California 


Amado  M.  Padilla,  Ph.D.,  Cochairman 
Associate  Professor  and  Director 
Spanish  Speaking  Mental  Health 
Research  Center 
Psychology  Department 
University  of  California,  Los  Angeles 
Los  Angeles,  California 

Commissioner  Jose  Cabranes 
President’s  Commission  on  Mental 
Health 

New  Haven,  Connecticut 

Vivian  Garrison,  Ph.D. 

Associate  Professor 
Department  of  Psychiatry 
College  of  Medicine  and  Dentistry  of 
New  Jersey 
Newark,  New  Jersey 

Roberto  Jimenez,  M.D. 

Boston  University 
Boston,  Massachusetts 

Pedro  Lecca,  Ph.D. 

Assistant  Commissioner 
New  York  City  Department  of  Mental 
Health,  Mental  Retardation  and 
Alcoholism 
New  York,  New  York 

Commissioner  Martha  Mitchell 
President’s  Commission  on  Mental 
Health 

Yale  University 

New  Haven,  Connecticut 

Delores  Parron,  Ph.D. 

Special  Populations  Panel 
President’s  Commission  on  Mental 
Health 

Washington,  D.C. 
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Juan  Ramos,  M.S.W, 

School  of  Social  Work 

Southern  Connecticut  State  College 

New  Haven,  Connecticut 

Pedro  Ruiz,  M.D, 

Assistant  Dean  and  Professor 
Department  of  Psychiatry 
Albert  Einstein  Medical  College 
Bronx,  New  York 

Jose  Szapocznik,  Ph,D. 

Director  of  Research 
Encuentro  Spanish  Family  Guidance 
Clinic 

Department  of  Psychiatry 
University  of  Miami 
Miami,  Florida 

Commissioner  Franklin  E,  Vilas,  Jr, 
President’s  Commission  on  Mental 
Health 

Rector,  Diocesan  Church  of  St.  Ann 
and  the  Holy  Trinity 
Brooklyn,  New  York 


Julian  Rivera,  M.S.W. 

Chairman,  Board  of  Directors 
National  Coalition  of  Hispanic 
Mental  Health  and  Human  Services 
Organizations 
New  York,  New  York 

Mr,  Dololfo  Sanchez 

National  Director,  National  Coalition 
of  Hispanic  Mental  Health  and 
Human  Services  Organizations 
Washington,  D.C. 

Albert  Vasquez,  Ph.D. 

Director,  Pilsen  Little  Village 
Mental  Health  Center 
Chicago,  Illinois 
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"This  is  a good  day  to  live" 


"Many  problems  need  to  be  solved.  Many  new  problems  are  emerging. 
But  with  the  combined  effort  of  our  youth  and  of  our  older  people, 
it  will  be  done.  Let  us  look  forward  to  meet  this  kind  of 
challenge." 


From  a speech  made  to 
National  Indian  Youth  Council,  1977 
by 

Regis  Pecos 

Native  of  Cochiti  Pueblo  and 
Princeton  Graduate,  Technical  Assistance  Advisor 
Americans  for  Indian  Opportunity 
Albuquerque,  New  Mexico 


If  I were  home 
I would  be 
in  the  mountains 
where  the  pine  trees  grow 
where  the  deer  play 
where  the  winds  blow 
where  the  coyotes  howl 
I would  be 
where  I am  free. 


Andrew  Joseph,  Jr.  (elementary  grade) 
from  the  Wee  Wish  Tree,  Colville  Indian 
Reservation,  Washington. 
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COMPOSITION  OF  INDIAN  COMMITTEE  AND  WORK  PLAN 

For  the  sake  of  brevity,  the  composition  and  work  of  the  Indian  task 
subpanel  have  been  included  in  the  appendix.  The  work  was  accomplished  by 
American  Indian  and  Alaska  Native  persons  who  were  representative  of  tribal 
and  nontribal  groups  throughout  the  United  States.  (See  the  appendix.) 

INTRODUCTORY  STATEMENT 

It  was  a difficult,  if  not  impossible,  task  for  the  Indian  task  sub- 
panel to  discuss  every  unique  aspect  of  the  American  Indian  and  Alaska 
Natives  when  studying  services  for  Indian  people.  Also,  it  was  not  the 
intent  of  the  subpanel  to  single  out  one  single  tribal  group,  organization, 
or  community  group  for  exclusion  from  services.  This  subpanel  recognizes 
that  each  group  has  a great  need  and  the  right  for  local  control  and 
planning. 

Legislative  language  in  the  past  has  eliminated  some  Indian  people 
from  eligibility  for  services;  usually  the  persons  left  out  were  Indians 
living  in  urban  areas,  Indians  in  rural  areas  off  reservations,  and  Indian 
students  at  universitites  and  colleges. 

More  frequently,  Indian  persons  are  faced  with  barriers  because  of 
rulemaking,  administrative  decisions,  and  other  bureaucratic  "white-tape." 
Other  barriers  are  geographic,  political,  economic,  and  ethno-cultural  in 
nature. 

It  is  the  intent  of  this  subpanel  to  espouse  the  philosophy  that 
American  Indian  people  should  and  must  have  mental  health  services  no 
matter  where  they  reside  and  have  equal  priority.  This  belief  is  based  on 
the  unique  trust  relationship  that  Indian  peoples  have  with  the  U.S.  Federal 
Government,  which  is  based  on  treaties  and  the  U.S.  Constitution. 


NATURE  OF  THE  INDIGENOUS  PEOPLE  OF  THE  UNITED  STATES 
Indigenous  People 

American  Indians  and  Alaska  Natives  are  the  indigenous  persons  of  the 
United  States.  History  indicates  that  the  indigenous  peoples  of  the  United 
States  were  at  first  friendly  to  the  while  aliens,  often  providing  food  and 
shelter  as  well  as  protection.  It  was  not  until  later  that  the  indigenous 
peoples  were  regarded  as  hostiles  and  savages. 


Minority  Status;  A Fallacy 

One  of  the  major  problems  that  faces  the  American  Indians  when  they 
deal  with  government  is  the  imposition  of  the  status  of  minority  persons. 
While  the  Indian  is  a "minority  person"  in  the  sense  that  he  or  she  is  a 
person  of  color,  the  only  commonality  the  Indian  shares  with  other  minori- 
ties is  that  of  racism  and  poverty. 
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It  is  the  intent  of  the  subpanel  that  this  point  be  kept  clearly  in 
mind  by  the  Commission  when  it  reviews  the  report  and  recommendations. 


Governments  Within  a Nation 

To  explain  the  position  and  relationship  of  the  American  Indian  with 
the  U.S.  Government,  it  is  necessary  that  the  Commission  understand  the 
sovereign  nature  of  tribal  governments  and  the  dual  citizenships  of  Indian 
peoples.  The  American  Indian  Policy  Review  Commission  (Public  Law  93-580), 
which  completed  its  study  in  1977,  gives  a detailed  report  on  the  current 
status  of  Indian  tribes  as  sovereigns.  The  report  states; 

It  is  generally  believed,  mistakenly,  that  the  federal 
government  owes  the  American  Indian  the  obligation  of  its 
trusteeship  because  of  the  Indians^  poverty,  or  because  of 
the  governments'  wrong  doing  in  the  past.  Certainly  American 
Indians  are  stricken  with  poverty,  and  without  question  the 
government  has  abused  the  trust  given  it  by  the  Indian  people. 

But  what  is  not  generally  known,  nor  understood,  is  that  with- 
in the  federal  system  the  government’s  relationship  with  the 
Indian  people  and  their  sovereign  rights  are  of  the  highest 
legal  standings,  established  through  solemn  treaties,  and  by 
layers  of  judicial  and  legislative  actions. 

For  the  federal  government  to  continue  to  unilaterally 
break  its  agreement,  especially  to  a people  as  unique  to  our 
history  as  are  the  Indians,  would  constitute  moral  and  legal 
malfeasance  of  the  highest  order. ^ 


Who  Are  Indians? 

Another  difficulty  facing  any  task  force  or  other  study  group  when  dis- 
cussing American  Indians  and  Alaska  Natives  is  the  issue  of  exactly  who  is 
an  Indian.  It  seems  that  defining  who  is  an  Indian  and  setting  parameters 
or  limits,  if  you  will,  is  a Herculean  task.  One  would  have  to  be  the  utmost 
of  brave,  have  wisdon  yet  unknown  as  well  as  unlimited  foolishness  to  de- 
scribe exactly  who  is  an  Indian. 

This  subpanel  recognized  that  while  it  is  a very  emotional  issue,  it  is 
also  a legal  one.  Also  it  seems  the  Federal  Government  has  indulged  itself 
at  the  expense  of  the  Indian  person  by  defining  who  exactly  is  an  Indian  for 
what  often  appear  to  be  bureaucratic  and  capricious  reasons. 

For  the  purposes  of  this  study  and  recommendations,  these  are  the  group- 
ings of  American  Indians  and  Alaska  Natives  considered.  It  is  the  intent  of 
this  subpanel  to  reject  the  euphemism  ’’Native  American”  in  favor  of  the  term 
’’American  Indian  and  Alaska  Native”  because  many  non-Indian  persons  consider 


^American  Indian  Policy  Review  Commission,  Final  Report,  Submitted  to 
Congress,  May  17,  1977,  p.l. 
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themselves  to  be  "natives."  For  the  purposes  of  brevity  the  rest  of  the 
report  will  refer  to  "American  Indian"  with  the  intent  that  this  includes 
the  Alaska  Natives . 

The  following  groupings  of  American  Indians  were  considered  in  this 
report: 

(1)  Federally  Recognized  Tribes 

(2)  State  Reservations 

(3)  Nonreservation  Indians 

(a)  Urban 

(b)  Nonrecognized 

(c)  Rural 

(d)  Nonrecognized  Rancherieas 

(4)  Terminated  Tribes 

Almost  all  of  Indian  country  is  involved  in  defining  "Indian."  It  is 
the  concern  of  this  subpanel  that  Indian  people  themselves  be  consulted  by 
and  involved  with  those  agencies  and  other  Federal  bodies  that  are  "defining" 
an  Indian.  No  matter  which  definition  is  decided  upon,  some  innocent  and 
needy  Indian  person  will  be  eliminated  from  service. 

If  service  for  Indian  people  were  the  direct  responsibility  of  tribal 
governments,  there  would  be  much  less  need  for  interference  in  the  definition 
process  by  Federal  persons.  Tribal  members  would  become  much  more  involved 
in  their  tribal  governmental  process  and  more  involved  in  supporting  a re- 
sponsive tribal  government. 

At  present,  tribal  government  is  weakened  by  lack  of  responsibility  for 
its  own  members’  service.  Service  comes  to  tribal  members  from  outside 
sources  and  eligibility  is  decided  by  Federal  bureaucracy. 


HISTORICAL  TREATMENT  OF  AMERICAN  INDIANS 

The  American  Indian  Policy  Review  Commission  (AIPRC)  titles  its  final 
chapter  "CAPTIVES  WITHIN  A FREE  SOCIETY"  and  states: 

The  view  of  American  history  from  the  Native  American 
side  of  the  frontier  offers  a curiously  reversed  image  of  the 
rise  and  fall  of  nations.  Commonly,  historians  of  the  United 
States  describe  the  period  1607  to  1776  as  the  "colonial 
period,"  for  most  Indian  tribes  this  same  stretch  of  years 
represents  a period  of  relative  independence  and  equality 
between  red  nations  and  white  colonies.  . . .America’s  rise 
to  "world  power"  entailed  the  reduction  of  the  Native  Amer- 
icans to  the  status  of  a captive  population,  euphemistically 
termed  "wards. 


'Ibid,  p 


47. 
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Earlier  in  this  report  the  first  Indians  were  described  as  friendly  and 
helpful  to  the  alien  whites.  But  as  the  thrust  of  acquisition  for  land  and 
economic  control  became  the  primary  concern  of  the  settlers,  the  American 
Indian  became  the  savage  hostile  to  be  destroyed.  The  policy  of  the  U.S. 
Government  was  destruction  of  the  indigenous  peoples  in  order  to  acquire 
their  land. 

When  the  United  States  won  its  independence  from  Britain  and  the  early 
Government  was  formed,  the  U.S.  Constitution  spelled  out  carefully  how  the 
U.S.  Government  was  to  relate  to  Indian  tribes.  This  was  a period  of  treaty 
writing  and  negotiation.  It  was  also  a period  of  exploitation  as  well  as 
genocide.  Several  tribal  groups  were  effectively  exterminated  during  this 
period. 

Following  the  two  important  historic  occurrences  of  Custer’s  defeat  and 
the  Wounded  Knee  massacre,  the  period  of  attempted  civilization  by  mission- 
aries was  begun.  Cultural  genocide  was  rampant.  During  this  period  disease, 
starvation,  and  loss  of  spirit  killed  a great  many  American  Indians.  It  was 
their  lowest  ebb. 

In  the  early  1920 ’s  and  into  the  present,  the  colonization  of  the  Amer- 
ican Indian  was  begun.  The  classic  pattern  of  the  colonizer  and  colonized 
was  established.^  This  subpanel  will  view  the  effects  of  this  relationship 
in  discussing  the  current  life  situation  of  the  American  Indian. 

In  the  late  1940 ’s  and  into  the  1950 ’s  the  melting  pot  theory  of  America 
became  very  popular.  The  policy  of  the  Government  became  one  of  assimilation. 
Every  attempt  was  made  to  turn  the  Red  man  (and  woman)  into  a white.  Reloca- 
tion off  reservations  to  large  urban  cities  in  the  1950 ’s  created  the  current 
situation  called  the  "urban  Indian  problem."  Tribes  were  "terminated"  by  the 
Federal  Government  in  an  attempt  to  encourage  assimilation. 

This  period  saw  the  formulation  of  one  of  the  major  Indian  organizations, 
the  National  Congress  of  American  Indians,  to  combat  this  Federal  policy. 

Many  great  Indian  leaders  were  developed  during  this  period  as  well. 

Even  though  assimilation  is  the  intent  of  many  programs  provided  for 
Indians,  the  period  following  termination  policy  was  that  of  benign  neglect. 
The  colonizers  established  new  strongholds  and  became,  if  possible,  even  more 
firmly  entrenched.  A stronger  and  more  extensive  cadre  of  colonized  Indians 
was  now  available.  The  Indian  had  truly  become  a "captive  within  a free 
society." 


3 

Freire,  Paulo,  Pedagogy  of  the  Oppressed,  Seabury  Press,  New  York,  1974. 
See  also: 

Memmi,  Albert,  The  Colonizer  and  the  Colonized,  Beacon  Press,  Boston, 

1965. 

Schumacher,  E.  F.,  Small  if  Beautiful,  Harper  and  Row,  New  York,  1975. 
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The  Civil  Rights  Movement,  the  leaders  such  as  Martin  Luther  King  and 
Jack  Kennedy,  and  the  period  of  protest  stimulated  and  inspired  young 
Indian  people.  Many  young  Indians,  who  were  frustrated  with  the  colonized 
atmosphere  and  who  viewed  themselves  from  the  position  of  the  oppressed, 
began  to  demand  attention  for  Indian  people.  Indians  participated  and 
got  attention  in  the  Poor  People's  March.  Fort  Lawton,  Denver,  Alcatraz, 
the  Bureau  of  Indian  Affairs  sit-in.  Trail  of  Broken  Treaties,  and  Wounded 
Knee  brought  the  American  Indian  to  the  attention  of  the  American  people. 

Young  Indian  people  were  becoming  educated;  they  were  learning  how  to 
deal  with  the  white  man,  using  white  man's  law  in  white  man's  courts. 
Rights  for  Indians,  especially  in  the  area  of  land,  water,  and  minerals, 
became  not  only  possible  but  an  actuality.  Other  major  decisions  were 
favorable  to  Indians,  such  as  the  Supreme  Court  case  on  Indian  Preference 
which’  reaffirmed  the  old  law  that  entitled  Indians  to  govern  themselves 
as  political  units  rather  than  minorities. 

However,  the  wave  of  positive  and  favorable  court  decisions  such  as 
the  Boldt  Decision  in  Washington  State  (supporting  fishing  rights  estab- 
lished by  treaty),  brought  forth  a wave  of  anti-Indain  feeling.  White 
groups  were  formed  in  Montana  and  South  Dakota  to  oppose  Indian  citizens' 
rights.  This  movement  has  become  nationwide  and  is  working  with  State 
legislatures  as  well  as  the  national  legislature  to  oppose  American  Indian 
rights . 

The  latest  move  in  this  political-economic  arena  is  the  formation  of 
several  anti-backlash  groups  which  support  Indian  rights.  The  Department 
of  Interior  as  well  as  Department  of  Health,  Education,  and  Welfare  now 
espouses  self-determination  (P.L.  93-638),  but  few  bureaucrats  can  change 
from  the  colonizer  attitude  to  one  of  "freeing"  the  native. 


STUDIES  AND  REPORTS 

There  have  been  innumerable  studies  and  reports  about  the  American 
Indian  and  his  or  her  needs.  Starting  with  the  Meriam  Report  in  1928  and 
ending  with  the  American  Indian  Policy  Review  Commission  Final  Report  in 
1977,  50  years  later,  the  findings  and  recommendations  are  amazingly  the 
same.  The  stark  and  crushing  poverty,  the  lack  of  power  and  economic  re- 
sources along  with  a depressing  recitation  of  statistics  are  repeated  over 
and  over  again. 

Probably  no  other  group  in  the  United  States  has  been  more  studied  and 
reported  on;  billions  of  dollars  have  been  spent  by.  anthropologists,  poli- 
ticians, academicians,  psychiatrists,  and  bureaucrats  in  the  name  of  Indian 
people.  All  of  these  reports  have  had  little  impact  on  improving  the  quality 
of  life  for  Indian  people. 
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For  instance,  the  noted  Indian  author  Vine  Deloria  says: 

Compilation  of  useless  knowledge  for  knowledge’s  sake  should  be 

utterly  rejected  by  Indian  people.  We  should  not  be  objects  of 

observation  for  those  who  do  nothing  to  help  us . ^ 

Several  studies  which  have  been  very  significant  in  the  area  of  Indian 
mental  health  are: 

(1)  the  Kennedy  Report;  Indian  Education:  A National  Tradegy — A 

National  Challenge. ^ 

(2)  The  report  on  Pine  Ridge  Indian  Reservation,  which  is  a classic 
and  perhaps  still  ranks  first  as  a definitive  study  on  Indian .mental  health 
needs.  It  is  titled  That  These  People  May  live.^ 

(3)  The  recent  Indian  Child  Welfare  Study,  which  is  a thorough  analysis 
with  recommendations  regarding  Indian  children  and  Indian  families.  The  re- 
port is  a classic  in  the  Indian  child  welfare  situation.^ 

There  are  several  other  recent  studies,  some  of  them  made  by  the  U.S. 
Commission  on  Civil  Rights,  by  the  General  Accounting  Office,  by  the  Office 
of  Management  and  Budget  (0MB) , by  the  American  Academy  of  Child  Psychiatry 
and  by  the  U.S.  Senate  (Senate  Report  94-366).  All  of  these  reports  empha- 
size the  need  for  local  control,  the  need  for  self-determination,  and  the 
need  to  relieve  the  Indian  population  of  oppressive  poverty  as  well  as 
racism  and  injustice. 

In  a series  of  reports,  generated  by  the  OMB/Federal  Assistance  Review 
Indian  Services  Report,  the  National  Council  on  Indian  Opportunity/Federal 
Indian  Domestic  Assistance  Programs  (FIDAP)  report,  and  the  University  of 
New  Mexico  Indian  Law  Center  followup  FIDAP  reports,  it  has  been  repeated 
over  and  over  that  Indians  are  not  receiving  Federal  services  even  though 
they  are  eligible  for  them. 


4 

Deloria,  Vine,  Jr.,  Custer  Died  for  Your  Sins.  New  York:  Avon  Books, 

1969. 

^U.S.  Congress,  Senate,  Committee  on  Labor  and  Public  Welfare,  Special 
Subcommittee  on  Indian  Education,  Senate  Report  No.  91-501,  Indian  Education: 
A National  Tradegy — A National  Challenge,  91st  Congress,  1st  Session, 

3 November  1961. 

^Maynard,  Eileen  and  Gayla  Twiss,  That  These  People  May  Live,  Conditions 
among  the  Oglala  Sioux  of  Pine  Ridge;  Community  Mental  Health  Program,  U.S. 
PHS,  Pine  Ridge,  South  Dakota,  1969. 

^Indian  Child  Welfare:  A State  of  the  Field  Study,  USDHEW,  OHD,  OCD, 

Children’s  Bureau,  DREW  Publication  No.  (OHD)  76-30095. 
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FEDERAL  AND  STATE  RELATIONSHIPS  AND  SERVICE  DELIVERY  SYSTEMS 

The  AIPRC  in  its  1977  report  to  Congress  did  an  extensive  survey  of 
community  services  for  Indian  people  and  communities.  This  is  the  statement 
that  precedes  the  reports: 

No  recitation  of  cold  statistics  can  adequately  portray  the 
human  misery  and  suffering  experienced  by  the  majority  of  Indian 
and  Alaska  Native  peoples  on  reservations  and  in  numerous  vil- 
lages in  Alaska.  However,  when  the  impact  of  these  statistics 
is  measured  against  the  unfulfilled  hopes  and  aspirations  of 
scores  of  Indians  which  have  been  cut  short  by  unnecessary  ill- 
ness and  deaths,  and  against  the  alarmingly  high  number  of 
Indian  families  which  have  been  devastated  by  social  disinte- 
gration caused  by  mental  illness  and  alcoholism,  then  the  con- 
ditions become  real  and  meaningful.® 

In  viewing  the  life  situation  of  the  American  Indian,  which  in  a sense 
is  the  situation  which  eventually  affects  the  health  of  the  Indian,  one  must 
regard  social,  economic,  and  political  realities.  Years  of  colonization  and 
neglect  have  left  the  Indian  with  inadequate  sources  for  service.  Take  any 
statistic  regarding  quality  of  life  and  the  American  Indian  is  the  lowest  on 
the  scale.  Then  take  any  statistic  which  indicates  life  distress  and  the 
Indian  is  the  highest  on  the  scale. 

The  economic  situation  for  the  American  Indian  has  always  been  bleak. 
The  average  family  income  for  Indians  on  reservations  is  below  the  poverty 
level.  Unemployment  is  extremely  high,  ranking  from  60-70  percent  unem- 
ployed on  some  reservations  to  20  percent  unemployed  on  the  "more  pros- 
perous." The  average  paycheck  is  not  cashed  on  the  reservation  and  the 
dollar  turns  over  only  once  at  the  reservation  level.  Lack  of  jobs  leads 
to  countless  mental  health  ills,  family  disruption,  and  alcoholism. 

The  effects  of  colonization  and  racism  have  taken  their  toll  on  Indian 
communities.  The  lack  of  opportunity  to  plan  for  themselves,  to  have  con- 
trol over  their  own  decisionmaking  has  eaten  away  at  the  self-reliance  and 
stability  of  Indian  people.  A wave  of  "blaming  the  victim"  for  disunity 
and  unrest  is  rampant  among  Federal  officials. 

Service  delivery  systems  are  fragmented.  There  is  little  or  no  coordi- 
nation at  either  local  or  Federal  level.  The  fragmentation  of  services  is  a 
severe  problem  for  Indian  communities. 

The  urban  Indian  has  been  placed  in  a very  difficult  situation.  Even 
though  the  Snyder  Act  authorizes  services  for  all  Indians  no  matter  where 
they  reside,  the  lack  of  funding  has  caused  the  Indian  Health  Service  (IHS) 
to  limit  services  to  only  Indians  who  reside  on  reservations.  This  policy 
functions  as  a barrier  to  so-called  urban  Indians  and  students  who  are 
entitled  to  services. 


American  Indian  Policy  Review  Committee.  Final  Report,  p.  367. 
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State  and  county  relationships  with  Indian  tribes  and  communities  have 
been  difficult.  Services  are  refused  to  Indian  people  with  the  erroneous 
belief  that  all  Indians  are  eligible  for  Federal  programs. 

Because  of  jurisdictional  issues  between  States  and  Indian  tribal 
governments,  services  such  as  foster  care  placement,  nursing  home  care, 
juvenile  care,  food  stamps,  and  other  normal  county-based  services  are 
denied  Indians  in  some  States. 

State  governments  receive  funds  from  the  Department  of  Health,  Educa- 
tion, and  Welfare  (DHEW)  and  the  U.S.  Department  of  Agriculture  (USDA)  based 
on  State  population  (which  includes  Indians)  but  equitable  sharing  of  those 
funds  with  Indian  tribes  is  not  accomplished.  Tribes  are  included  in  various 
State  plans  without  their  knowledge.  Comprehensive  community  mental  health 
centers  describe  nonexistent  services  to  tribal  communities  (from  testimony 
from  Indian  hearings) . 


Trust- Related  Services 


The  treaties  which  are  the  basis  for  the  trust  relationship  between  the 
Federal  Government  and  tribes  spelled  out  the  services  the  Federal  Government 
would  provide  in  exchange  for  vast  and  extensive  land,  water,  and  mineral 
rights.  The  spectrum  of  human  services  fall  under  this  aegis. 

Again,  this  right  for  service  based  on  treaties  is  often  viewed  by  the 
uninformed  as  services  provided  a group  because  of  minority  or  poverty  status. 
A more  appropriate  comparison  would  be  services  provided  to  veterans  and  mil- 
itary personnel. 


Bureau  of  Indian  Affairs  (BIA) 


The  BIA  is  one  of  the  oldest  Federal  agencies  in  Government.  Originally 
in  the  War  Department,  it  was  transferred  to  Department  of  Commerce  and 
finally  Department  of  Interior.  It  has  provided  care  for  the  American  Indian 
from  womb  to  tomb.  It  is  probably  the  most  controversial  agency  in  Government 
today  and  is  often  referred  to  as  a rhinoceros  in  terms  of  its  inflexibility 
and  attitudes.  Its  chief  difficulties  at  present  are  its  management  capabil- 
ity and  its  colonial  treatment  of  Indian  people. 

The  BIA  is  active  in  all  human  service  systems  including  services  for 
children  and  families,  education,  handicapped,  and  boarding  schools.  It  also 
provides  services  to  prisons  and  other  crime  prevention  and  law  and  order 
activities . 


Indian  Health  Service  (IHS) 


Health  care  is  part  of  the  trust  relationship  between  the  Federal 
Government  and  Indian  people,  even  though  this  relationship  is  cited  as  a 
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"mysterious  one."  It  is  documented  that  there  were  physicians  on  reserva- 
tions prior  to  1900.  Treaties  spelled  out  health  care  and  health  facilities 
and  the  BIA  established  a medical  division  in  1873;  in  1874  there  were 
physicians  in  at  least  one-half  of  the  Indian  agencies  and  by  1890  several 
Indian  hospitals  had  been  established. 

In  1921,  the  BIA  was  specifically  authorized  to  expend  funds  for  the 
"conservation  of  health"  and  in  1924,  the  BIA  set  up  a special  Division  of 
Health  (Snyder  Act) . 

In  1954-1956,  parts  of  the  health  service  delivery  of  the  BIA  were 
transferred  to  DHEW  and  became  what  is  known  as  Indian  Health  Service.  A 
large  portion  of  BIA  personnel'  who  were  in  the  health  delivery  system  trans- 
ferred to  IHS.  This  move  was  coincidental  with  other  "termination"  moves  of 
the  1950 ’s.  Perhaps  it  was  hoped,  but  never  spelled  out,  that  Indians  would 
gradually  disappear  into  the  massive  DHEW  bureaucracy.  Kane  refers  to  the 
situation  at  the  time  of  transfer  as  a "sorry  mess. "10 

An  area  not  always  completely  understood  by  outsiders  is  the  relation- 
ship of  IHS  to  the  Public  Health  Service  Corps,  or  the  "Corps"  as  the  IHS 
personnel  call  it.  Kane  explains  that 

the  new  Indian  Health  Service  was  perfectly  able  to  fit  into  and 

expand  upon  a hierarchical  organization.  It  is  a paramilitary 

service  with  a chain  of  command  which  extends  from  Washington 

down  to  the  health  outposts. H 

During  the  Korean  conflict  and  on  into  the  Vietnam  Era,  physicians  were 
able  to  fulfill  their  military  obligations  by  serving  on  Indian  reservations. 
These  physicians  served  in  the  Corps  for  2 years  and  were  considered  a "boon" 
by  IHS  administration.  Indian  people  considered  them  to  be  something  else. 
The  physicians  themselves  usually  considered  Indian  reservations  as  the 
necessary  alternative  to  active  military  duty  in  Vietnam. 

It  is  only  recently  that  IHS  has  discontinued  wearing  military  uniforms 
while  serving  Indian  people.  Several  IHS  staff  admit  they  felt  "safer" 
wearing  uniforms  and  felt  that  Indians  "respected  them  more  because  of  the 
uniform."  Most  Indians  were  highly  resentful  of  the  wearing  of  uniforms. 

IHS  facilities  on  reservations  are  very  similar  to  the  posts  found  in 
bases  and  military  stations  overseas.  Wives  of  physicians  suffer  the  same 
stresses — isolation,  culture  shock,  and  fear — that  military  wives  suffer 
overseas . 


9 

Kane,  Robert  L.  and  Rosalie  A.  Kane,  Federal  Health  Care  (with 
Reservations!),  Springer  Publishing  Company,  Inc.,  New  York,  1969,  p.  3. 

^^Ibid.  p.  6. 

^^Ibid.  p.  7. 
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IHS  Corps  personnel  enjoy  the  same  benefits  any  military  person  does, 
that  is,  PX  facilities,  commissary  privileges.  Officer  Club  privileges,  free 
military  transportation,  CHAMPUS,  etc.  It  is  with  reluctance  the  Corps  per- 
sonnel accept  assignments  away  from  a nearby  military  base  with  all  its 
facilities . 

The  U.S.  Public  Health  Service  (PHS)  Corps  has  not  been  under  the  aus- 
pices and  control  of  the  Civil  Service.  This  has  created  a situation  in 
which  the  normal  Federal  system  used  in  employment,  discipline,  is  not  used 
in  dealing  with  employees.  Some  persons  have  labeled  it  an  "elite  corps." 
Promotions  and  other  fringe  benefits  are  handled  differently  for  PHS  Corps 
personnel.  Only  recently  did  a court  ruling  determine  that  the  PHS  Corps 
had  to  comply  with  a ruling  that  enabled  Indian  persons  to  have  consideration 
in  employment  in  IHS  (Oklahoma  case-Indian  preference) . 

IHS  has  had  many  problems  and  has  come  under  increasingly  severe  criti- 
cism. The  appropriations  from  Congress  have  not  kept  up  with  the  need,  re- 
cruitment of  staff  is  difficult,  retention  is  even  more  difficult.  Facilities 
and  equipment  are  substandard.  The  AIPRC  comments  that  in  1977  it  is  "kind 
to  say  that  Indian  health  is  substandard. "12 

Many  IHS  persons  attribute  their  problems  to  Congress  and  the  lack  of 
funding.  At  638-hearings,  a tribal  leader  said,  "Whatever  you  say  about  BIA 
multiply  it  by  10  for  IHS." 

The  AIPRC  has  recommended  that  a special  General  Accounting  Office  (GAO) 
audit  be  done  of  IHS.  This  task  panel  strongly  supports  the  recommendation 
of  AIPRC. 

An  item  frequently  mentioned  by  IHS  administration  is  the  poor  morale 
at  the  local  level.  Tribal  persons  are  asked  to  work  as  strategies  to  help 
raise  morale  and  thus  better  recruit  and  retain  IHS  personnel.  However 
tribes  in  rural  areas  in  North  and  South  Dakota,  Montana,  and  other  remote 
areas  share  the  same  problems  any  rural  area  does  in  recruiting  physicians. 

I 

To  really  review  the  current  problems  of  IHS  and  Indian  people,  one 
has  to  place  the  situation  in  that  of  the  relationship  between  the  colonized 
and  the  colonizer. -phe  struggle  for  power  and  the  increasing  resentment  of 
Indian  people,  the  frustrations  of  the  service  providers  is  a classic  rela- 
tionship.!^ IHS  personnel  in  their  frustrations  often  fall  into  the  trap  of 
"blaming  the  victim." 


Mental  Health  Services  in  IHS 

A report  written  by  Carolyn  Attneave  in  1973  on  mental  health  programs 
in  the  Billings  area  gives  a succinct  overview  of  the  beginnings  of  a mental 


12 

American  Indian  Policy  Review  Commission.  Final  Report,  p.  9. 

^^Freire,  Ibid. 

14 

Memmi,  Ibid. 
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health  serivce  in  IHS . Frances  W.  Dixon,  a Black  social  worker,  was  a 
moving  force  in  establishing  the  program.  It  began  slowly  in  1963,  about 
15  years  ago,  in  the  Billings  area. 

Reading  through  the  literature  on  medical  treatment  of  American  Indians, 
one  finds  that  a state  of  confusion  existed  as  to  exactly  what  sort  of  mental 
health  treatment  was  necessary  and  appropriate.  The  physicians  seemed  more 
comfortable  dealing  with  acute  physical  diseases  such  as  infections,  con- 
tagious diseases,  and  trauma. 

Mental  health  related  problems  such  as  alcohol  abuse,  drug  overdose, 
suicide  attempts,  depression,  obesity,  sexual  acting  out  seemed  repugnant  to 
most  IHS  service  providers.  A sort  of  classic  cycle  of  dependency  and  rejec- 
tion was  at  times  established,  with  increasingly  hostile  demands  for  atten- 
tion on  the  part  of  the  recipient  and  more  hostile  rejection  on  the  part  of 
the  frustrated  providers.  Patients  complained  of  long  waits,  insensitive 
caretakers,  lack  of  proper  treatment;  the  caregivers  complained  of  long 
hours,  ungrateful  patients,  and  a hostile  community.  Some  of  the  psychiatric 
consultants  to  IHS  felt  it  more  appropriate  to  provide  attention  and  support 
to  care  providers  than  to  the  Indian  clients. 

In  the  early  1960 ’s,  there  was  overt  and  hostile  rejection  of  the  Indian 
patient  who  had  problems  with  alcohol.  There  were  no  detoxification  facili- 
ties and  often  clients  were  refused  admission  to  IHS  hospitals  for  alcohol- 
related  problems.  One  2-year  physician  wrote  a bitter  letter  in  a local 
paper  in  South  Dakota  about  Indian  people  and  alcohol  after  he  left  his 
service  with  IHS. 

It  is  estimated  that  over  70  percent  of  the  treatment  provided  by  IHS 
through  IHS  facilities  and  contract  services  is  alcohol-related.  Ir  is  not 
too  grandiose  a dream  to  imagine  what  those  funds  could  be  used  for  if  the 
abuse  of  alcohol  could  be  prevented  and  diminished. 

The  beginning  of  mental  health  clinics  at  reservation  level  was  also  a 
dramatic  and  important  event.  Audra  Pambrun,  a Blackfeet  nurse,  started  a 
remarkable  suicide  prevention  service  on  her  reservation. 

There  has,  however,  been  a dramatic  change  in  attitude  and  practice  the 
past  10  years.  It  is  theorized  that  the  emphasis  and  availability  of  various 
programs  for  treatment  at  the  reservation  level  and  in  urban  Indian  centers 
such  as  programs  through  Office  of  Economic  Opportunity,  National  Institute 
on  Alcohol  Abuse  and  Alcoholism,  and  other  Federal  resources  have  created  an 
awareness  on  the  part  of  IHS  service  providers. 

Also,  the  community  mental  health  center  movement  at  the  national  level 
may  have  increased  attention  to  mental  health  needs  of  Indian  people.  Train- 
ing of  mental  health  professionals  was  increasingly  oriented  to  community- 
level  services  and  professionals  of  this  orientation  became  involved.  Two 
such  persons  were  Carl  Keener,  M.D.,  who  served  in  the  Billings  area,  and 
Margine  Tower,  R.N. , who  later  joined  the  Billings  area  and  brought  to  IHS 
a community  mental  health  orientation. 
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IHS  started  a program  in  1966  under  the  direction  of  Bob  Bergman,  M.D., 
of  training  and  employing  mental  health  paraprof essionals . Somewhat  contro- 
versial, the  program  has  prospered  and  gained  the  respect  of  both  IHS  and 
tribal  people.  In  the  meantime,  psychiatric  consultation  was  stepped  up  and 
made  available  to  Indian  Boarding  Schools. 

The  program  which  is  considered  to  be  the  beginnings  of  mental  health 
programs  in  IHS  is  the  one  of  remarkable  effectiveness  which  was  started  on 
Pine  Ridge  in  1965.  Headed  by  Gay la  Twiss,  an  Oglala  Sioux,  this  service 
has  provided  help  that  is  culturally  relevant. 

By  1965,  a bona  fide  mental  health  division  was  started  in  IHS.  This 
program  is  now  headed  by  H.  C.  Townsley,  M.D.,  a Chicasaw  Indian.  Because  of 
chronic  underfunding,  the  program  is  still  in  an  infancy  stage.  Many  of  the 
staff  in  the  program,  especially  those  in  Alaska  and  rural  areas,  describe 
their  severe  frustration  in  trying  to  provide  service  on  an  extremely  limited 
budget.  In  places  where  travel  is  necessary,  there  are  at  times  not  even 
enough  funds  to  travel  to  treat  clients  and  offer  consultation. 

Other  psychiatrists  who  provide  services  to  Indian  boarding  schools 
describe  the  appalling  conditions  found  there.  All  of  them  agree  that  the 
conditions  Indian  children  experience  at  boarding  schools  are  the  direct 
cause  of  several  emotional  distresses,  alienation,  and  other  psychiatric 
disorders  in  later  life.l^ 

There  is  currently  a sharp  division  in  philosophy  between  the  mental 
health  care  providers  in  IHS  and  the  recipients  of  service  at  the  local 
level.  Indian  persons  at  the  local  level,  both  urban  and  reservation, 
want  to  design,  plan,  and  manage  their  own  services.  There  is  an  insist- 
ence that  only  this  kind  of  approach  will  be  helpful  and  successful.  IHS 
service  providers  still  operate  in  the  framework  of  increased  funding  to 
IHS  and  that  service  will  come  from  that  source. 

It  is  the  hope  of  the  subpanel  that  IHS  will  recognize  and  support  the 
desires  of  the  local  Indian  community.  The  report  of  the  AIPRC  warns  that 
"one  of  the  most  serious  impediments  to  the  development  of  Indian  self- 
sufficiency  today  lies  in  the  Federal  Administration."^^ 


Mental  Health  and  The  American  Indian 


Mental  health  of  American  Indians  and  Alaska  Natives  cannot  be  viewed 
in  the  context  of  the  traditional  western  mental  health  world,  which  has  no 
understanding  of  the  Indian  world  and  the  unique  characteristics  and  per- 
sonality structures  of  aboriginal  peoples.  Any  discussion  or  definition  of 


^^Goldstein,  George,  The  Model  Dormitory,  Psychiatric  Annals,  14:9, 
November  1974,  "The  American  Indian,"  pp.  85-92.  See  also: 

Krush,  T.  and  Bjork,  J.,  Mental  Health  Factors  in  an  Indian  Boarding 
School,  Mental  Hygiene,  49  (1963),  pp . 94-103. 

^^AIPRC.  Ibid.  p.  6. 
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mental  health  as  it  relates  to  Indian  peoples  must  take  place  in  the  context 
of  Indian  peoples’  history  and  in  their  strengths  and  culture.  This  includes 
all  Indian  peoples  no  matter  what  their  setting.  Indianness  and  being  an 
Indian,  identification  with  a tribal  entity,  identity  with  a place,  with  the 
earth,  and  as  having  originated  from  that  place  is  a positive  for  Indian 
people.  Most  Indian  people  have  strong  identification  with  their  family 
groups  and  extended  family.  This  family  also  relates  to  clans  and  clan 
systems.  Strong  support  systems  are  built  into  these  relationships.  The 
entire  relationship  and  responsibilities  are  spelled  out  within  these  clans 
and  tribal  systems.  American  Indians  have  basic  unique  strengths.  If  it 
were  not  for  these  strengths,  they  would  have  disappeared  into  the  massive 
melting  pot  of  the  America  of  today.  For  the  purpose  of  this  report  these 
strengths  will  be  viewed  in  the  context  of  natural  support  systems. 


Natural  Support  Systems 

The  Indian  subpanel  has  concluded  that  the  basic  natural  support  systems 
of  Indian  tribes,  communities,  and  people  should  be  of  major  concern  to  the 
President’s  Commission  on  Mental  Health.  All  efforts,  resources,  and  energies 
should  be  directed  to  maintaining  and  strengthening  these  natural  support 
systems.  Natural  support  systems  of  Indian  people  include  the  individual 
strengths  of  the  Indian  person;  his  pride  and  sense  of  power  as  an  Indian; 
his  identity  with  his  family,  clan,  and  tribe.  The  extended  family  and  tra- 
dition provide  strength.  Throughout  years  of  dealing  with  the  white  man, 
the  missionary,  the  lawman,  the  Federal  bureaucrat,  the  do-gooder,  and  the 
exploiter,  they  have  enabled  the  Indian  to  develop  the  most  exquisite  coping 
and  survival  skills.  Those  who  could  not  cope  were  swallowed  up  and  lost  in 
assimilation. 

The  very  survival  skills  that  have  been  developed  by  the  American  Indian 
must  be  those  utilized  in  building  on  the  natural  support  systems. 

H.  C.  Townsley  served  on  the  Task  Panel  on  Community  Support  Systems  of 
the  President’s  Commission  on  Mental  Health.  He  developed  a separate  paper 
for  the  Subpanel  on  American  Indians  and  Alaska  Natives . 

In  a study  by  Westermeyer  (1977),  it  was  found  that  ”.  . .Indians  with 
a low  cultural  identify  are  more  likely  to  have  social  problems,  be  impris- 
oned or  suffer  mental  Illness."  He  went  on  further  to  explain  that  the  best 
adjusted  had  the  highest  identity  with  their  culture. 

In  the  Senate  hearings  on  American  families,  it  was  pointed  out  that 
diversity  is  strength  and  that  emphasis  should  be  placed  on  strengthening 
families . 


Westermeyer,  Joseph,  Department  of  Psychiatry,  University  of  Minnesota, 
Akwesashe  Notes,  September  1977,  p.  32. 

18 

Senate  Hearings  on  American  Families:  Trends  and  Pressures,  93rd 

Congress,  Washington,  D.C.,  September  24,  25,  26,  1973,  Walter  Mondale, 
Chairman. 
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Extended  Families 


Over  and  over,  the  subpanel  found  that  the  Indian  people  were  concerned 
with  strengthening  the  family,  the  extended  family,  and  the  tribe.  It  was 
also  felt  that  many  of  the  current  service  delivery  systems  weakened  rather 
than  strengthened  the  family.  The  Commission  task  panel  on  families  has 
specifically  discussed  this  issue  and  the  American  Indian  Subpanel  can  only 
urge  that  the  recommendations  of  the  family  panel  be  considered  seriously. 

Children 

It  would  take  several  thousand  pages  to  adequately  discuss  the  specific 
needs  of  American  Indian  children.  The  subpanel  felt  a great  deal  of  emphasis 
should  be  placed  on  improving  the  life  situation  for  the  child  as  a prevention 
strategy  for  mental  health.  The  American  Indian  population  is  the  fastest 
growing  in  the  United  States,  with  57  percent  of  the  population  under  20  years 
of  age. 

In  order  not  to  duplicate  efforts  this  task  panel  has  utilized  two  recent 
reports  on  Indian  children  as  a basis  for  making  recommendations  and  fully 
supports  and  endorses  these  two  reports.  They  are  "A  State  of  the  Field 
Study:  Indian  Child  Welfare,"  completed  by  the  Denver  Research  Institute  in 

1977,  and  "Supportive  Care,  Custody,  Placement,  and  Adoption  of  Indian  Chil- 
dren," which  stemmed  from  the  National  Conference  sponsored  by  the  American 
Academy  of  Child  Psychiatry  in  April  1977  at  Battle  Hollow,  Utah.  These  two 
reports  spell  out  specific  concerns  about  Indian  children  and  the  abuses  of 
the  current  child  welfare  system.  A specific  Indian  Child  Welfare  Bill  is 
being  studied  in  Congress.  This  bill  would  enable  tribes  themselves  to  take 
steps  to  prevent  further  abuse  of  Indian  children.  It  also  would  enable 
tribes  to  manage  their  own  programs  and  not  depend  on  outsiders. The  sub- 
panel was  concerned  that  approximately  25  percent  of  the  Indian  children 
born  are  removed  from  their  homes  for  some  sort  of  placement. 

Tillie  Walker  served  on  the  Commission  family  task  force  and  submitted 
specific  recommendations  regarding  Indian  children.  The  Indian  subpanel 
fully  endorses  these  recommendations. 


Elderly 

The  elders  of  American  Indians  have  always  been  regarded  with  deep 
respect  and  honor.  Only  recently,  because  of  the  colonizing  effects  of  the 
white  culture,  do  we  see  Indian  aged  treated  similarly  to  the  non-Indian. 
Several  studies  and  reports  have  been  made  regarding  American  Indian  elders. 
This  subpanel  fully  supports  the  recommendations  contained  in  the  report 
from  the  National  Indian  Council  on  Aging  (NICA)  made  in  1977.  Also  a series 
of  recommendations  regarding  the  mental  health  of  American  Indian  aged  are 
being  developed  jointly  by  the  American  Indian  Physicians*  Association  and 
the  NICA.  This  subpanel  endorses  this  effort. 


19 

Hearing  before  the  U.S.  Senate  Select  Committee  on  Indian  Affairs, 
95th  Congress,  1st  Session  on  S1214,  August  4,  1977. 
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It  is  strongly  recommended  that  the  elders  be  involved  with  the  family 
resource  centers  or  any  other  human  resource  centers  at  the  local  level. 


Traditional  Medicine  Caretakers  or  Healers 

Both  the  Indian  Health  Service  and  the  various  Indian-populated  States 
have  neglected  by  design  and  by  ignorance  the  huge  potential  that  medicine 
men  and  medicine  women  can  and  do  play  in  working  with  local  mental  health 
clients  and  their  families.  The  wealth  of  manpower,  resources,  energies, 
motivation,  and  dedication  is  at  this  point  immeasurably  in  the  area  of 
Native  American  healing  applied  specifically  to  those  individuals  needing 
various  forms  of  counseling,  support  mechanisms,  spiritual  counseling, 
substance  therapy.  It  is  important  to  note  that  the  brief  description  to 
follow  of  various  traditional  healing  practitioners  that  could  be  used  in 
mental- health  services  or  assistance  is  a gross  generalization  executed 
primarily  to  emphasize  specific  reference  to  those  services  to  be  identified 
as  being  solely  Native  American  in  origin  and  utilization.  Many  tribes  and 
medicine  people  prohibit  or  discourage  specific  reference  and  documentation 
of  Native  American  healing  practices.  One  must  accord  maximum  respect  and 
caution  in  citing  specific  Native  American  healing  indicators  and  practices. 

Because  there  are  distinct  evolutionary  nations  of  people,  specific 
tribal  healing  sciences  will  vary  slightly  and  absolutely  as  we  move  from 
east  to  west  and  from  north  to  south  of  the  continental  United  States  and 
Alaska  native  populations.  A basic  caveat  and  underlying  principle  is  that 
in  the  United  States  alone  there  are  hundreds  of  distinct  tribal  entities 
and  nations.  Each  tribal  entity  and  nation  has  its  own  language,  religion, 
social  structures,  economic  system,  and  health,  education,  and  welfare  net- 
work. (Generic  reference  to  Indians  and/or  Native  Americans  is  both  the 
product  of  mistaken  identity  on  the  part  of  Western  European  explorers  and 
an  aboriginal  concession  to  semantic  descriptors  for  purposes  of  survival 
and  progress.) 

In  addition  to  the  aforementioned  medicine  people,  the  network  is 
augmented  by  apprentices,  helpers,  and  medicine  people  with  limited  ability 
and  rights.  Consequently,  the  healing  way  or  healing  rituals/ceremonies 
involve  many  members  of  the  local  Indian  communities  in  the  common  resolution 
of  psychological  and  emotional  problems.  (Parenthetically,  it  is  noteworthy 
to  point  out  that  in  many  Indian  communities  the  number  of  non-Indians  uti- 
lizing the  assistance  of  local  medicine  people  is  growing  as  these  people  are 
helped. ) 

Specific  rituals  and  ceremonies,  as  pointed  out,  vary  from  tribe  to 
tribe,  but  the  primary  point  this  report  would  like  to  establish  and  continue  ‘ 
to  reinforce  is  that  local  tribal  medicine  people  exist  and  are  providing 
positive  services  and  are  not  being  recognized  by  any  professional  medical 
groups  or  governmental  agencies.  Without  the  involvement  of  this  special 
group  of  people  any  contemporary  and  subsequent  efforts  will  be  limited,  if 
not  voided. 

Gordon  Belcourt  has  developed  a much  more  extensive  position  paper  on 
this  subject.  This  subpanel  endorses  this  paper. 
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Indian-Managed  Programs  as  Support  Systems 

There  are  several  Indian-managed  programs  in  the  United  States  that  the 
subpanel  felt  were  examples  of  helping  systems  that  could  be  duplicated. 

These  include  the  Papago  Psychological  Service  on  the  Papago  Reservation  in 
Arizona,  the  Urban  Indian  Children  Resource  Center  in  Oakland,  and  the  Family 
Resource  Center  on  Makah  Reservation  in  Washington  State.  The  mental  health 
program  on  Pine  Ridge,  while  under  the  auspices  of  IHS,  is  still  considerably 
under  the  management  of  the  people  and  reflects  local  concern  and  control. 

There  are  many  other  locally  based  programs,  performing  extraordinary 
skills  with  little  or  no  Federal  funding.  The  staffs  of  these  programs  are 
to  be  commended  for  their  dedication  and  perseverance. 


THE  DEPENDENCY  FACTOR:  ECONOMICS,  POWER,  AND  COLONIZATION 

One  cannot  discuss  mental  health  of  Indian  people  very  long  before  the 
issues  of  powerlessness,  hopelessness,  economics,  and  dependency  are  surfaced. 
The  concept  of  the  colonized  and  colonizer  relationship  found  in  Indian 
country  is  probably  the  most  appropriate  way  to  view  these  issues.  The  AIPRC 
final  report  discusses  the  dependency  factor  among  Indian  peoples  and  com- 
ments that  it  is  increasing. 

The  history  of  social  experimentation  of  the  Indians  by 
those  who  gained  mastery  over  their  lives  resulted  in  decades 
of  confusion,  hopelessness  and  poverty,  which  the  Indian  people 
have  asserted  could  never  be  corrected  until  they  themselves 
could  again  be  allowed  to  determine  their  own  lives.  . . .^0 

As  early  as  1928,  Meriam  discussed  the  need  for  Indians  to  control  their 
own  destiny.  The  AIPRC  decries  that  Indians  have  been  subjected  to  any 
method  ".  . .to  force  them  to  cease  to  be  Indians  and  conform  to  the  domi- 
nant society. 

The  effects  of  colonization  both  on  the  colonized  and  the  colonizer 
have  been  disucssed  by  many.  In  Akwesasne  Notes  an  article  on  racism  stated: 
"Modem  colonialism  requires  that  native  people  participate  in  their  own 
exploitation. "22  Several  of  the  authors  describe  the  colonized  personality. 

In  the  Billings  Report  on  mental  health  services.  Stage  reports  that  one  of 
the  problems  on  reservations  is  that  the  ideology  that  the  white  way  is  best 
is  espoused  by  the  white  professionals.  He  further  says  that  the  "young, 
intelligent  Indian"  is  encouraged  to  break  with  the  Indian  culture. 

There  needs  to  be  more  investigation  into  the  effects  of  colonization 
on  the  American  Indian  and  the  resulting  stress  and  conflict.  It  is  a 


20 

AIPRC.  op.  cit.  p.  2. 

^^Ibid.  p.  1. 

22 

Racism:  An  American  Ideology,  Akwesasne  Notes,  September  1977,  p.  7. 


S/POPS  242 


972 


dreadful  thing  to  observe,  the  need  to  be  colonized  to"succeed"  and  the 
need  to  stay  Indian  in  order  to  survive  emotionally. 

The  subpanel  felt  that  there  is  a causative  relationship  between  power- 
lessness, racism,  and  poverty  and  the  increasing  incidence  of  disruptive 
behaviors  among  American  Indians.  Furthermore,  any  attempt  to  deal  only  with 
the  symptoms,  i.e.,  alcoholism,  and  not  with  poverty,  racism,  and  other 
effects  of  colonization  will  be  useless. 


DISRUPTIVE  BEHAVIOR 

There  is  grave  concern  among  all  Indian  people  over  the  increasing 
incidence  of  what  the  subpanel  has  called  disruptive  behavior.  It  is  called 
this  because  this  behavior  is  disruptive  to  the  stability  of  the  individual, 
the  family  unit,  the  extended  family,  the  clan,  the  tribe,  and  the  community. 


Chemical  Substance  Abuse 


The  chief  problem  of  disruption  among  the  American  Indian  and  Alaska 
Native  of  today  is  alcohol  abuse.  The  subpanel  hesitated  to  use  the  term 
alcoholism  but  felt  that  the  abuse  of  the  chemical  alcohol  and  its  subse- 
quent effects  on  the  individual,  family,  and  community  were  of  epidemic 
nature  and  the  chief  public  health,  as  well  as  mental  health,  problem  of 
the  American  Indian. 

The  most  severe  and  widespread  health  problem  among  Indians 
today  is  alcoholism  and  its  medical  consequences,  cirrohosis  of 
the  liver.  The  social  problems  caused  by  alcoholism  creates  an 
environment  from  which  alcohol  often  seems  the  only  escape. 

Alcoholism  affects  not  just  the  alcoholics,  but  the  total  Indian  society 
and  family  units.  A 1970  report  on  Indian  alcoholism  made  this  statement  on 
the  widespread  effects  of  the  disease: 

Alcoholism  is  a costly  proposition  in  every  sense  of  the 
word.  Personal  health  may  be  impaired  by  cirrhosis  and  its 
complications:  neuro-psychiatric  disorders  and  nutritional 

deficiencies.  The  majority  of  accidents,  especially  fatal 
ones,  are  associated  with  alcohol,  as  are  nearly  all  homicides, 
assaults,  suicides,  and  suicide  attempts  among  Indians.  The 
loss  of  personal  freedom  and  productivity,  the  break  up  of 
families,  the  hardship  and  humiliation  involved  are  consider- 
able, although  not  easily  measured. 

At  the  six  health  care  units  surveyed  by  GAO  in  1973,  an  estimated 
60  percent  of  the  case  load  was  directly  or  indirectly  related  to  alcohol. 
During  1972,  1,097  patients  made  2,637  visits  for  episodic  and  habitual 
drinking,  alcohol  addiction,  intoxication,  and  delirium  tremors.  During 
the  year,  181  patients  were  diagnosed  three  or  more  times  for  those 
conditions . 
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On  one  Central  Plains  reservation,  70  percent  of  the  population  over 
15  years  of  age  reported  that  they  drank — 82  percent  of  the  men  and  55  per- 
cent of  the  women.  Children  were  reported  beginning  drinking  between  the 
ages  of  9 and  17.  In  the  age  group  from  15  to  19  years  old,  60  percent  of 
the  boys  and  40  percent  of  the  girls  reported  drinking.  In  a small  Great 
Lakes  community,  only  7 of  the  74  persons  over  18  years  of  age,  totally 
abstained. 

The  National  Institute  of  Mental  Health  reports  that  in  1973,  75  to 
80  percent  of  the  Indian  suicides  were  alcohol  related,  two  or  three  times 
the  national  rate.  The  National  Center  for  Health  Statistics  reports  that 
in  1972,  suicide  was  one  of  the  three  fastest  rising  causes  of  death  among 
Indians.  In  the  Indian  Health  Service  ambulatory  patient  care  report  for 
1975,  there  were  84  cases  of  battered  children  on  firsL  visits,  32  of  which 
were  alcohol  related. 

Similar  to  alcoholism  is  the  prevalence  of  drug  abuse.  In  the  first  3 
months  of  1974  alone,  the  number  of  drug  abuse  cases  in  the  Indian  mental 
health  programs  jumpted  by  almost  50  percent. 

The  p-rimary  responsibility  for  prevention,  education,  and  rehabilitation 
of  alcohol  and  drug  users  has  been  with  National  Institute  on  Alcohol  Abuse 
and  Alcoholism  (NIAAA) . NIAAA  has  been  funding  and  administering  most  alco- 
holism programs  since  1972.  In  1976  NIAAA  was  supporting  99  reservation 
programs  at  a cost  of  $12  million  and  12  training  programs  at  a cost  of 
$1.6  million. 

The  preceding  quotation  is  submitted  to  emphasize  the  epidemiology  of 
the  disease — alcoholism  and  alcohol  abuse  within  the  national  Indian  com- 
munity. The  subpanel  wishes  to  call  particular  attention  to  alcoholism  and 
alcohol  abuse  as  they  affect  directly  and  indirectly  the  entire  national  Indian 
community. 

Given  preliminary  data  and  statistics,  many  reservation  tribal  govern- 
ments and  the  Indian  Health  Service  recognized  the  epidemiology  of  the 
disease  alcoholism  and  alcohol  abuse  and  agreed  in  substance  as  to  the  neces- 
sity of  program  response.  However,  programmatically  the  Indian  Health  Serv- 
ice was  unable  to  respond  nationally,  regionally,  area-wide,  or  locally  in 
any  concerted  programer  service  capacity.  Most  Indian  Health  Service  hos- 
pitals and  clinics  could  not  and/or  would  not  respond  to  alcoholism  and 
alcohol  abuse  as  a disease  to  be  treated  medically.  Most  Indian  Health 
Service  medical  responses  to  alcoholics  and  alcohol  abuse  have  been  to 
diagnose  and  treat  related  medical  problems  such  as  cirrhosis,  pancreatitis, 
delirium  tremors,  etc.  The  treatment  of  the  disease  alcoholism  and  subse- 
quent detoxification  phase  were  incidental  and  occurred  coincidental  to 
medical  procedures  applied  to  those  alcoholism-related  medical  problems 
listed  above. 

With  the  advent  of  Federal  legislation  creating  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism,  specific  Indian  alcoholism  demonstration 
grants  became  available  on  a multiyear  basis  to  assist  local  reservation- 
community  groups  to  respond  to  the  local  alcoholism  epidemic. 
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Currently,  the  program  emphasis  for  continuity  of  local  tribal  alco- 
holism program  operation  will  shift  from  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  to  the  Indian  Health  Service  under  provisions  of  Pub- 
lic Law  94-437,  i.e.,  the  Indian  Health  Care  Improvement  Act. 


The  Disease  Alcoholism — Current  Indicators 

To  further  substantiate  the  findings  of  the  American  Indian  Policy 
Review  Commission’s  analysis  of  the  epidemic  proportions  of  the  disease 
alcoholism  in  the  national  Indian  community,  it  is  the  intent  of  this  task 
force  of  the  President’s  Commission  on  Mental  Health  to  present  the  follow- 
ing assessment  of  additional  indicators: 

1.  Alcoholism  and  alcohol  abuse  are  responsible  for  increasing  major 
crimes  and  subsequent  penal  incarcerations: 

a.  Homicides 

b.  Assaults/battery 

c.  Larceny/ trespassing 

d.  Breaking  and  entering 

e.  Child  abuse 

f.  Battered  wives 

Example:  In  the  State  of  Montana,  Indians  comprise  less  than 

3 percent  of  the  State’s  population.  Yet,  25  percent 
of  the  prison  population  is  Indian.  Of  these  Indian 
inmates,  100  percent  committed  their  offenses  under 
the  influence  of  alcohol. 

2.  Alcoholism  and  alcohol  abuse  constitute  the  leading  causes  of  all 
fatal  traffic  accidents  within  Indian  communities. 

3.  Alcoholism  and  alcohol  abuse  cause  the  loss  of  individual  pro- 
ductivity and  create  an  unstable  work  force. 

4.  Alcoholism  and  alcohol  abuse  are  responsible  for  increased  inci- 
dences of  family  disintegration: 

a.  Divorces/separations 

b.  Child  neglect 

c.  Child  abuse 

d.  Battered  spouses 

e.  Neglect  of  elders 

f.  Emphasis  on  personal  needs  and  complete  disregard  for  family 
and  tribal  needs. 

5.  Alcoholism  and  alcohol  abuse  are  responsible  for  a high  rate  of 
unwanted  teenage  pregnancies  within  Indian  communities. 
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6.  Alcoholism  and  alcohol  abuse  have  caused  an  alarming  increase  in 
the  rate  of  juvenile  delinquency  problems  within  Indian  communities. 

7.  Alcoholism  and  alcohol  abuse  have  caused  an  increase  in  the  number 
of  self-identity  and  cultural  awareness  counseling  sessions. 

8.  Alcoholism  and  alcohol  abuse  are  responsible  for  the  decline  of 
Indian  culture,  traditions,  and  spirituality. 

In  addition  other  social,  economical,  political,  and  spiritual  indicators 
substantiate  the  prevalance  of  the  disease  alcoholism. 


Violence  to  Self  and  Others 

Violent  acts  against  oneself  among  American  Indians  include  alcohol 
abuse,  suicide,  self-destructive  behavior,  self-mutilation,  drug  abuse, 
accidents,  and  obesity.  Violence  against  others  includes  homicide,  rape, 
spouse  abuse,  infanticide,  child  abuse,  and  other  physical  battery.  There 
is  also  increasing  vandalism  as  well  as  harassment  of  elders  in  housing 
units  by  adolescents. 

All  of  the  violent  acts  described  above  are  on  the  increase.  Suicide, 
a major  problem,  occurs  more  frequently  among  American  Indians  at  a rate 
varying  from  3 times  to  10  times  more  than  the  national  norm. 

Again  the  subpanel  recommends  a strong  preventive  and  epidemiological 
approach.  Only  through  local  planning  of  resources  at  the  local  level  as 
determined  by  local  people  can  service  be  delivered.  No  matter  which  sta- 
tistic is  considered,  be  it  suicide,  crime,  arrests,  spouse  abuse,  school 
problems,  boarding  school  placement,  incarceration,  homicide,  infanticide, 
almost  all  are|alcohol  related.  The  Indian  Health  Service  estimates  that 
70  percent  of  visits  to  its  clinic  facilities  are  alcohol  related.  If  the 
abuse  of  alcohol  could  be  considered  from  a preventive  and  epidemiological 
approach,  a great  savings  could  be  realized  for  other  care  in  IHS. 


SPECIFIC  AREAS  OF  CONCERN 

There  are  specific  areas  of  concern  which  the  subpanel  feels  should  be 
regarded  as  distinct  issues. 


Manpower  Needs 

Pat  Locke  developed  a specific  position  paper  for  the  President's 
Commission  on  Mental  Health  on  Indian  mental  health  manpower  needs.  She 
also  served  on  the  Commission  manpower  task  panel.  This  subpanel  fully 
endorses  the  position  paper  and  urges  the  Commission  to  support  the  recom- 
mendations made  in  the  position  paper. 

Training  of  Indian  people  has  been  concentrated  at  the  paraprof essional 
level,  with  very  little  interest  in  educating  Indian  people  at  the 
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professional  level.  It  is  the  contention  of  IHS  that  professional  training 
falls  under  the  auspices  of  the  BIA.  At  present  here  is  a paucity  of  edu- 
cated professional  Indian  people.  Until  a larger  pool  of  Indian  health 
professionals  can  be  developed,  Indian  persons  will  continue  to  be  under 
the  control  of  the  non-Indians  delivering  services  to  them. 

There  have  been  claims  that  it  matters  little  what  color  a mental  health 
care  deliverer  is;  this  may  be  true  for  peoples  of  color  who  share  the  same 
values,  language,  and  belief  systems.  The  point  is  that  specific  knowledge 
is  required  to  appropriately  treat  persons  from  cultures  where  values,  lan- 
guages, and  belief  systems  are  divergent. 

The  number  of  American  Indian  mental  health  care  deliverers  is  discourag- 
ingly  small. 

A total  of  30  American  Indians  received  a Master’s  Degree  in  Social 
Work  (M.S.W.)  in  the  academic  year  1974-75.  Only  one  American  Indian 
received  a Doctoral  Degree  in  Social  Work  in  the  academic  year  1974-75. 

According  to  the  Association  of  American  Indian  Physicians  there  are 
13  American  Indian  psychiatrists  and  only  96  physicians  of  1/8  degree  or 
more  Indian  blood  quantum. 

There  are  a •'total  of  two  American  Indian  psychiatric  nurses.  By 
1976,  a total  of  173  Indians  had  attained  a MSW.  In  1977,  there  are 
approximately  55  M.S.W.  candidates.  There  are  currently  24  American 
Indians  with  a Doctoral  Degree  in  Social  Work  and  only  11  American  Indians 
with  a Master’s  of  Art  in  Psychology. 

Indian  people  are  aware  of  the  inadequacies  in  numbers  of  our  own  peo- 
ple in  the  mental  health  care  professions  and  because  we  prefer  to  be 
treated  by  persons  who  are  fully  aware  of  our  tribal  specific  cultural 
values,  we  tend  to  avoid  mental  health  care  that  is  inappropriately  provided. 

There  is  currently  only  one  program  in  the  United  States  that  is  pro- 
ducing American  Indian  physicians.  That  is  INMED  (Indians  into  Medicine), 
located  at  the  University  of  North  Dakota.  Even  though  it  is  regarded  as  a 
prototype  and  its  success  touted  by  the  administration,  it  struggles  for 
sufficient  funding  and  is  often  caught  between  agencies  who  claim  no  re- 
sponsibility for  education  of  Indian  physicians. 


Indian  Boarding  Schools 

Almost  every  report,  every  bit  of  information,  all  testimony  presented 
to  the  subpanel  which  had  to  do  with  Indian  children,  families,  and  alcohol- 
related  problems  condemned  the  boarding  school  system  for  Indian  children  as 
it  now  exists.  The  subpanel  found  it  unbelievable  that  it  was  the  policy  of 
several  boarding  schools  to  expel  the  young  girls  (as  young  as  13)  who  became 
pregnant  while  at  school.  Other  schools  expelled  youngsters  for  drug  usage, 
with  no  attempt  at  treatment  or  counseling. 

In  testimony  to  the  President’s  Commission  on  Mental  Health,  the  chair- 
person of  the  Community  Support  Systems  Task  Panel,  Dr.  June.  Christmas, 
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expressed  concern  about  the  treatment  of  Indian  children  in  Indian  boarding 
schools.  Documentation  from  psychiatrists  providing  services  to  Indian 
boarding  schools  shows  that  placement  in  these  schools  establishes  the  be- 
ginnings of  disruptive  behavior  in  later  life. 

Other  reports  of  unsupervised  dorms,  of  alcohol  abuse  and  sexual  abuse 
were  presented  to  the  subpanel.  The  Meriam  Report  in  1928  recommended  that 
elementary  children  not  be  put  in  boarding  schools.  The  Kennedy  Study  in 
1969  recommended  immediate  closure  of  the  schools.  Even  the  BIA  study  of 
1975  supported  the  findings  of  the  Kennedy  Study. 

Yet  the  AIPRC  in  1977  finds  "little  progress."  This  subpanel  feels 
that  if  the  Indian  community  wants  to  have  boarding  schools  continued,  they 
must  be  recognized  for  what  they  are,  namely,  institutes  for  children  with 
behavior  problems.  These  institutions  should  be  regarded  as  extensions  of 
community  resource  systems.  It  is  also  recommended  that  tribal  governments 
assume  direct  responsibility  for  boarding  schools  and  that  placement  be 
arranged  and  managed  by  local  Indian  persons . 

Adoption  and  Foster  Home  Placement 

Please  see  section  on  Children  under  "Natural  Support  Systems." 

Handicapped 

At  present  there  are  no  facilities  or  provisions  for  Indian  children 
and  adults  who  are  handicapped. 

Educational  Systems  for  Indian  Children 

Even  though  there  is  increased  awareness  of  the  need  for  improved 
curriculum  and  the  need  for  American  Indian  teachers,  the  schools  that 
Indian  children  attend  are  inadequate.  Children  continue  to  drop  out  at 
an  alarming  rate  and  disruptive  behavior  among  Indian  youth  is  increasing. 

There  are  inadequate  numbers  of  American  Indians  in  postsecondary 
education.  According  to  the  1970  census,  there  are  113,610  Indian  students 
in  the  19-44  years  of  age  category.  If  the  national  average  of  68  percent 
of  high  school  graduates  who  attend  college  were  applied  to  Indians,  then 
77,254  Indians  would  be  attending  college.  In  1976,  only  16,000  Indian 
students  were  enrolled,  while  some  500  eligible  Indian  students  were  turned 
away  because  of  a lack  of  Bureau  of  Indian  Affairs  scholarship  monies. 

While  there  has* been  a rapid  increase  in  the  numbers  of  Indians  attending 
college,  the  1970  census  reveals  some  alarming  data.  Only  3.5  percent  of  all 
adult  Indian  males  16  years  of  age  and  older  have  completed  college.  Only  1.5 
percent  of  rural  or  reservation  Indians  of  this  age  have  completed  college, 
the  lowest  proportion  of  college-educated  persons  of  any  population  group. 

Only  1.2  percent  of  rural  or  reservation  females  have  obtained  a college 
education. 
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Nutrition 


The  subpanel  recommends  increased  attention  to  adequate  nutrition  for 
Indian  people. 


Recreation 


There  is  a lack  of  facilities  and  equipment  for  recreation  for  all  ages 
at  local  levels.  There  should  be  special  emphasis  on  recreation  for  youth 
and  the  elderly. 


Law  and  Order/ Justice 


An  overproportionate  number  of  Indian  persons  are  in  prisons,  especially 
in  Montana,  North  and  South  Dakota,  and  California.  Law  and  order  at  the 
local  level  needs  more  involvement  with  helping  persons,  especially  in  deal- 
ing with  family  problems  and  problems  of  youth  and  children. 


Racism 


Indians  experience  racism  and  prejudice  at  all  levels  of  service  deliv- 
ery. Indians  are  very  reluctant  to  go  for  service  from  an  agency  or  person 
that  is  unsympathetic  or  even  hostile. 


Jurisdictional  Barriers 


One  of  the  main  barriers  to  service  is  the  issue  of  jurisdiction  between 
State  governments  and  Indian  tribal  governments.  Because  of  the  sovereign 
nature  of  tribes  and  the  lack  of  State  jurisdiction  within  reservation  bound- 
aries, services  including  foster  care,  aging  care,  food  stamps,  etc.,  have 
been  refused  Indian  citizens  by  some  State  governments. 


Cultural  Barriers 


Most  services  provided  by  non-Indians  to  Indian  people  are  not  culturally 
sensitive . 


Boom town 


Indian  communities  are  experiencing  boomtown  impact  in  areas  where 
resource  development  is  going  on.  This  impact  is  social,  cultural,  economic, 
political,  and  psychological.  There  must  be  greater  attention  to  this 
phenomenon . 
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Research 


All  research  efforts  directed  toward  Indian  communities  and  people  must 
have  their  sanction.  The  day  of  the  self-seeking  researcher  is  over  (we 
hope)  . 


Arts  and  Media 


The  Indian  subpanel. was  pleased  that  the  Commission  Task  Panel  on  the 
Arts  took  into  account  the  rich  heritage  of  the  aboriginal  peoples  of  the 
United  States.  American  Indians^  art  is  part  of  their  whole  life,  religion, 
and  existence.  Art  developed  by  the  Indian  people  should  be  encouraged  and 
its  significance  in  developing  pride  in  one’s  own  self  and  other  people  is 
not  to  be  underestimated. 


Blood  Quantum 

The  concept  of  blood  quantum  is  one  peculiar  to  American  Indians.  It 
is  a source  of  stress  to  all  Indian  persons.  This  Subpanel  strongly  recom- 
mends further  study  of  this  issue. 


CLOSING  STATEMENT 

It  is  a concern  of  the  subpanel  that  yet  a new  way,  a new  system  will 
be  introduced  into  Indian  communities  and  tribal  groups  as  a way  to  handle 
Indian  mental  health  problems.  The  subpanel  urges  that  prevention  be  of 
major  concern  to  the  President’s  Commission  on  Mental  Health  and  that  service 
delivery  must  be  planned,  implemented,  and  controlled  at  the  local  level. 

Those  things  which  are  the  strengths  and  survival  tools  of  the  American 
Indian  people  must  be  built  upon;  introduction  of  non- Indian  concepts,  non- 
sensitive persons,  techniques  which  are  not  culturally  attuned  will  serve 
only  as  disruptions  to  the  Indian  community. 

Too  often,  non-Indian  seirvice  delivery  systems  are  superimposed  on 
Indian  peoples  and  communities.  Alien  concepts  (non- Indian  concepts)  are 
utilized  and  often  the  white  service  delivery  system  is  under  the  control  of 
non-Indians . 

For  this  reason,  the  subpanel  strongly  recommends  that  family  resource 
centers  be  developed  at  the  local  level,  planned  to  meet  local  needs  and  with 
local  persons  utilized  for  service  delivery.  The  subpanel  wishes  to  make  the 
point  that  in  spite  of  the  outcry  of  non-Indian  professionals  about  "low 
quality"  service,  self-determination  and  self-control  must  be  an  absolute 
priority.  To  paraphrase  one  subpanel  member’s  statement,  an  Indian- run, 
Indian-managed  service,  no  matter  how  critical  non-Indians  are  of  it,  is  more 
highly  desirable  and  necessary  than  any  service  provided  by  non-Indians. 
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RECOMMENDATION  I 
Family  Resource  Centers 

The  Subpanel  on  Mental  Health  of  American  Indians 
and  Alaska  Natives  of  the  President’s  Commission  on 
Mental  Health  recommends  to  the  administration  that 
there  be  an  investigation  of  services  being  provided 
to  Indian  families  on  Indian  reservations  and  communi- 
ties and  that  there  be  a directive  from  the  President 
to  assist  all  tribes  desiring  to  do  so  in  the  develop- 
ment and  ongoing  maintenance  of  Family  Resource  Centers 
(including  single-parent  and  extended  families)  to 
include  systematic  comprehensive  family  support  serv- 
ices to  rebuild  directly  and  not  be  subjected  to  the 
haphazard  yearly  funding  cycle. 

Components  necessary  are: 

A.  On-reservation  mental  health  related  service 
providers  for: 


1. 

Diagnosis 

2. 

Counseling 

3. 

Followup 

4. 

Training  for  all  other 
for  human  needs. 

service  providers 

Child  care,  both  daily  and 

for  crisis-related 

instances,  to  assure  families  of  support  serv- 
ices for  upward  mobility  and  relief  during 
times  of  family  stress  and  anxiety. 

C.  Programs  for  the  handicapped.  Increased  activ- 
ity and  funds  for  handicapped  children  and 
adults.  Counseling  and  supportive  skills 
development  for  emotionally  and  physically 
handicapped  children  and  adults.  Training 
skills  development  for  service  providers  who 
have  contact  with  handicapped  people. 

D.  Foster  care  and  adoption  on-reservation  services 
with  Title  XX  legislation  directives  to  keep 
families  intact  and  support  them  as  families. 
Administrative  support  for  legislation  pending 
(S.1214)  for  social  changes  in  past  policies 

on  foster  care  and  adoption  of  Indian  children. 
Recognizing  tribal  governments  as  having  juris- 
diction over  these  issues  and  providing  techni- 
cal assistance  and  manpower  to  assume  this 
responsibility  comparable  to  recognition  afforded 
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States  who  receive  Federal  money  for  this  issue. 
(See  testimony  from  AIPRC.) 

E.  Special  programs  for  aged  with  emphasis  on  their 
participation  as  resource  persons  in  cultural 
activities . 

F.  Nutritional  programs  for  all  residents  from 
unborn  to  elderly.  Research  and  aid  in  pro- 
viding on-reservation  stores  and  food  co-ops 
to  provide  variety  of  nutritional  foods. 
Directives  from  the  administration  to  research 
and  support  past  efforts  of  American  Indians 
to  improve  the  nutrition  of  Indians  living  on 
reservations.  (See  testimony  of  recent  efforts 
for  the  Department  of  Agriculture  food  stamp 
legislation. ) 

Programs  for  elderly  are  presently  under  the 
control  of  State  and  county  agencies  and  many 
recommendations  have  been  made  for  direct 
funding  to  tribes. 

G.  Group  homes,  staffing,  training,  and  financial 
assistance  for  professional  staff  and  IHS 
assistance  in  diagnosis  and  group  therapy  and 
one-to-one  counseling.  Ongoing  financial 
assistance  to  group  homes  for  young  children 
and  adolescents  presently  located  on  Indian 
reservations  to  provide  a community-based  sup- 
port service  to  prevent  the  fragmentation  of 
the  Indian  family.  There  are  currently  build- 
ings being  constructed  (some  are  complete)  and 
Indian  tribes  are  finding  that  no  agencies  want 
the  ongoing  responsibility  of  financial  manage- 
ment/maintenance to  assure  the  operation  of 
effective  group  homes  in  communities,  i.e.. 

Lower  Elwha  Group  Home,  Puyallup  Group  Home, 
Colville  Reciving  Home,  Warm  Springs  Group/ 
Receiving  Home,  Yakima  Receiving  Home,  Fort 
Berthold,  Santa  Clara,  Papago,  Cheyenne  River, 
Fort  Totten,  Yankton  Reservation  and  many 
others . 

Past  policies  of  State,  county,  and  Federal  agencies 
have  not  only  fragmented  but  also  caused  some  Indian  fam- 
ilies to  be  destroyed  due  to  negative  national  legislation 
such  as  Title  XX  of  the  Social  Security  Act  and  P.L.  280 
(Indian  Child  Welfare — A State  of  the  Field  Study,  com- 
pleted by  Denver  Institute,  University  of  Denver).  This 
is  legislation  passed  that  has  proven  to  be  destructive 
to  the  Indian  family  and  it  does  not  recognize  the  sover- 
eignty of  Indian  tribes. 
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Tribal  customs,  family  structure,  and  strengths  and 
cultural  aspects  have  been  ignored,  criticized  and  de- 
stroyed in  the  ongoing  effort  by  Federal,  State,  and 
county  agencies  to  cause  tribes  and  Indian  families  to 
become  dependent  on  them  and  dilute  or  destroy  the 
Indian  family,  causing  irreparable  mental  and  emotional 
anguish  to  all  concerned. 


RECOMMENDATION  II 
Ombudsman 

1.  Establish  an  office/position  in  the  Executive  Office 
to  serve  as  an  Indian  ombudsman,  presidential  adviser, 
program  expediter,  and  advocate  for  Indian  people. 

This  person  would  also  work  with  all  Federal  agencies. 
States,  and  other  governmental  entities  that  have 
impact  on  Indian  people. 

2.  At  present  services  and  service  delivery  systems  to 
Indian  people,  especially  at  the  reservation  level, 
are  disjointed,  disorganized,  wasteful,  fragmented, 
and  counterproductive.  State  agencies  refuse  serv- 
ices to  Indian  people  even  though  the  Indian  popula- 
tion is  included  in  allocation  of  funds.  There  is  no 
organized  system  to  effectively  coordinate  Indian 
programs  nor  is  there  any  mechanism  to  insure  policy, 
enforce,  or  evaluate  coordination.  There  is  no  tech- 
nical assistance  for  tribes  to  produce  their  own 
programs.  Information  systems  are  nonexistent. 

One  of  the  most  damaging  and  demoralizing  problems  in 
Indian  country  is  the  constant  uncertainty  of  funding. 

Each  program  lives  from  year  to  year  battling  for  funds 
and  marching  to  the  music  of  Federal  program  officers. 


RECOMMENDATION  III 

Traditional  Medicine  as  Natural  Support  Systems 

1.  A statement  of  policy  should  be  addressed  by  the 
President’s  Commission  on  Mental  Health  to  recog- 
nize the  traditional  medicine  man  and  woman  as 
healers  of  emotional,  mental,  and  physical  dis- 
orders. There  should  be  support  services  in 
terms  of  research,  education,  coordination,  and 
direct  pa3nnent  for  services  both  on  reservations 
and  in  urban  and  rural  areas . 

2.  Most  Indian  Americans  rely  on  their  traditional 
medicine  man  and  woman  in  one  way  or  another  due 
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to  customs  and  beliefs.  Tribal  or  traditional 
medicine  is  practiced  throughout  the  country 
today. 

3.  Studies  in  the  National  Institute  of  Mental  Health 
(NIMH)  and  other  research  indicated  positive  as- 
pects of  traditional  medicine  man  practices. 
Training  of  medicine  men  and  women  by  NIMH  on  the 
Navajo  reservation  has  proved  positive  results; 
also  papers  have  been  written  on  the  Papago  medi- 
cine men  and  their  utilization  as  traditional 
healers  and  consultants  to  the  Papago  Mental 
Program  was  also  proven  positive. 23  xhe  American 
Indian  Policy  Review  Commission  Report  supports 
this  recommendation. 


RECOMMENDATION  IV 

Research  Into  Tribal  Medicine  as  Natural  Support  Systems 

1.  More  research  funds  should  be  allocated  to 
Indian  programs  serving  reservation,  rural,  and 
urban  Indian  populations  for  the  purpose  of 
utilizing  traditional  medicine  as  a part  of 
their  comprehensive  treatment  programs  as  well 
as  prevention  programs. 

2.  The  effectiveness  of  any  health  treatment  is 
greatly  affected  by  the  belief  system  of  the 
patient.  The  importance  of  traditional  medi- 
cine and  of  the  belief  of  American  Indians  has 
rarely  been  included  as  a vital  part  of  a total 
treatment  plan.  The  customs,  beliefs,  and  tra- 
ditions handed  down  through  generations  of 
American  Indians  have  played  a great  part  in 
establishing  Indian  identity. 


23 

Kahn,  M.  W. , Lewis,  J.,  and  Galvez,  E.  An  evaluation  of  a group 
therapy  procedure  with  reservation  adolescent  Indians.  Psychotherapy: 
Theory  and  Practice,  1974,  jJ^,  241-244.  See  also: 

Kahn,  M.  W. , Williams,  C.,  Galvez,  E.,  Lejero,  L.,  Conrad,  R. , and 
Goldstein,  G.  The  Papago  Psychology  Service:  A Community  mental  health 

program  on  an  American  Indian  reservation.  American  Journal  of  Community 
Psychology,  1975,  3^,  81-97. 
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RECOMMENDATION  V ' 

Tribal  Government  Development — Research  and  Prevention  Regarding  the 
Natural  Support  Systems  of  Indian  Communities 

1.  There  is  a need  for  action-oriented  research  in 
several  areas  to  foster  the  growth  and  development 
of  tribal  communities.  Since  non-Indians’  contact 
with  tribal  communities,  individual  Indians  have, 
by  choice,  left  tribal  communities  and  severed  ties 
with  their  tribes;  however,  for  many  who  choose  to 
live  in  traditional  tribal  ways  the  outlook  has 
been  bleak.  We  could  benefit  from  research  of 
means  employed  by  tribes  to  survive  and  prosper  as 
tribal  communities.  As  shown  in  the  Meriam  Report 
and  many  other  studies,  Indian  communities  are  here 
to  stay  and,  regardless  of  public  policy,  they  will 
survive.  We  need  to  find  means  of  increasing  oppor- 
tunities for  tribal  peoples  to  develop  to  their  full 
potential. 

2.  In  dealing  with  areas  of  giving  assistance  we  must 
find  means  of  giving  financial  aid  without  creating 
chronic  dependency  of  the  grantee  and  overadminis- 
tration by  the  granter  agency.  Tribal  governments 
must  have  more  responsibility — total  and  final 
responsibility  in  programs  that  affect  the  lives  of 
their  people. 

3.  In  a related  area  there  is  a need  for  research  of 
communities  and  their  institutions  (such  as  banks, 
schools,  police,  chamber  of  commerce,  hospitals) 
adjoining  Indian  lands  to  find  what  values  and 
attitudes  inhibit  the  full  participation  of  tribal 
peoples  in  the  non-Indian  world. 


RECOMMENDATION  VI 
Self-Sufficiency 

1.  All  of  the  recommendations  must  not  be  directed  to 
the  Federal  Government.  The  subpanel  also  recom- 
mends that  tribal  governments . and  organizations 
take  strong  leadership  roles  in  recognizing  and 
dealing  with  the  severe  destructive  movement  of 
Indian  people  toward  dependency,  disintegration  of 
family  structures,  and  loss  of  cultural  values. 

2.  It  is  the  consensus  of  the  subpanel  that  the  Indian 
people  must  help  themselves;  only  through  their  own 
work  and  efforts  will  the  seemingly  inevitable 
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internal  disruption  of  Indian  life  stop.  Tribal 
government  must  develop  policy  and  set  up  mecha- 
nisms to  strengthen  the  positive  aspects  of  Indian 
family  life. 

3.  Years  of  inadequate  funding  and  resources,  oppression 
and  manipulation  by  the  white  power  structure  along 
with  the  colonization  behavioral  response  has  led 
Indian  leadership  to  rely  very  heavily  on  Federal 
decisionmaking.  Only  through  self-initiative  and 
perseverance  will  some  of  the  social  and  emotional 
problems  be  stopped  at  local  tribal  and  community 
level. 

4.  Some  tribal  governments  and  organizations  have  estab- 
lished policy  and/or  formed  bodies  to  deal  with 
"mental  health"  or  emotional  problems  of  members. 
Tribal  health  departments  (such  as  Blackfeet)  are  in 
their  infancy  as  far  as  establishing  mental  health 
policy.  Some  tribes  are  in  the  process  of  develop- 
ing ordinances  in  the  area  of  child  care,  drug  abuse, 
and  alcohol  abuse. 


RECOMMENDATION  VII 

Extended  Family  as  a Natural  Support  System 

1.  Too  often  we  neglect  looking  at  the  strengths  of  the 
American  Indian  family  units.  There  needs  to  be 
extensive  and  definitive  action-oriented  research  by 
American  Indian  researchers  or  persons  who  have  the 
sanction  of  Indian  government. 

2.  Investigation  should  also  be  focused  on  the  positive 
aspects  and  strengths  of  the  extended  family  system 
of  the  American  Indians  on  the  reservation,  urban, 
and  rural  areas.  These  strengths  can  be  regarded  as 
the  positive  aspects  of  mental  health  as  well  as  the 
natural  support  system  of  the  Indian  family. 

3.  The  extended  family  and  clanship  systems  are  the 
natural  support  systems,  economically,  socially, 
emotionally,  religiously,  and  politically,  of  the 
native  American  Indian. 

4.  Child  rearing  practices,  social  customs,  traditional 
healing  customs,  tribal  practices,  as  well  as  physical 
and  emotional  well-being  come  from  the  supportive  net- 
work of  the  extended  family. 
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RECOMMENDATION  VIII 

Research  Into  Prejudice,  Racism,  and  the  Development  of  Survival  Skills 

1.  Research  funds  should  be  made  available  to  Indian 
researchers  or  researchers  who  have  tribal  sanction 
to  study  the  following: 

a.  Effects  of  years  of  prejudice  and  racism  on  Indian 
children  and  families. 

b.  Coping  skills  that  have  enabled  Indian  children  and 
adults  to  survive.  What  are  survival  techniques 
developed  by  Indian  people? 

2.  Research  into  the  coping  and  survival  skills  will  pro- 
vide data  and  knowledge  of  individual  tribal  strengths, 
i.e.,  cultural  value  systems,  strengths  that  can  be 
integrated  in  prevention  and  human  services  modalities 
for  the  American  Indian. 

3.  On  the  opposite  coin,  in  opposition  to  all  the  statis- 
tics and  data  that  indicate  a growing  disintegration 
of  the  American  Indian  family,  extended  family,  and 
clanship  there  are  some  families  as  well  as  individual 
who  "make  it,"  some  who  survive,  some  Indians  who 
manage  to  live  peaceful  lives  in  harmony,  beliefs, 

and  cultural  value  systems. 

4.  Studies  should  be  initiated  to  determine  the  causes 
and  effects  of  those  Indians  seeking  to  reenter  the 
tribal  systems,  i.e.,  youth,  professional,  and 
retired. 


RECOMMENDATION  IX 

Service  Delivery — Integration  of  Systems 

1.  There  needs  to  be  strong,  vigorous,  and  immediate 
action  on  the  part  of  the  Federal  Government  to 
insure  quality,  community-based,  and  integrated 
helping  services  (health/social/economic)  to 
Indian  people:  reservation,  rural,  and  urban. 

These  services  must  be  based  on  local  need, 
local  planning,  and  local  decisionmaking. 

a.  There  must  be  the  establishment  of  a coordi- 
nating system  for  an  integrative  and  coopera- 
tive service  delivery  system  for  Indian  people 
through  legislation  and  policy.  Specific  lan- 
guage must  be  included  to  insure  that  all 
agencies  involved  in  service  delivery  coop- 
erate on  a local  basis.  Top  priority  must  be 
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given  to  joint  funding  efforts  to  simplify 
procedures  and  service  delivery. 

b.  Every  effort  must  be  made  to  discourage  further 
establishment  of  centralized  centers  for  train- 
ing, treatment,  etc.,  by  any  Federal  agency  for 
Indian  people  to  prevent  alienation  of  Indian 
people  and  loss  of  local  control. 

c.  There  should  be  immediate  steps  to  insure  coor- 
dination between  the  various  agencies  responsible 
for  P.L.  94-63,  P.L.  93-641,  and  P.L.  93-638  and 
IHS.  At  present  there  is  no  coordination  and  the 
result  is  chaos  and  the  Indian  person  is  lost  in 
the  mess. 

d.  BIA  and  IHS  must  set  up  a review  mechanism  for 
all  contracts.  The  whole  contract  system  is 
unclear  and  diffuse  and  easily  abused.  There 
must  be  accountability  for  the  dollar  expended 
and  rationale  for  the  person  or  firm  receiving 
the  contract. 

e.  The  American  Indian  Policy  Review  Commission 
recommends  a management  audit  of  IHS — similar 
to  the  one  done  by  the  AIPRC  of  BIA.  This  sub- 
panel strongly  supports  this  recommendation 

and  urges  DHEW  to  proceed  with  this  recommendation. 

f.  Recommend  a GAO  audit  of  contracts  done  by  BIA 
and  IHS  for  helping  services  to  Indian  people. 

2.  At  present,  helping  services  provided  by  BIA,  IHS, 
other  Federal  agencies.  States,  counties,  and 
through  Federal  contracts  to  private  vendors  are 
confusing,  duplicated,  fragmented,  competitive, 
and  at  times  harmful.  Many  of  the  Federal  pro- 
grams are  centralized  with  decisions  made  for 
Indian  persons  rather  than  with  or  by  them.  Low 
funding  to  IHS  forces  them  into  positions  of 
centralized  programs,  causing  Indian  persons  to 
be  removed  from  their  communities  for  care, 
treatment,  and  education.  IHS  would  like  to 
develop  broad-based  community-oriented  pro- 
grams but  feels  lack  of  funding  forces  them 

to  "become  the  victim." 

3.  Contract  services  provided  by  IHS  contractors  are 
cited  by  several  expert  sources  as  overly  expensive 
because  of  excessive  hospital  stays  and  unnecessary 
hospitalizations.  BIA  is  often  accused  of  use  of  a 
"buddy  system"  for  contracts. 
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RECOMMENDATION  X 

Conmunity  Mental  Health  Centers 

1.  There  needs  to  be  specific  language  and  considera- 
tion of  Indian  tribes  and  organizations  included 
in  community  mental  health  center  (CMHC)  rules  and 
regulations.  These  changes  should  be  flexible 
enough  to  allow  for  rural  isolation,  unique  cul- 
tural needs  as  well  as  regional  differences  (such 
as  Alaska) . There  needs  to  be  a reevaluation  by 
Federal  officials  of  criteria  used  for  funding 
because  those  criteria  have  proved  to  be  a major 
barrier  for  Indian  tribes  and  organizations.  The 
criteria  utilized  for  evaluation  and  monitoring 
need  to  be  revised  to  meet  the  unique  needs  of 
Indian  tribes  and  groups.  There  must  be  consider- 
ation given  to  direct  funding  to  tribal  governments 
because  of  the  States’  reluctance  to  fund  Indian 
programs . 

2.  American  Indians  are  underserved  by  CMHC’s  even 
though  these  centers  not  only  include  Indians  in 
their  catchment  areas  but  also  count  them  for  pur- 
poses of  funding.  Over  and  over  Indian  people  have 
described  their  frustrations  at  being  unable  to 
receive  help  from  these  centers.  At  present  there 
is  no  CMHC  on  an  Indian  reservation  nor  is  there  an 
urban/rural  Indian  CMHC.  There  is  practically  no 
coordination  between  CMHC  service  delivery  systems 
and  other  helping  systems  for  Indian  people.  As  a 
result  there  is  duplication  of  funds  and  wasted 
money.  Most  centers  have  staff  who  are  insensitive 
and  resistant  to  Indian  people. 

3.  The  current  policy  of  the  Federal  Government  is  self- 
determination  for  Indian  people,  yet  in  the  mental 
health  field,  Indian  people  are  denied  their  right 

to  design  their  own  programs  and  centers,  to  apply 
for  funds,  or  to  participate  in  current  CMHC  programs. 
Direct  funding  for  such  CMHC  programs  for  Indian 
people  is  a strong  recommendation  from  this  subpanel. 
Tribes  and  urban  groups  should  receive  funding  on  a 
competitive  basis  with  no  intervening  layer  of 
control. 

4.  There  is  a paucity  of  data  about  CMHC  services  to 
the  Indian  population.  While  some  centers  utilize 
various  statistics,  many  Indian  people  feel  that 
statistics  are  not  reliable  and  can  tell  of  many 
rejections  and  barriers  to  service.  There  is  not 
one  CMHC  on  an  Indian  reservation. 
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RECOMMENDATION  XI 

Research  and  Demonstration  Programs — Assessment  Data  Base 


1.  There  need  to  be  more  appropriations  and  planning 
for  research  and  demonstration  programs  to: 

a.  Review  and  analyze  the  present  situation  of 
programs  which  impact  on  the  mental  health  of 
Indian  people. 

b.  Establish  standards  of  service  delivery  for 
both  Indians  and  non-Indians. 

c.  Review  geographical/political/social  locations 
of  CMHC^s  and  effects  on  service. 

d.  Investigate  needs  for  different  education 
programs  and  curruculum  for  Indians  and 
non-Indians . 

e.  Develop  a research  and  development  project  in 
Indian  country — reservation/rural/urban — as  a 
model  for  mental  health  service  delivery  to 
Indians.  This  would  serve  as  a model  for  future 
programs  in  Indian  country. 

2.  The  current  mental  health  service  delivery  system  is 
not  reaching  Indian  people.  Services  at  the  reserva- 
tion level  are  practically  nonexistent.  There  are 
very  few  American  Indian  mental  health  service  cen- 
ters which  serve  as  carriers  rather  than  facilitating 
care  for  Indian  people.  Service  delivery  standards 
for  Indian  people  are  different  for  Indians  than 
non-Indians  and  prevents  services  reaching  them. 
Services  presently  reaching  Indians  are  poor. 

3.  There  is  no  technical  assistance — technical  assist- 
ance— is  imposed  available  to  Indian  people  who  wish 
to  start  their  own  programs.  The  data  base  to 
justify  service  need  or  extent  of  problem  is  not 
available. 


RECOMMENDATION  XII 
Nutrition — Prevention  Research 

1.  There  should  be  action-oriented  research  efforts 
directed  into  investigating  the  effects  of  poor 
nourishment,  malnutrition,  poverty,  cultural 
variances,  and  inadequate  food  supply  stores  on 
the  general  well-being  of  Indian  people. 
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2.  Adequate  nutrition  is  a basic  need  of  all  people 
to  insure  good  health.  Rapid  changes  in  cultural 
life  style,  poverty  circumstances,  and  poor  sup- 
plies in  reservation  stores  have  led  to  malnutri- 
tion of  Indian  people. 

Increased  availability  of  welfare,  moving  into 
clustered  Department  of  Housing  and  Urban  Develop- 
ment housing,  emphasis  on  buying  foods  rather  than 
raising  food  have  lowered  the  nutritional  status 
of  Indian  people.  Lack  of  fresh  garden  food,  wild 
berries,  game/fish,  and  natural  preservation  tech- 
niques has  led  Indians  to  rely  a great  deal  on  non- 
nutritious  sugar/starch  foods.  This  has  led  to 
chronic  obesity  and  other  related  problems  such  as 
high  blood  pressure,  diabetes,  poor  maternal, 
infant,  and  prenatal  care,  and  susceptibility  to 
infection.  (See  recommendation  I.) 


RECOMMENDATION  XIII 
Research  Into  Alcoholism 

1.  The  problem  of  substance  abuse  and  the  resultant 
effects  on  American  Indian  family  life  and  on  the 
individual  abuser  is  the  number  one  health,  social, 
economic  problem  of  the  Indian  community.  Statistic 
and  other  data  indicate  the  divisive  effect  abuse 
has  on  the  daily  living  of  the  American  Indian,  his 
or  her  family,  and  community. 

a.  Grant  direct  funding  to  Indian  researchers  or 
researchers  with  Indian  sanction  for  research  and 
data  collection  regarding  Indian  chemical  abuse. 
At  present  the  field  is  murky,  diffuse,  and 
filled  with  myths  and  stereotypes.  Adequate  re- 
search and  development  programs  should  be  started 
on  those  urban/rural  Indian  reservations  where  no 
programs  exist  at  all  or  treatment  of  any  kind  is 
not  available.  Include  definition  of  various 
treatment  modalities: 

(1)  Detox — self-explanatory 

(2)  Primary 

(3)  Secondary 

(4)  Outpatient  followup,  self-help,  etc. 

b.  Collect  all  available  alcohol-related  information 
from  IHS  and  BIA,  tribal  and  urban  programs  both 
in  the  lower  48  States  and  in  Alaska  as  to  what 
available  data  and  statistics  can  be  collected 
from  these  existing  programs  and  agencies  as  to 
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the  extent  of  the  problem,  i.e.,  hospital  care, 
medical  complications,  primary  and  secondary 
treatment  available  to  Indian  people.  Compile 
these  data  into  a comprehensive  assessment  report. 

c.  Grant  research  monies  to  the  development  of 
primary  Indian  alcoholism  and  drug  abuse  treat- 
ment centers  throughout  the  United  States.  (Each 
tribe  in  the  United  States  and  Alaska  has  its  own 
culture  and  way  of  living.) 

d.  Grant  research  funds  for  the  development  of 
troubled  employee  programs  at  the  tribal  govern- 
mental level.  (This  is  to  include  all  programs 
under  tribal  jurisdiction.) 

e.  Research  the  extent  of  the  suffering  of  the  family 
of  the  alcoholic,  i.e.,  battered  spouse,  child 
abuse,  and  neglect. 

f.  Research  and  evaluate  programs  (both  rural  and 
urban)  currently  funded  to  what  is  presently 
working  and  not  working. 

2.  Testimony  and  other  data  provided  to  the  subpanel 
indicates  that  chemical  abuse  (alcoholism)  is  the 
number  one  problem  of  American  Indians.  Alcoholism 
and  alcohol  abuse  are  on  the  rise  among  the  American 
Indians  and  the  Alaska  Natives.  Much  of  this  rise 
can  and  is  attributed  to  several  factors: 

a.  Socioeconomic  status  of  the  American  Indian  in 
both  rural  reservation  and  urban  areas. 

b.  Poor  self-image  resulting  from  racism  and  preju- 
dice of  the  non-Indian  society,  labeling  the 
native  American  Indian  as  a second-class  citizen. 

3.  In  a recent  study  done  by  the  Aberdeen  Area  Indian 
Health  Service  (mental  health  staff  of  IHS) , alcohol- 
ism and  alcohol  abuse  were  found  to  have  increased 

in  the  Aberdeen  area  by  47  percent  in  the  past  5 
years,  with  the  biggest  increase  being  in  the  younger 
age  group  (15-19) . The  same  report  also  states  these 
startling  facts: 

a.  The  attempted  suicide  rate  is  rapidly  rising  in 
the  age  group  15-25  and  those,  who  actually  do 
commit  suicide  are  2 out  of  10. 

b.  The  rate  of  alcoholism  and  alcohol  abuse  in  both 
the  rural  reservation  and  urban  areas  is  4 times 
the  national  average,  which  is  1 out  of  10, 
where  the  American  Indian  rate  is  2 out  of  5. 
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c.  All  Indian  Health  Service — service  units, 
inpatient,  hospital  admissions,  and  out- 
patient clinic  visits  are  60  to  70  percent 
related  to  alcohol  and  alcohol  abuse. 

4.  Law  Enforcement  Statistics  (from  the  Aberdeen 
area)  also  show  that  of  the  crimes  commited  on 
the  reservation  95-98  percent  are  related  to 
alcohol  and  alcohol  abuse.  Also  State  prison 
statistics  (South  Dakota,  Montana,  Minnesota) 
show  that  almost  all  (over  90  percent)  of  the 
native  American  Indian  incarcerations  are  due 
to  alcoholism  and  alcohol  abuse,  with  many 
persons  serving  time  for  crimes  committed  dur- 
ing blackouts.  If  all  prisons  in  the  United 
States  were  visited,  it  is  expected  that  of 
all  Native  American  Indians  now  serving  time, 
at  least  90  to  95  percent  would  be  found  to 

be  there  as  a consequence  of  alcoholism  or 
alcohol  abuse. 

5.  Continuing  dependency  upon  Federal,  State,  and 
local  governments,  excluding  tribal  governments, 
for  program  startup  and  continuation  monies 
creates  an  attitude  and/or  atmosphere  of  external 
control  rather  than  internal  control,  which  in 
turn  defeats  the  spirit  of  P.L.  93-638,  the 
Indian  Self-Determination  and  Education  Assist- 
ance Act.  This  dependency  continues  the  cycle 

of  placing  responsibility  on  outside  persons 
rather  than  leaders . 


RECOMMENDATION  XIV 

Direct  Effect  on  Community — Troubled  Employees  Program 

1.  Troubled  Employees  Programs  should  be  estab- 
lished both  in  the  Bureau  of  Indian  Affairs  and 
in  the  Indian  Health  Service  and  Public  Health 
Service  to  make  assistance  available  to  tribal 
governments  to  establish  their  own  programs  for 
their  own  employees . The  Bureau  and  Indian 
Health  Service  are  to  set  up  an  active  and 
effective  Troubled  Employees  Program  as  set 
forth  in  the  Civil  Service  regulations,  HSA 
regulations,  and  DHEW  regulations. 

2.  The  Assistant  Secretary  for  Indian  Affairs  and 
the  Director  of  the  Indian  Health  Service  should 
recognize  that  there  is  a severe  problem  among 
Federal  employees,  issue  a blanket  policy 


993 


statement  in  reference  to  troubled  employees,  and 
require  that  area  directors  back  this  policy. 


RECOMMENDATION  XV 

Women  as  Influential  Agents  in  Community  Natural  Support  Systems 

1.  There  needs  to  be  special  attention  paid  to  the 
unique  role  of  Indian  women,  their  contribution 
to  the  improved  mental  health  of  Indian  people, 
and  the  stressful  and  anxiety-producing  life 
situations  in  which  they  find  themselves.  Nec- 
essary action  include: 

a.  Special  research  efforts  in  this  area. 

b.  More  projects  for  Indian  women  and  children 
such  as  centers  for  battered  women  and  alcohol 
treatment  centers  for  women. 

c.  Special  education  incentives  for  women  who  are 
heads  of  single-parent  families. 

d.  Special  services  provided  for  Indian  women  in 
prisons. 

2.  Indian  women  have  a unique  situation  in  the  area 
of  mental  health,  as  they  experience  the  double 
stress  of  being  women  in  our  society  and  being 
Indian  in  the  dominant  white  culture.  The  effects 
of  poverty  and  poor  socio-economic  conditions  on 
reservations  as  well  as  rural  and  urban  areas  has 
caused  many  Indian  women  to  experience  the  effects 
of  a welfare  culture.  Alcoholism  has  also  taken 
its  toll. 24 


National  Institute  on  Education — Special  study  session  for  American 
Indian  Women,  1976. 

Indian  Women’s  Caucus — International  Women’s  Year,  1977. 

Testimony  by  Pauline  Hayres  representing  the  International  Indian 
Treaty  Council  and  Coalition  of  Grass-Roots  Women  to  the  National  Com- 
mission for  the  Protection  of  Human  Subjects  of  Biomedical  and  Behavioral 
Research. 
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Boarding  Schools  as  Community  Support  Systems 

1.  BIA  must  be  directed  to  immediately  improve  situa- 
tions in  BIA  boarding  schools.  This  committee 
suggests  that  boarding  be  considered  as  youth  advo- 
cacy and  resource  centers  with  social/emotional 
orientation  rather  than  being  under  the  control 

of  educators. 

2.  Most  boarding  schools  seem  to  be  a "necessary  evil" 
in  the  life  situations  of  many  Indian  communities. 
However,  they  disrupt  family  life,  destroy  self- 
esteem and  identity  of  Indian  children.  They  are 
utilized  for  social  placements,  for  unwanted 
children,  for  solving  local  family  and  welfare 
problems.  The  philosophy  is  to  place  the  most 
"troublesome"  children  and  adults  in  schools  the 
farthest  from  home. 

3.  There  are  countless  stories  of  mistreatment, 
humiliation,  destruction  of  self-esteem,  resultant 
emotional  distress,  and  unsupervised  activities  of 
children  leading  to  drug  usage,  alcohol  abuse,  and 
pregnancy.  Eighty  percent  of  placements  in  BIA 
boarding  schools  are  for  "social  reasons."  Over 
one-fourth  of  American  Indian  youths  are  admitted 
to  boarding  schools.  The  Meriam  Report  in  1928 
recommended  phasing  out  boarding  schools.  Nine 
thousand  Indian  children  do  not  attend  school 

at  all  because  of  lack  of  facilities. 

In  1969,  the  Kennedy  Report  condemned  the  Indian 
boarding  school  system. 

The  AIRPC  commission  reports  no  change  in  BIA 
boarding  schools  since  1969. 

The  Indian  subpanel  heard  reports  of  violence, 
sexual  abuse,  drug  abuse,  alcoholism,  and  sheer 
neglect  not  to  mention  the  daily  humiliation  and 
ego  destruction  activities  at  the  boarding 
schools . 


RECOMMENDATION  XVII 
Mental  Health  Manpower 


The  subpanel  recommends  that  there  be  mechanisms 
set  up  through  IHS,  BIA,  or  Office  of  Education  to 
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support  manpower  groups  to  educate  and  train  American 
Indians  and  Alaska  Natives  in  the  mental  health  related 
professions.  Self-determination  will  never  be  achieved 
if  we  must  continue  to  rely  on  non-Indian  persons  for 
mental  health  service. 


RECOMMENDATION  XVII T 

The  subpanel  recommends  that  greater  attention  be 
directed  to  American  Indians  and  Alaska  Natives  who 
are  prisoners  in  State  and  Federal  institutions.  This 
specific  recommendation  is  made  because  of  the  dispro- 
portionate number  of  American  Indians  in  prison. 
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APPENDIX 


COMPOSITION  OF  THE  AMERICAN  INDIAN  AND  ALASKA  NATIVE  SUBPANEL 

Included  in  this  report  is  a list  of  those  American  Indian  persons  who 
served  on  the  subpanel  which  was  charged  with  making  recommendations  to  the 
President’s  Commission  on  Mental  Health.  A brief  explanation  is  included  in 
order  that  the  reader  will  understand  how  the  panel  was  formed. 

The  Commission  was  formed  by  Executive  order  on  February  17,  1977.  La 
Donna  Harris  (Comanche)  was  appointed  by  President  Carter  to  serve  as  a 
Commissioner;  she  was  the  only  Indian  person  on  the  Commission.  Phyllis  Old 
Dog  Cross  was  detailed  from  the  Bureau  of  Indian  Affairs  in  July  1977  to 
assist  Ms.  Harris  in  her  special  concerns  for  Indian  people  and  their  mental 
health  needs. 

The  first  task  was  to  prepare  for  the  series  of  national  hearings  held 
by  the  Commission.  Information  regarding  the  Commission  and  the  hearings 
was  sent  to  all  major  Indian  organizations,  Indian  persons,  key  IHS  staff, 

IHS  area  offices,  and  National  Indian  Health  Board  (NIHB) . Meetings  and 
followup  telephone  contacts  were  made.  The  names  of  persons  who. might  be 
tapped  for  testimony  and  utilized  as  subpanel  members  as  well  as  consultants 
on  special  concerns  were  submitted  to  the  staff  of  the  Commission.  The  list 
was  compiled  by  listing  those  persons  nationally  known  for  work  in  "mental 
health"  with  the  American  Indians  and  persons  nominated  by  NIHB,  H.  C. 
Townsley,  and  several  other  sources. 

Several  Indian  persons  were  self-identified  and  contacted  the  Commission 
on  their  own.  Several  persons  were  assisted  in  preparing  testimony.  Contacts 
were  made  to  increase  good  regional  representation.  Eight  Indian  persons  gave 
oral  testimony  at  the  national  hearings. 

A series  of  minihearings  was  held  by  Commissioner  Harris  at  Zuni  Pueblo, 
Oklahoma  City,  Rapid  City  (for  the  four-State  Indian  Health  Board),  and 
California.  Several  national  organizations  asked  for  a report  from  Commis- 
sioner Harris  during  an  annual  meeting  and  several  national  Indian  newsletters 
carried  information  on  the  Commission. 

After  the  national  hearings  the  Commission  decided  to  appoint  a subpanel 
on  American  Indians  and  Alaska  Natives.  The  panel  was  to  meet  as  soon  as 
possible  to  start  its  work.  The  first  meeting  was  held  in  August  1977. 

The  Subpanel  on  the  Mental  Health  of  American  Indians  and  Alaska  Natives 
has  utilized  both  American  Indian  health  (and  mental  health)  professionals 
and  American  Indians  who  are  involved  in  human  service  delivery  programs  at 
the  local  level.  The  chairman  was  chosen  because  of  his  training  as  a lawyer 
and  his  vast  experience  in  the  Indian  world  and  in  dealing  with  the  Federal 
Government.  Also,  Indian  persons  who  have  had  experience  in  specialized 
fields  such  as  alcoholism  and  child  welfare  services  were  involved  in  the 
task  force’s  deliberations. 
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The  subpanel  would  like  to  emphasize  that  every  attempt  was  made  to 
involve  persons  from  the  local  level  because  of  the  belief  that  only  from 
the  local  level  can  services  be  determined.  The  Indian  world  has  for  too 
many  years  had  services  and  decisions  imposed  from  above.  It  is  time  for 
this  process  to  stop. 

Besides  developing  a report  from  the  panel  itself  regarding  American 
Indian  concerns,  every  effort  was  made  to  get  Indian  representatives  and 
input  to  the  30  other  task  panels  of  the  Commission.  We  were  able  to  get 
the  following  representation  on  these  panels: 

Support  Systems:  H.  C.  Townsley 

Manpower:  Pat  Locke 

Family:  Tillie  Walker 

Women:  Wanda  Frogg 

Alcoholism:  John  Buehlman  and  Gordon  Belcourt 

Barriers:  Carolyn  Attenave 

Family  and  Children:  Marlene  EchoHawk 

Ed  Bates  was  appointed  to  the  rural  task  panel  through  his  own 
initiative. 

The  subpanel  met  twice  after  August  under  close  deadlines  and  developed 
a draft  report  which  was  due  January  1,  1978.  The  chairman  presented  the 
report  to  the  Commission  on  January  16,  1978.  It  was  accepted  by  the 
Commission. 
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INTRODUCTION 

For  decades,  handicapped  Americans  have  been  an  oppressed  and, 
all  too  often,  a hidden  minority,  subjected  to  unconscionable 
discrimination,  beset  by  demoralizing  indignities,  detoured  out 
of  the  mainstream  of  American  life  and  unable  to  secure  their 
rightful  role  as  full  and  independent  citizens.* 

The  Special  Populations  Subpanel  on  Mental  Health  of  Physically  Handi- 
capped Americans  focused  on  the  special  needs  of  this  group  of  persons  in 
two  ways.  First,  written  and  oral  testimony  presented  to  the  President’s 
Commission  on  Mental  Health  identified  profoundly  deaf  and  hearing-impaired 
persons  as  a population  long  ignored  by  the  mental  health  system  because  of 
their  special  communications  needs.  The  first  section  of  this  report  high- 
lights the  mental  health  needs  of  hearing-impaired  and  deaf  Americans  and 
offers  16  recommendations  for  removing  barriers  to  mental  health  services 
for  persons  who  are  deaf. 

Second,  since  a wealth  of  data  on  physically  handicapped  individuals 
had  been  prepared  for  the  White  House  Conference  on  Handicapped  Individuals, 
May,  1977,  it  was  decided  to  summarize  for  the  President’s  Commission  on 
Mental  Health  the  recommendations  from  the  White  House  Conference  related 
to  mental  health. 


THE  MENTAL  HEALTH  NEEDS  OF  DEAF  AMERICANS 
Preface 


Without  a workshop/meeting  that  ideally  would  have  enabled  input  from 
participating  representatives  across  Deaf  Communities,  this  report  may 
admittedly  not  be  as  comprehensive  as  it  should  be.  Nonetheless,  this  re- 
port is  an  attempt  to  delineate  the  mental  health  needs  of  Deaf  Americans 
and  to  present  pertinent  recommendations  based  on  views  currently  expressed 
in  the  "deafness  field. 


^Statement  by  Joseph  A.  Califano,  Jr.,  Secretary  of  Health,  Education, 
and  Welfare,  April  28,  1977. 

This  report  was  prepared  for  the  Special  Populations  Task  Panel  by 
Barbara  B.  Sachs,  Clinical  Psychologist,  Mental  Health  Programs  for  the 
Deaf,  St.  Elizabeths  Hospital,  Washington,  D.C.  Additional  input  has  been 
received  from  personal  consultations  with  two  mental  health  professionals 
in  Washington,  D.C.,  who  are  involved  in  providing  services  to  Deaf  Ameri- 
cans: Luther  D.  Robinson,  M.D.,  Sc.D.,  a nondeaf  psychiatrist  and  founder 

of  the  Mental  Health  Program  for  the  Deaf,  St.  Elizabeths  Hospital;  and 
Allen  E.  Sussman,  Ph.D. , a deaf  psychologist  and  Director  of  the  Counseling 
and  Placement  Center,  Gallaudet  College.  Input  was  also  sought  from  other 
mental  health  professionals,  both  deaf  and  nondeaf,  all  from  the  "deafness 
field"  as  well  as  from  deaf  consumers  and  their  families  who  at  one  time 
availed  themselves  of  mental  health  services. 
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During  the  first  meeting  of  this  subpanel  with  the  other  special 
populations  subpanels  on  January  15,  1978,  striking  similarities  were  noted 
in  the  discussions  of  the  life  and  mental  health  service  experiences  between 
the  various  minority  groups  and  Deaf  Americans.  Therefore,  this  report  at- 
tempts to  avoid  duplication  of  effort  and/or  repetition  in  the  discussion 
of  similar  needs  and  recommendations,  not  however  discounting  pertinent 
inclusion  of  Deaf  Americans  in  them.  This  report  focuses  on  those  needs 
and  recommendations  considered  unique  and  necessary  to  this  population  of 
physically  disabled  Americans. 


OVERVIEW 

The  Mental  health  status  of  Deaf  Americans  and  the  treatment  of  the 
mental  illnesses  that  occur  in  this  population,  unlike  those  of  most  other 
special  populations,  have  not  been  the  subject  of  widespread  discussion  and 
debate.  Further  knowledge  and  awareness  of  this  subject,  together  with  dis- 
semination of  information  to  the  furthest  reaches  of  our  society,  cannot  be 
overemphasized  if  the  overall  mental  health  of  Deaf  Americans  is  to  be  im- 
proved and  the  treatment  of  their  mental  disorders  is  to  become  more 
appropriate. 


POPULATION  CHARACTERISTICS 

The  population  of  Americans  with  hearing  impairments  runs  upwards  of 
13  million.  Out  of  this,  about  500  thousand  have  been  identified  as  either 
congenital  or  of  early  onset.  Because  of  the  commonalities  experienced  by 
those  who  "grow  up  deaf,"  this  population  is  generally  addressed  as  the 
deaf  community.  Notwithstanding  commonalities,  an  accurate  picture  of  the 
deaf  community  must  reveal  its  heterogeneity.  The  psychologist  responsible 
for  the  1974  Census  of  The  Deaf  Population  of  the  United  States  points  out 
that,  "Constant  attention  to  averages  without  compensating  glances  at  the 
deviations  might  create  the  false  image  of  a population  homogenized  by 
that:  "Constant  attention  to  averages  without  compensating  glances  at  the 

much  from  each  other  as  they  do  from  all  other  individuals." 

Deaf  Americans  are  not  evenly  distributed  across  the  United  States. 
Deafness  occurs  in  and  across  all  income  levels  and  ethnic  groups.  If  the 
country  is  quartered  regionally,  the  largest  prevalence  rate  for  the  deaf 
community  is  found  in  the  North  Central  region  and  the  lowest  in  the  North- 
east. The  South  has  a higher  rate  than  the  West,  both  about  20  percent 
lower  than  that  for  the  North  Central  region. 

Educationally,  the  average  attainment  of  deaf  persons  falls  below 
that  of  the  general  population.  Undereducation  continues  to  be  an  issue 
of  great  concern  and  portends  ominously  for  the  future  well-being  of  at 
least  half  of  the  deaf  population. 

Occupationally,  deaf  people  are  found  in  every  industry.  They  are 
employed  in  all  principal  occupations  from  professional  to  domestic.  They 
have  demonstrated  their  capability  to  do  almost  any  kind  of  work.  Yet, 
employment  is  not  as  high  among  the  deaf  population  as  would  be  desirable. 
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Of  greater  concern,  however,  is  underemployment — employment  in  positions 
incompatible  with  deaf  people’s  intelligence,  skills,  and  education,  re- 
sulting from  discriminatory  attitudes  toward  deaf  job  applicants. 

The  communication  patterns  adopted  by  deaf  people  reveal  their  bi- 
culturality  and  bilinguality . Among  themselves,  American  Sign  Language 
remains  the  primary  language,  even  among  those  few  who  report  little  dif- 
ficulty with  spoken  English. 

Perhaps  the  most  accurate  portrayal  of  Deaf  Americans,  penned  by  a 
deaf  mental  health  professional  some  years  ago,  describes  the  population 
as  constituting  of  a truly  silent  minority.  "The  silent  minority  has  not 
yet  reacted  in  the  revolutionary  manner  used  by  some  groups.  They  have 
set  off  no  demonstrations,  no  violent  acts,  no  cries  for  equality.  Per- 
haps this  patience  [led  to  the  description  of  deaf  people  as]  ’The  most 
misunderstood  among  the  sons  of  men.  But  the  gamest  of  all.’  The  patience 
of  the  silent  minority  is  growing  thin.  ..." 


MENTAL  HEALTH  STATUS 

There  is  little  valid  and  reliable  information,  national  in  scope, 
to  directly  address  questions  of  the  mental  health  status  of  Deaf  Ameri- 
cans. At  the  1976  Orthopsychiatric  Workshop  on  Deafness,  it  was  deter- 
mined, under  the  most  conservative  estimate  of  the  need  and  the  most  liberal 
estimate  of  the  available  mental  health  service,  that  85  percent  of  deaf 
people  needing  such  services  are  not  receiving  them  because  they  are  not 
available.  In  other  words,  less  than  2 percent  of  the  deaf  community  re- 
ceive needed  services. 

Of  those  deaf  clientele  actually  receiving  the  attention  and  scrutiny 
of  mental  health  professionals,  the  diagnostic  impressions  have  run  the 
gamut  of  psychoses,  neuroses,  personality  disorders,  behavior  disorders, 
and  transient  situational  reactions.  The  available  data  consistently  point 
to  the  behavior  disorder  category  as  having  the  largest  numbers  of  the 
deaf  persons  seen.  Generally,  the  number  of  Deaf  Americans  needing  mental 
health  services  is  at  least  of  the  same  order  of  magnitude  as  that  among 
the  nondeaf  population,  and  the  kinds  of  mental  health  problems  are  ’similar. 


MENTAL  HEALTH  SERVICE  DELIVERY  SYSTEMS 

Until  20  years  ago,  there  were  no  mental  health  service  programs  and 
facilities  for  deaf  persons.  Now  there  are  about  15  programs  across  the 
United  States.  Out  of  these  15,  only  3 or  4 are  fully  functional  and  full- 
fledged  programs  while  the  others  are  of  limited  operation.  Out  of  these 
15,  not  one  is  a community  mental  health  center.  For  a brief  time  in  the 
recent  past,  there  was  one  such  center,  headed  by  a qualified  deaf  psycholo- 
gist, which,  although  understaffed,  was  highly  overutilized  and  successful 
until  funding  cuts  and  the  relocation  of  the  psychologist  pronounced  its 
demise.  Thus,  the  greater  majority  of  Deaf  Americans  presently  in  need  of 
mental  health  services  but  not  in  need  of  hospitalization  has  virtually 
nowhere  to  go  for  therapeutic  help.  The  emphasis  remains  on  inpatient 


S/POPS  274 


1004 


and  custodial  care.  Finally,  out  of  these  15  mental  health  service  pro- 
grams, not  one  is  currently  administered  and  directed  by  qualified  deaf 
mental  health  professionals.  Complaints  centering  around  the  lack  of  handi- 
capist  sensitivity  and  the  lack  of  interest  in  the  special  needs  of  Deaf 
Americans  remain  to  be  problems. 


MENTAL  HEALTH  PERSONNEL 

The  availability  of  professional  mental  health  personnel  qualified 
to  work  with  deaf  individuals  gives  an  even  more  deplorable  picture.  Cur- 
rently, there  are  in  this  country  roughly  only  about  20  psychiatrists 
working  with  deaf  people.  None  of  them  are  deaf.  Probably  only  four  or 
five  of  them  can  communicate  in  the  sign  language  of  the  deaf  with  any 
reasonable  fluency.  There  are  roughly  about  16  psychologists  who  provide 
mental  health  services  to  deaf  clientele.  Only  5 of  them  are  deaf.  There 
are  19  social  workers,  only  1 of  whom  is  deaf,  and  27  psychiatric  nurses 
with  no  deaf  persons  among  their  numbers.  Obviously,  the  available  man- 
power is  insufficient.  Of  those  currently  available,  many  remain  in  need 
of  specialized  training  to  work  with  the  deaf  population. 

Current  knowledge  and  understanding  of  Deaf  Americans,  however  limited, 
have  been  based  largely  on  studies  of  deaf  children,  stemming  from  the 
easy  accessibility  to  them  through  the  schools  for  the  deaf.  Comparatively 
little  is  known  and  understood  about  deaf  adults.  Moreover,  clinicians 
and  researchers,  of  which  a disproportionate  number  are  nondeaf,  view  the 
psychodynamics  and  behavior  of  deaf  individuals  within  their  own  frames 
of  reference,  which  is  often  dissimilar  to  that  of  the  deaf  individual. 

That  Deaf  Americans  are  subject  to  the  discrimination  and  disadvantages 
associated  with  other  minority  groups  ("handicapism")  is  an  additional  fac- 
tor serving  as  an  impediment  to  quality  mental  health  services  for  them. 
This,  together  with  the  communication  and  language  barriers,  serves  to 
foster  an  atmosphere  for  the  social  stresses  of  helplessness  and  fatalism 
that  operate  in  the  etiology  of  much  of  the  mental  illness  seen  in  Deaf 
Americans.  Compounding  the  problem  also  is  the  fact  that  Deaf  Americans 
(with  other  physically  disabled  groups)  do  not  possess  the  same  kind  of 
"roots"  that  other  minority  groups  have:  They  are  for  the  most  part  dif- 

ferent from  their  parents  and  siblings  who  are  not  similarly  disabled 
while  other  groups  have  families  who  are  like  them  in  skin  color  and  other 
characteristics.  This  factor  complicates  the  psychodevelopmental  picture 
and  makes  for  further  difficulties  in  the  provision  of  mental  health 
services . 

The  physical  disability  of  deafness  is  invisible.  The  sign  language 
of  deaf  people  is  graphically  visible.  A population  of  persons  possessing 
knowledge  and  fluency  in  sign  language,  which  enables  and  facilitates  com- 
munication between  individuals,  groups,  and  nations,  constitutes  the  "roots" 
of  Deaf  Americans  and  their  milieu  for  social  support  and  survival  as  well. 

Despite  past  efforts  to  promote  civil  rights  and  equal  opportunities 
for  ethnic  minorities  in  this  country.  Deaf  Americans  have — until  recently — 
been  largely  neglected  and  ignored  by  governmental  agencies,  educational 
institutions,  private  corporations,  telephone  companies,  the  media,  and 
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other  sectors  of  society.  However,  the  future  of  mental  health  services 
for  deaf  individuals  looks  somewhat  more  promising  today.  With  the  advent 
of  the  President's  Commission  on  Mental  Health,  the  advances  of  the  re- 
cently completed  White  House  Conference  on  the  Handicapped,  and  the  on- 
going enforcement  of  Public  Law  94-142  and  section  504  of  the  Rehabilitation 
Amendments  of  1973,  steps  are  being  taken  in  the  right  direction.  The  re- 
cent adoption  of  the  Total  Communication  concept  in  the  education  of  deaf 
students  in  increasing  numbers  of  schools  and  classes  for  the  deaf  is 
another  case  in  point.  Concurrently,  greater  reciprocal  awareness  of 
deafness  and  Deaf  Americans  in  the  public  at  large  and  of  the  public  at 
large  in  deaf  citizens,  has  been  enabled  through  the  increasing  efforts 
of  the  television  medium.  Finally,  the  publication  of  the  first  issue  in 
the  fall  of  1977  of  Mental  Health  in  Deafness,  journal  of  the  National 
Institute  of  Mental  Health,  sets  the  appropriate  tone  for  future  exchange 
of  information  and  research. 

Lest  progress  and  success  from  this  time  forward  become  jeopardized, 
however,  care  must  be  taken  to  insure  that  the  dynamics  operating  in  the 
equivalent  Deaf  American  experience  of  "bilingualism"  and  "racism"  do  not 
escape  further  scrutiny,  amelioration,  and  remediation.  It  has  been  said 
that  services  given  to  a deaf  clientele  by  a specialist  and  those  given 
by  a general  mental  health  professional  are  as  different  as  gold  and  Con- 
federate money.  That  there  are  too  many  Confederates  in  the  mental  health 
service  delivery  systems  continues  to  be  the  major  input  from  the  deaf 
community.  The  paucity  of  trained  mental  health  professionals  is  compounded 
by  the  necessity  of  prolonged  training  and  specific  expertise.  These  pro- 
fessionals need  to  have,  in  addition,  thorough  knowledge  of  the  develop- 
mental vicissitudes  resultant  from  deafness,  of  the  cultural  and  lifestyle 
ramifications  of  deafness,  and  to  have  competence  in  American  Sign  Language, 
Signed  English,  and  other  communication  systems  used  among  deaf  children, 
adolescents,  and  adults.  What  has  resulted  from  this  paucity  of  trained 
mental  health  professionals  possessing  the  requisite  knowledge  about  deaf- 
ness and  the  manual  communication  skills  has  been  the  emergence  within  the 
field  of  professionals  insufficiently  trained  in  deafness  or  in  mental 
health.  It  has  been  stated  that  sign  language  competency  does  not  replace 
mental  health  knowledge;  nor  does  mental  health  knowledge  replace  sign 
language  competency  and  knowledge  about  deafness.  To  go  further,  mental 
health  practice  with  deaf  individuals  ^ a specialty.  Above  and  beyond 
the  training  required  in  the  mental  health  disciplines,  work  with  a deaf 
clientele  requires  training  in  certain  special  competencies,  two  of  which, 
to  be  mentioned  presently,  are  perhaps  the  most  important  because  they 
are  the  most  difficult  to  learn  or  to  accept. 


COMMUNICATION  IN  AMERICAN  SIGN  LANGUAGE 

The  notions  of  biculturality  and  bilingualism,  operative  in  other 
ethnic  groups,  have  more  poignant  significance  in  the  mental  health  serv- 
ice delivery  systems  to  Deaf  Americans.  The  fairly  recent  struggle  in- 
volving the  transition  from  oral  (method  of  education  based  on  speech  and 
lipreading)  to  bilingual  education  (all  modes  = Total  Communication)  has 
become  a visible  symbol  of  the  larger  struggle  to  gain  and  maintain  deaf 
identity  and  pride.  However,  there  remains  a great  deal  of  resistance  to 
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the  learning  of  American  Sign  Language  (ASL) , the  true  and  living  language 
of  Deaf  Americans.  This  is  particularly  the  case  among  the  many  nondeaf 
mental  health  professionals  and  may  be  interpreted  to  reflect  the  ethno- 
centrism  inherent  in  the  normally  hearing  population.  Spoken  language  is 
considered  to  be  primary  and  supreme,  the  only  way  to  communicate  inter- 
personally.  American  Sign  Language  is  thought  to  be  odd,  different,  weird, 
limited,  and  inefficient,  and  interpersonal  communication  without  spoken 
language  is  thought  of  as  inconceivable.  The  fact  is  that  ASL  is  as  effi- 
cient for  interpersonal  communication  as  any  spoken  language. 

While  it  is  recognized  that  the  day  is  still  distant  when  Deaf  Ameri- 
cans will  have  fully  trained  and  qualified,  totally  communicating  mental 
health  service  providers,  the  sign  language  interpreter/translator  is  seen 
as  a necessary  adjunct  to  the  interpersonal  situation  and  relating  to  the 
mental  health  professional  in  much  the  same  way  as  a nurse  relates  to  the 
surgeon,  both  working  in  tandem  to  achieve  a common  goal.  While  their 
service  is  of  enormous  importance  and  benefit  to  deaf  people  in  training 
and  other  settings,  the  use  of  interpreters/translators,  particularly  in 
the  individual  and  group  psychotherapies  and  in  psychological  assessments, 
however,  is  frowned  upon:  (a)  it  is  an  invasion  of  privacy  and  confiden- 

tiality by  a "third"  party,  (b)  it  is  resisted  by  most  of  the  deaf  clien- 
tele, (c)  its  use  by  mental  health  professionals  is  seen  as  a crutch  to 
avoid  the  responsibility  of  learning  what,  in  effect,  is  another  language, 
and  (d)  the  interpreter/translator  is  unable  to  tell  the  difference  in  the 
patients’  expressions  as  linguistic  patterns  or  as  true  personality 
responses. 

To  be  effective,  mental  health  professionals  who  deliver  services  to 
Deaf  Americans  must  have  a thorough  understanding  of  and  sensitivity  to 
the  linguistic,  communicative,  and  human-relational  styles,  and  socio- 
cultural characteristics  of  their  deaf  clientele.  The  psychotherapeutic 
communication  is  still  conceived  of  along  Sullivanian  lines:  a situation 

of  primarily  vocal  communication  where  emphasis  is  on  attending  to  the 
telltale  aspects  of  intonation,  rate  of  speech,  difficulty  in  enunciation, 
etc.,  as  signs  or  indicators  of  meaning.  Only  recently,  in  the  area  of 
kinesics,  has  attention  been  given  to  the  question  of  whether  social  and 
other  information  in  the  vocal-auditory  channel  may  be  replaced  effectively 
with  visual  analogs.  Data  to  date,  though  not  conclusive,  are  largely 
affirmative.  Communicative  and  relational  styles  and  characteristics  of 
Deaf  Americans  remain  alien  to  the  typical  mental  health  professional  and 
create  situations  that  handicap  the  mental  health  service  provider,  alien- 
ate those  most  in  need  of  professional  assistance,  and  almost  always  result 
in  ineffective  and  inefficient  utilization  of  available  resources.  In 
the  area  of  research,  obviously,  the  need  for  culturally  and  linguistically 
sensitive  researchers  is  equally  as  important.  The  contribution  of  present 
and  future  deaf  researchers  will  free  the  development  of  an  adequate  data 
base  of  the  biases  and  stereotypes  that  have  characterized  much  of  past 
findings  and  interpretations.  Moreover,  an  understanding  of  the  linguistic 
and  cultural  characteristics  of  the  deaf  population  is  required  for  the 
efficient  planning  and  allocation  of  mental  health  resources.  There  is 
today  a marked  absence  of  Deaf  American  input  concerning  mental  health 
policy  and  the  administration  and  management  of  mental  health  resources 
for  service  delivery  or  research. 
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DISCRIMINATORY  AND  IATROGENIC  ATTITUDES 

The  notion  of  handicapism,  operative  in  other  ethnic  groups  as  racism, 
remains  the  most  pervasive  mental  health  problem  confronting  Deaf  Americans. 
The  chief  handicap  of  being  deaf  lies  in  the  negative  and  devaluative  at- 
titudes of  normally  hearing  professionals  toward  deaf  clientele  rather  than 
in  the  physical  disability  per  se.  Mental  health  practice  by  professionals 
and  administrators  working  with  deaf  clientele  continues  to  be  iatrogenic 
rather  than  therapeutic.  Many  of  them  harbor  the  impression  or  conviction 
that  deaf  individuals  are  incapable  of  being  helped  to  develop  insight  into 
themselves;  therefore,  they  are  seldom  selected  for  insight-oriented  psycho- 
therapy. This  handicapist  attitude  stems  from  a basic  ignorance  of  and  lack 
of  training  in  deafness,  and  also  reflects  the  frustrations  they  experience 
in  their  failure  to  master  American  Sign  Language.  Rather  than  looking 
into  themselves,  they  look  at  their  deaf  clientele  and  pronounce  them  in- 
capable of  abstract  reasoning.  Information  garnered  from  the  few  qualified 
therapists  attests  to  the  insight  capacities  of  deaf  patients  and  the  ap- 
propriateness and  benefits  of  insight-oriented  therapies. 

Handicapism  probably  ranks  first  in  the  etiologies  of  the  difficulties 
Deaf  Americans  face  and  is  not  endemic  to  the  deaf  community.  It  is  gen- 
erated, operated,  and  perpetuated  by  the  nondeaf  community  and  its  insti- 
tutions. Deaf  Americans  continue  to  be  placed  in  positions  where  they  are 
forced  to  experience  and  attempt  to  endure  daily  insults,  large  and  small, 
to  their  persons.  If  educational  and  mental  health  service  delivery  sys- 
tems continue  to  perpetuate  handicapism,  they  can  never  be  considered  sys- 
tems of  learning  and  care  for  Deaf  Americans. 

Indications  point  to  the  social  milieu,  not  Deaf  Americans,  as  the 
subject  for  change.  It  is,  therefore,  pertinent  to  the  goals  of  mental 
health  programs  in  deaf  communities.  Efforts  in  the  mental  health  area 
can  lead  the  way  toward  improving  the  quality  of  the  social  milieu.  Train- 
ing programs  must  be  designed  in  such  a way  as  to  assist  mental  health 
professionals  in  developing  the  sensitivity  to,  and  understanding  of,  handi- 
capist issues.  This  sensitivity  and  understanding  must,  in  turn,  support 
the  development  of  service  delivery  and  research  models.  As  a psycholo- 
gist stated  during  the  Orthopsychiatric  Workshop  on  Deafness  held  at 
St.  Elizabeths  Hospital  in  May  1976,  "The  professionals  will  fulfill  their 
moral  and  professional  responsibility  to  help,  not  hurt,  only  if  they 
abandon  their  claims  to  be  masters  and  work  instead  at  earning  the  right 
to  serve." 

That  Deaf  Americans  lack  the  same  kind  of  "roots"  enjoyed  by  other 
minority  groups  means  that  they  are  made  to  feel  different  from  childhood 
on,  even  by  members  of  their  own  families.  This  poses  an  enormous  chal- 
lenge to  the  concept  of  primary  preventive  mental  health  services,  of  which 
none  exist  today.  It  has  been  pointed  out  that  mental  health  services  for 
children  in  general  are  grossly  inadequate  to  the  point  of  being  a national 
disgrace.  Of  mentally  ill  children  in  need  of  help,  no  single  group  is 
more  destitute  of  services  than  emotionally  disturbed  children  who  are 
deaf. 
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Needed  for  a more  adequate  data  base  are  (a)  analyses  of  the  psycho- 
pathology that  exists  in  deaf  children,  (b)  descriptions  of  the  treatment 
needs  of  the  children  with  mental  health  problems,  and  (c)  examinations 
of  existing  gaps  in  mental  health  services  to  the  deaf  population.  The 
major  source  of  preventive  mental  health  for  deaf  children,  even  more  than 
for  hearing  children,  is  parental.  While  further  research  is  needed,  cur- 
rent impressions  point  to  the  "haunting  themes  [that]  occur  throughout  all 
clinical  and  research  work.  It  would  appear  that  deaf  individuals  encoun- 
ter throughout  their  lifespan  significant  figures  who  view  them  with  dis- 
tress, with  ignorance,  with  conflict,  with  ’attitudinal  apartheid,  or 
with  distorted  expectations,’  Information  is  needed  on  the  hazardous  cir- 
cumstances impinging  on  deaf  individuals  in  their  lifetimes  that  diminish 
enhancing  life  experiences  and  of  the  effects  of  deafness  on  the  physical, 
psychosocial,  and  socialcultural  essentials  for  good  mental  health.  With 
this  necessary  data,  primary  prevention  would  insure  the  deaf  individual’s 
realization  of  his  own  potentials  and  adaptation  to  the  realities  of  his 
environment.  It  would,  moreover,  diminish  the  need  for  secondary  and  ter- 
tiary prevention,  for  which  the  demand  today  far  exceeds  the  supply. 

Handicapist  attitudes  that  have  assaulted  Deaf  Americans  are  now 
being  viewed  by  several  mental  health  professionals  as  a major  factor  in 
the  development  of  a negative  self-concept.  This  self-devaluation  is 
manifested  in  the  pathological  denial  of  deafness  found  in  some  deaf  per- 
sons and  also  in  deaf  men  and  women  learning  to  hate  themselves  and  each 
other  because  they  are  deaf.  This  self-devaluation  is  seen  as  stemming 
from  their  identification  of  themselves  with  negative  and  defective  body 
parts,  thoughts,  and  feelings.  This  negative  identification  materializes 
as  a result  of  their  finding  themselves  treated  in  ways  similar  to  the 
treatment  of  their  "defectiveness." 

As  with  members  of  other  special  populations.  Deaf  Americans  need  to 
gain  and  maintain  their  sense  of  identity  and  pride.  Deaf  Americans  want 
to  be  deaf  without  shame,  to  be  deaf  without  guilt,  to  be  deaf  without 
anger,  and  to  be  deaf  without  being  denied  their  own  sense  of  power  and 
competence.  While  recent  social  and  educational  developments  are  provid- 
ing experiences  that  are  serving  to  enhance  the  self-concept  of  Deaf 
Americans,  mental  health  service  delivery  systems  can  further  contribute 
enormously  to  the  development  in  deaf  people  of  higher  concepts  of  them- 
selves as  fully  functioning  Americans. 


RECOMMENDATIONS  TO  THE  COMMISSION 

An  attempt  is  made  here  to  avoid  duplication  and  repetition  of,  or 
overlap  with,  recommendations  made  to  the  Commission  on  behalf  of  other 
special  populations.  This  is  not  to  say,  however,  that  most  of  them  are 
not  pertinent  to  the  needs  of  Deaf  Americans.  What  follows  are  those 
recommendations  related  to  (1)  underservice  or  inappropriate  mental  health 
services,  (2)  research,  and  (3)  training  of  mental  health  personnel  that 
would  meet  the  unique  needs  of  Deaf  Americans. 

Probably  the  first  need  is  to  provide  existing  mental  health  service 
facilities  with  the  proper  assistance  for  correcting  inequities  and  defi- 
cits in  and  for  services  and  personnel.  The  need  is  obviously  for  more 
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services  to  be  made  available  to  more  Deaf  Americans  and  their  families 
in  many  more  locations.  To  prevent  future  underutilization  of  services 
or  inappropriateness  in  service  delivery,  focus  must  be  on  today’s  availa- 
bility which,  when  properly  modified,  will  insure  tomorrow's  successful 
potentiality. 

It  is  recommended,  therefore,  that: 

1.  The  Civil  Service  Commission  (or  appropriate  agency) 
be  mandated  to  modify  job  requirements  of  positions 
in  the  mental  health  disciplines  in  mental  health 
programs  and  facilities  serving  Deaf  Americans  to 
stringently  Include  knowledge  about  deafness  and  sign 
language  competency. 

2.  The  Civil  Service  Commission  (or  appropriate  agency) 
be  mandated  to  upgrade  positions  in  the  mental  health 
disciplines  in  mental  health  programs  and  facilities 
serving  Deaf  Americans  where  knowledge  about  deafness 
and  sign  language  competency  are  required  additional 
skills . 

3.  Evaluation  procedures  be  established,  in  accordance 
with  accepted  psychometric  principles  and  procedures, 
to  gauge  levels  of  sign  language  competency;  that  such 
procedures  be  initiated  in  all  mental  health  programs 
serving  Deaf  Americans;  that  all  mental  health  service 
providers  be  evaluated  at  reasonable  intervals;  and 
that  evaluation  results  be  entered  in  each  employee’s 
appraisal  and  performance  rating  in  the  mental  health 
disciplines.  The  establishment  of  such  an  evaluation 
procedure  should  ensure  that  mental  health  service 
providers  be  motivated  to  develop  and  maintain  their 
language  competency  in  order  to  be  able  to  communicate 
with  patients  and  clients  in  therapy,  counseling,  in- 
terview, and  assessments. 

4.  The  Federal  Government  must  give  direction  to  training 
programs  which  will  help  them  to  realize  the  need  to 
adjust  their  curriculums  in  ways  that  will  produce 
professionals  who  recognize  and  understand  the  dynamics 
of  individual  and  institutional  handicapism.  These 
professionals  must  also  gain  insight  and  skills  that 

will  assist  them  in  their  efforts  to  develop  and  administer 
programs  designed  to  minimize  the  impact  of  handicapsim 
on  mental  health  treatment  for  Deaf  Americans. 

5.  A pool  of  deaf  administrative  and  managerial  personnel 

be  recruited  and  trained  for  work  in  programs  designed  to 
serve  Deaf  Americans . 

6.  Funding  of  master’s  level  training  be  established  as 
entry  to  opportunities  for  higher  education  for  deaf 
people  in  the  mental  health  disciplines. 
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7.  Training  funds  be  targeted  to  Gallaudet  College 
(world’s  only  liberal  arts  college  for  the  deaf) 
for  the  development  of  doctoral-level  programs  in 
mental  health  disciplines. 

8.  The  awarding  of  grants  for  research  on  Deaf  Ameri- 
cans give  priority  to  proposals  submitted  by  deaf 
researchers  and  by  hearing  researchers  who  have 
demonstrated  their  knowledge  about  deafness  and  sign 
language  competency. 

9.  A board,  separate  from  existing  official  boards  and 
composed  primarily  of  Deaf  Americans , review  and  moni- 
tor hospitals  and  other  mental  health  facilities 

to  insure  compliance  with  regulations  as  they  affect 
deaf  individuals  and  that  this  board  accredit  facili- 
ties and  possess  other  powers  given  to  other  review 
bodies  presently  enforcing  mental  health  service  de- 
livery regulations. 

10.  A national  training  program  or  center  be  established 
for  the  training  of  mental  health  professionals  and 
paraprofessionals  at  all  levels  and  that  this  national 
training  program  include  in  its  administration  and 
faculty  deaf  mental  health  professionals. 

11.  The  establishment  of  a model  mental  health  program 
for  emotionally  disturbed  deaf  children  be  mandated 
with  the  imperative  that  parents  of  these  children 
are  also  provided  mental  health  assistance  in  deal- 
ing with  their  disturbed  offspring. 

12.  The  establishment  of  a model  mental  health  program 
for  deaf  individuals  with  behavior  and  personality 
disorders  be  mandated.  Such  individuals  are  so 
frequently  referred  to  existing  mental  health  pro-, 
grams  ill-equipped  to  serve  them. 

13.  The  establishment  of  a coordinated  system  of  data 
collection  and  dissemination  be  mandated  for  both 
the  educational  and  mental  health  areas. 

14.  P.L.  94-63 — Title  III  "Community  Mental  Health  Cen- 
ters" be  amended  to  identify  Deaf  Americans  as  a 
target  population,  along  with  other  minority  popu- 
lations, for  this  legislation. 

15.  P.L.  94-63 — Title  III  "Community  Mental  Health 
Centers"  be  amended  to  insure  the  establishment 
of  sufficient  numbers  of  mental  health  delivery 
mechanisms  so  as  to  insure  that  all  Deaf  Americans 
have  ready  and  easy  access  to  quality  mental  health 
services  regardless  of  their  income  levels. 
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16.  Affirmative  action  should  be  taken  to  insure  the 

communicative  accessibility,  via  existing  appropri- 
ate devices,  to  public  and  private  telephones  for 
all  Deaf  Americans.  The  telephone,  the  invention 
of  which  was  originally  inspired  by  the  hope  of 
aiding  deaf  people,  has  placed  them  at  personal, 
psychological,  and  economic  disadvantages.  Unless 
affirmative  action  is  taken.  Deaf  Americans  will 
continue  to  be  penalized  by  the  inaccessibility 
of  telecommunications. 


THE  MENTAL  HEALTH  OF  THE  PHYSICALLY  HANDICAPPED 

The  White  House  Conference  on  Handicapped  Individuals  (1977)  focused, 
for  the  first  time  in  American  history,  on  the  problems  and  potentialities 
of  persons  who  have  handicaps.  The  Conference  gave  formal  recognition 
to  the  approximately  40  million  persons  (men  and  wom*en,  boys  and  girls, 
representing  almost  20  percent  of  the  American  population)  with  handicaps 
of  various  kinds  and  of  disparate  degrees  of  severity.  The  common  element 
for  these  persons  is  that  their  particular  impairment  excludes  them  from 
the  mainstream  of  American  life  and  this  exclusion  exacerbates  the  disabling 
condition. 

Handicapped  persons  share  some  of  the  differences  experienced  by 
ethnic /racial  minorities  and  women  to  the  extent  that  they  do  not  receive 
what  they  need  to  function  effectively.  They  are  subjected  to  prejudicial 
and  discriminatory  attitudes  as  well  as  lack  of  understanding  and  awareness 
of  their  special  needs.  Appropriate  services  to  meet  these  needs  are  either 
nonexistent  or  nonaccessible.  They  are  deprived  of  opportunities  which 
would  enable  them  to  achieve  their  potentialities.  The  multiple  levels 
of  deprivation  experienced  by  handicapped  persons  take  their  toll  in  emo- 
tional terms  by  impairing  the  self-concept  of  the  individual  and  his/her 
ability  to  relate  successfully  to  others. 

Services  to  handicapped  persons  must  focus  on  fostering  emotional  in- 
dependence in  the  face  of  physical  dependence.  This  kind  of  service  re- 
quires personnel  trained  to  work  with  the  specific  needs  of  handicapped 
persons.  For  example,  therapists  trained  in  lipreading  and/or  signing  to 
communicate  with  deaf  persons. 

While  most  handicapped  persons  can  utilize  existing  models  of  treat- 
ment, effort  must  be  directed  toward  accessibility.  Individuals  with 
handicapping  conditions  are  a population  for  whom  multiservice,  compre- 
hensive health  care  is  an  absolute  necessity. 

Prevention  of  mental  illness  in  the  physically  impaired  person  seems 
to  be  a critical  need.  Intervention  strategies  must  be  geared  not  only  to 
the  needs  of  the  impaired  person  but  also  to  his/her  primary  group  whose 
welfare  is  also  affected.  Prevention  should  ideally  be  a three-pronged 
approach  with  interventions  directed  toward  physical,  psychological,  and 
social  stimuli  affecting  the  handicapped  person  and  his/her  family. 
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The  White  House  Conference  on  Handicapped  Individuals  has  already 
precipitated  legislative  action  to  address  the  needs  in  all  areas  of  the 
lives  of  handicapped  persons.  Leaning  heavily  on  the  wealth  of  data  al- 
ready available,  avenues  should  be  explored  to  insure  that  handicapped 
persons  are  viewed  as  persons  with  the  same  needs  as  other  human  beings. 

In  1974,  Congress,  in  one  of  the  amendments  to  the  Rehabilitation  Act 
Amendments,  mandated  a White  House  Conference  on  Handicapped  Individuals 
(WHCHI) . This  conference  was  to  stimulate  a national  assessment  of  problems 
faced  by  individuals  with  mental  or  physical  handicaps,  to  generate  a na- 
tional awareness  of  these  problems,  and  to  develop  legislative  and  adminis- 
trative recommendations  to  allow  handicapped  individuals  to  live  their 
lives  with  dignity,  with  independence,  and  with  integration  into  community 
life. 

Each  State  and  territory  conducted  a conference  prior  to  the  national 
conference.  This  was  the  origin  of  recommendations  concerning  the  many 
problems  faced  by  the  handicapped  which  would  be  discussed  and  voted  upon 
at  the  national  conference.  Each  State  sent  a delegation  to  the  conference 
which  was  composed  along  the  following  guidelines: 

(1)  Twenty-five  percent  parents,  guardians,  siblings  of  handicapped 
individuals; 

(2)  Twenty-five  percent  representatives  of  service  delivery  programs, 
organizations,  handicapped  individuals  provider  organizations,  and 
other  interested  individuals  or  groups; 

(3)  Fifty  percent  individuals  with  physical  or  mental  handicaps. 

These  individuals  voted  upon  recommendations  during  the  national  con- 
ference, May  23-27,  1977,  in  the  following  areas:  health,  social,  economic, 

education,  and  special  concerns.  The  voting  results  are  the  basis  of  the 
WHCHI  recommendations. 

This  gathering  in  May  was  a unique  event.  It  was  the  first  time  that 
individuals  representing  various  disabilities  came  together,  and  acted  in 
concert  to  develop  recommendations  to  insure  full  integration  of  the  handi- 
capped into  community  life. 

One  of  the  immediate  results  of  the  conference  was  in  terminology. 
Wherever  health  was  mentioned,  the  words  "physical  and  mental"  were  added. 
Instead  of  referring  to  disabled  individuals,  the  phrase  "individuals  with 
physical  or  mental  handicap"  was  used.  Anyone  who  had  a major  life  activity 
impairment,  or  was  regarded  as  having  one,  was  considered  as  being  in  the 
purview  of  the  conference  deliberations. 

Another  effect  was  the  manner  in  which  the  writers  regarded  subgroups 
of  various  disabilities,  i.e.,  aged  handicapped,  handicapped  minorities. 


2 

Final  Report:  . The  White  House  Conference  on  Handicapped.  Washington, 
D.C.:  Superintendent  of  Documents,  U.S.  Government  Printing  Office,  1977. 
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multiple  severely  handicapped,  etc.  Throughout  the  final  report  and  imple- 
mentation plan  writing  process,  the  special  subgroups,  except  veterans, 
were  folded  into  substantive  areas  as  much  as  possible.  The  writers  be- 
lieved that  this  would  result  in  a more  accurate  and  wholistic  approach  to 
and  reporting  of  the  WHCHI  recommendations. 

The  President’s  Commission  on  Mental  Health  (PCMH)  perceives  the 
handicapped  minority  and  ethnic  groups  as  having  similar  needs  since  they 
have  been  lumped  into  a common  presentation  area.  The  act  of  adding  many 
different  groups  together  diminishes  an  important  fact  that  distinguishes 
the  handicapped  from  other  minority  and  ethnic  groups.  A handicap  is  not 
chosen,  nor  is  it  timed.  It  can  happen  to  anyone,  anywhere,  at  any  time. 
This  "spontaneity"  affects  the  degree  to  which  a disability  is  adjusted 
to  and  to  what  extent  environmental  factors,  e.g.,  architectural,  financial, 
and  attitudinal  barriers,  influence  the  outcome  of  a disabled  person's 
interface  with  his/her  community.  This  timelessness  factor  is  of  a crucial 
nature  when  discussing  substantive  mental  health  issues  and  the  handicapped. 


PREVENTION 

The  WHCHI  recommendations  and  resolutions  relating  to  mental  health 
are  as  follows: 


A.  Recommendations 


• Appropriate  funds  for  a university  based,  collabora- 
tive research  study  on  job  stress  and  related  factors; 
results  should  be  publicized  by  a public  awareness 
campaign; 

1.  Recommendations  for  the  Federal  and  State  Sectors 

• Enact  legislation  to  mandate  third-party  insur- 
ance coverage  of  preventive  health  services; 

2.  Recommendations  for  the  Federal,  State,  and  Other 

Sectors 

• Increase  funding  and  long-range  planning  for  pre- 
vention activities; 

3.  Recommendations  for  State  and  Other  Sectors 

• Increase  the  emphasis  in  medical  school  education 
on  prevention,  early  diagnosis,  and  treatment  as 
primary  areas  of  intervention; 

• Emphasize  effective  education  at  the  elementary 
and  secondary  school  levels,  particularly  in  the 
areas  of  health  instruction;  necessary  curricula 
should  be  developed  and  teacher  manpower  in- 
creased to  meet  this  need; 
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• Provide  comprehensive  health  education,  including 
health,  hygiene,  and  sex  education  in  both  public 
and  private  schools; 

• Provide  funds  for  health  and  safety  education, 
including  such  topics  as  drug  abuse,  accident 
prevention,  genetic  counseling,  nutrition,  and 
other  preventive  measures;  continued  education 
should  be  encouraged; 

4.  Recommendations  for  Other  Sectors 

• Increase  public  awareness  through  an  ongoing 
mass  media  campaign. 

B.  Resolutions 


In  the  area  of  prevention  a significant  resolution  concerns  the  need 
for  increased  emphasis  on  prevention  in  health  planning,  specifically,  in- 
corporation of  preventive  health  care  planning  into  the  health  systems 
plans  under  the  National  Planning  and  Resources  Development  Act  of  1974 
(P.L.  93-641).  Delegates  supported  a resolution  as  well  as  a recommenda- 
tion which  urges  that  health  insurance  be  implemented  to  meet  the  special 
and  catastrophic  needs  of  handicapped  consumers,  including  preventive  care. 
Resolutions  also  mandate  training  and  educational  programs  for  health  care 
providers  regarding  the  special  needs  of  disabled  individuals,  and  that 
consumers  participate  in  health  care  delivery  services. 


RESEARCH 

The  WHCHI  recommendations  and  resolutions  relating  to  mental  health 
are  as  follows: 


A.  Recommendat ions 

1.  Recommendations  for  the  Federal  Sector 

• Authorize  funding  to  establish  hospital  affili- 
ated research  facilities  in  outlying  areas,  in- 
cluding the  American  territories; 

• Appropriate  Federal  funds  for  dissemination  of 
the  research  findings  of  all  federally  supported 
research  organizations; 

• Establish  a central  coordinating  body  (e.g.,  a 
national  research  institute  that  will  disseminate 
findings  to  both  public  and  private  agencies; 
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2.  Recommendations  for  the  Federal  State  Sectors 

• Develop  a media  campaign  to  warn  the  public  of 
the  risks  involved  in  drug/alcohol  abuse,  par- 
ticularly during  the  formative  years;  (The 
State  of  South  Carolina's  Commission  on  Alcohol 
and  Drug  Abuse  is  an  excellent  implementation 
example. ) ; 

3.  Recommendations  for  the  Federal,  State,  and' 

Other  Sectors 

• Strengthen  continuing  education  and  training 

of  service  providers/researchers  by  such  action 
as : 

a.  including  rehabilitation  management  in  phy- 
sicians' training  and  board  examinations; 

b.  encouraging  researcher  interaction  with  the 
handicapped; 

c.  selecting  those  most  knowledgeable  about  the 
handicapped  to  provide  professional  training; 

d.  providing  scholarships  and  research  grants; 

e.  establishing  "State  Professional  Information 
Services" ; 

• Initiate  efforts  to  make  the  public  aware  of  the 
need  for  research,  to  publicize  successful  pro- 
grams, to  disseminate  results  in  a form  under- 
standable to  laymen,  and  to  promote  research 
legislation. 

• Provide  incentives  and  opportunities  which  allow 
the  handicapped  to  participate  in  research  ef- 
forts, either  as  consultants  or  trained  researchers, 
to  identify  relevant  problems; 

• Develop  a registry  of  all  services  for  individuals 
with  handicaps  and  professionals  by  categorical 
conditions  and  make  wider  use  of  MEDLARS  AND 
MEDLINE ; 

• Coordinate  more  effectively  the  dissemination  of 
research  findings  either  through  the  efforts  of 
HEW  or,  more  generally,  through  a closer  linking 
of  the  higher  education  and  health  care  delivery 
systems; 
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• Conduct  a major  publicity  campaign  to  educate  the 
public  in  the  need  for  prevention  and  early 
detection; 

4.  Recommendations  for  the  Federal  and  Other  Sectors 

• Provide  grants  and  other  funding  to  attract  medi- 
cal and  science  professionals  into  the  field  of 
genetics ; 

• Provide  additional  support  for  research  with  an 
emphasis  on  prevention,  amelioration,  and  reduc- 
tion in  the  severity  of  handicapping  conditions; 

5.  Recommendations  for  the  State  Sector 

• Increase  funding  for  community  based  health 
programs; 

6.  Recommendations  for  the  State  and  Other  Sectors 

• Investigate  and  document  the  extent  of  discrimi- 
nation by  insurance  companies  and  require  proof 
of  added  risk  if  handicapped  persons  are  to  be 
charged  higher  rates; 

• Support  continuing  education/training  of  service 
providers  in  appropriate  research  areas; 

• Emphasize,  in  public  school  education  courses, 
such  areas  as  health  care  and  accident  prevention, 
the  risks  of  substance  abuse,  the  importance  of 
diet  in  prenatal  care,  etc. ; 

• Provide  health  instruction  through  the  public 
school  system,  with  a particular  emphasis  on 
prevention,  early  detection,  and  healthful  habits; 

• Develop  education  programs  throughout  all  levels 

in  public  schools  which  include  handicapped  persons; 

7.  Recommendations  for  Other  Sectors 

• Utilize  a combined  mass  media,  public  school  edu- 
cation approach,  with  the  handicapped  trained  to 
act  as  informed  educators,  in  order  to  raise  public 
consciousness  regarding  basic  needs  of  research; 

• Provide  access  to  genetic  consultants  for  all 
clients. 
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B.  Resolutions 


The  two  resolutions  which  reaffirm  conference  recommendations  for  the 
research  topic  are:  intensified  research  efforts  in  the  area  of  prevention 

and  treatment  of  handicapping  conditions  and  centralized  information  and 
retrieval  systems — particularly  for  dissemination  of  research  and  techno- 
logical findings. 


SERVICE  DELIVERY 


A.  Recommendations 


1.  Recommendations  for  Federal,  State,  and  Other 

Sectors 

• Insure  that  all  agencies  affecting  handicapped 
individuals  have  at  least  50  percent  consumer 
and/or  parent /guardian  membership  elected  to 
agency  advisory  or  governing  board; 

• Insure  that  all  evaluation  programs  include  con- 
sumer participation; 

• Handicapped  persons  should  be  represented  on 
independent  accrediting  and  licensing  boards 
or  commissions,  and  government  agencies  should 
establish  regulations  and  standards  for  licens- 
ing examinations  and/or  accreditations; 

• Establish  a central  information  agency  to  pro- 
duce and  distribute  information  concerning 
available  services; 

2.  Recommendations  for  the  State  Sector 

• Prepare,  publish,  and  distribute  a guide  to 
legal  and  civil  rights  for  children  and  adults 
with  developmental  disabilities,  and  their 
parents  or  guardians.  The  study  of  disabled 
persons’  civil  and  legal  rights  should  be  in- 
stituted as  required  studies  in  all  university 
law  school  curricula; 

• Extend  required  60-day  placement  followup  period 
by  vocational  rehabilitation  divisions  to  1 year 
for  the  severely  handicapped; 

• Employ  additional  staff  to  function  as  placement 
and  followup  counselors  in  every  State,  regional 
office; 
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• Create  a coordinated  total  service  delivery  sys- 
tem with  defined  roles,  responsibilities,  and 
standards  for  personnel  and  programs  at  all  levels; 
this  system  to  be  effective  for  handicapped  persons 
from  early  childhood  through  old  age; 

3.  Recommendations  for  State  and  Other  Sectors 

• Establish  a legal  mechanism  to  assure  goal-setting 
and  long  term  care  through  regulations  and  standards 
which  would  require  a team  consisting  of  client, 
parent /guardian  and  appropriate  professionals,  to 
review  and  evaluate  achievement  of  goals  and  care; 

• Mandate  that  specialized  agencies  and  programs 
must  be  basic  requirements  to  avoid  disabled  per- 
sons being  neglected  in  programs  designed  to  serve 
all  the  people; 

• Recruit  competent  and  qualified  service  providers 
who  have  special  concern  for  persons  with  disabili- 
ties; at  accredited  institutions  of  education  there 
should  be  specialized  professional  curricula; 

4.  Recommendations  for  Other  Sectors 

• Support  longitudinal  studies  of  severely  disabled 
individuals  whose  characteristics  and  needs  change 
across  their  lifespans; 

• Develop  regulations  for  more  extensive  grants  for 
research,  and  implementation  of  the  results  of 
such  research,  in  the  field  of  biomedical 
engineering; 

• Insure  that  advocacy  groups  perform  roles  cover- 
ing public  information  and  consumer  referral;  also 
advisory  to,  and  evaluation  and  monitoring  of, 
service  delivery  systems; 

• Create  an  American  Bar  Association  Task  Force  with 
mental  health  and  retardation  agencies  represented 
to  propose  alternative  solutions  to  institutionali- 
zation, to  increase  responsibility  of  guardian, 

and  to  expand  commitment  laws  on  child  abandonment 
and  neglect ; 

• Influence  private  insurance  companies  to  begin 
support  of  therapeutic  counseling  and  psychotherapy  on 
a greater  and  broader  scale  and  degree; 

• Place  individuals  in  independent  living  or  group 
home  facilities,  as  opposed  to  institutions  or 
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nursing  homes,  so  as  to  maximize  individual  func- 
tions and  minimize  costs; 

• Establish  a cooperative  consumer  coalition, 
representative  of  all  disabilities,  to  provide 
support  and  power  for  all  handicapped  individu- 
als; funding  should  be  provided  by  individual 
membership  dues;  resources  should  be  utilized  in 
providing  consumer  information  to  legislative 
bodies; 

• Utilize  advisory  committees  of  consumers,  pro- 
viders, and  other  interested  individuals  as  con- 
sultants for  policy  development,  planning, 
evaluation,  and  budgeting  of  services  delivered 
through  rehabilitation  centers  and  workshops, 
for  specific  disability  groups,  and  for  medical 
and  psychological  services; 

• Create  sufficient  community.  State,  and  Federal 
financial  resources  to  provide  for  the  above  men- 
tioned activities. 


B.  Resolutions 


Delegates  ask  Congress  to  mandate  that  service  agencies  at  all  govern- 
ment levels  submit  goals  and  evaluation  methods  for  each  funding  period. 

They  resolve  that  goal-setting  include  a method  whereby  each  service  recipi- 
ent and/or  their  advocate  participate  in  the  goal-setting  process  and  in 
the  development  of  individualized  program/service  plans,  and  that  the  evalu- 
ation system  be  based  upon  successful  implementation  of  the  individual 
service/program  plan.  The  system  must  include  any  service  provider  who 
provides  client  services  under  a purchase  of  service  agreement  with  any 
agency  receiving  public  funds,  and  such  agencies  must  have  a consumer  based 
advisory  council,  as  must  every  private  nonprofit  organization  incorporated 
under  Federal  501(c)93)  status. 

Delegates  resolve  that  joint  evaluation  between  individual  service 
and  individual  service  providers  can  be  accomplished  effectively  as  outlined 
in  the  recommendations.  Also,  joint  evaluation  to  achieve  coordination  and 
consistency  between  the  various  components  of  the  service  delivery  system 
can  be  accomplished  by  requiring  funding  sources  to  do  cross  comparisons  of 
evaluations  to  discover  gaps  in  service  delivery.  In  addition,  task  forces 
of  at  least  50  percent  handicapped  persons  should  be  established  at  Federal, 
State,  and  local  levels  to  serve  as  ongoing  mechanisms  to  evaluate  and  im- 
prove service  delivery  systems  to  the  handicapped. 

The  delegates  ask  that  followup  action  be  taken  to  implement  existing 
legislation,  such  as  Developmental  Disabilities  Protection  and  advocacy 
systems.  In  addition,  existing  programs  such  as  Intermediate  Care  Facili- 
ties for  the  Mentally  Retarded,  the  Education  for  All  Handicapped  Children, 
and  the  Rehabilitation  Act  of  1973  must  be  enforced. 
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The  delegates  also  resolve  that  any  new  major  agency  which  may  be 
established  relative  to  handicapped  individuals  be  aimed  at  rehabilitation 
and  habilitation. 

A separate  resolution  urges  that  the  Federal  Government  mandate  each 
State  to  set  up  a central  office  for  program  and  service  information. 

The  resolution  vote  also  stresses  the  need  for  ombudsmen  offices 
relative  to  disabled  programs  to  be  established  at  all  levels  of  government 
including  a President’s  Ombudsmen  Council  at  the  Federal  level. 

Many  resolutions  support  the  top  recommendations  voted  on  by  the  Con- 
ference delegates  and  address  the  following  actions:  develop  respite  care 

systems;  eliminate  need  to  declare  education  as  major  field  of  study  during 
the  first  2 years  of  higher  education  funded  by  Vocational  Rehabilitation 
grants;  study  appeals  practices  of  all  services  to  handicapped  persons; 
provide  comprehensive  support  services  to  families  of  handicapped  persons; 
create  comprehensive  support  services  to  families  of  handicapped  persons; 
create  Regional  Service  and  Resource  Centers  to  provide  all  auxiliary  sup- 
port services  to  disabled  adults;  provide  insurance  and  increase  tax  deduc- 
tions for  handicapped  individuals  and  their  families;  promote  deinstitution- 
alization through  development  of  transitional  programs  and  review  of  State 
Commitment  laws;  establish  and  insure  goal-setting  in  long  term  care;  es- 
tablish strong,  federally  funded  advocacy  programs  to  insure  rights  of 
handicapped  persons,  and  create  an  independent  Ombudsman  Office  for  dis- 
abled persons. 
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PREFACE 


American  culture  is  in  the  midst  of  significant  and  profound  social 
change.  The  impetus  for  this  change  has  focused  in  large  measure  around 
significant  redefinition  of  appropriate  roles  of  women,  both  as  individuals 
and  as  part  of  families. 

American  society  has,  from  its  inception,  operated  on  the  premise  that 
women’s  primary  roles  are  linked  inextricably  to  their  function  as  child- 
bearers  and  childrearers  and  men’s  are  in  work. 

Women  have  very  little  power  in  our  society,  and  the  diminished  sense 
of  control  which  results  contributes  importantly  to  the  lowered  self-esteem 
of  many  women  (Seidler-Feller  1976).  The  power  in  the  female  role  that  is 
often  pointed  to  derives  from  the  woman's  responsibility  in  organizing  the 
household  and  raising  the  children.  With  the  decline  in  the  importance  of 
traditional  family  structures  and  roles,  such  power  has  been  reduced. 

Women’s  lack  of  power  is  obscured  and  attributed  to  women’s  being  emotional 
and  less  able  to  "handle  power."  Loss  of  power  and  chronic  powerlessness 
have  been  identified  as  frequent  precursors  of  psychological  disorder 
(Marecek  1976). 

The  mental  health  implications  of  the  pervasive  sexism  that  impacts  on 
women  of  all  ages,  socioeconomic  and  racial/ethnic  groups  in  our  society  must 
receive  priority  attention  in  policy  formulation  and  program  implementation. 
Sexism  functions  as  a barrier  for  women  in  compromising  their  life  changes 
in  ways  that  limit  the  realization  of  their  full  potential  as  participants 
in  American  society  and  maintains  a second-class  status  for  more  than  half 
of  our  population.  The  eradication  of  the  sexism  that  pervades  the  institu- 
tions of  our  society  is  viewed  as  a crucial  factor  in  treating  the  mental 
health  problems  of  women. 

Since  the  mission  of  the  Subpanel  on  the  Mental  Health  of  Women  was  to 
consider  the  mental  health  needs  of  women,  we  have  not  dealt  explicitly  with 
the  mental  health  problems  that  sexism  in  the  society  creates  for  men.  We 
do  not  wish  to  diminish  the  mental  health  needs  of  men.  However,  spokes- 
persons for  those  needs  dominate  the  decisionmaking  positions  in  the  mental 
health  delivery  system.  What  is  lacking  is  an  analysis  of  the  impact  of 
sexism  on  the  mental  health  of  both  sexes. 

This  report  is  organized  in  three  parts: 

(1)  The  Social  and  Economic  Consequences  in  Inequality — the  findings 
of  the  Subpanel  on  Mental  Health  of  Women  on  some  of  the  key  social  and  eco- 
nomic issues  which  impact  on  the  lives  of  women  and  increase  their  vulnera- 
bility to  stress  and  their  potential  for  mental  disorders; 

(2)  The  Psychological  Consequences  of  Inequality — -the  nature  and  scope 
of  psychological  consequences  of  inequality  experienced  by  women  in  American 
society  and  the  inappropriate  response  of  the  mental  health  system  to  these 
problems; 
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(3)  Recommendations  to  the  President's  Commission  on  Mental  Health — 
this  section  defines  modifications  in  the  areas  of  mental  health  service  de- 
livery, research  and  strategies  for  prevention  necessary  for  a mental  health 
system  that  is  more  appropriately  and  positively  responsive  to  the  needs  of 
women . 

This  report  should  be  viewed  as  but  one  more  step  in  the  development  of 
a process  of  continued  evaluation  of  the  mental  health  research,  training, 
and  delivery  systems  that  must  be  responsive  to  the  special  needs  of  51  per- 
cent of  our  population. 
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THE  SOCIAL  AND  ECONOMIC  CONSEQUENCES  OF  INEQUALITY 


American  women  rank  with  the  racial/ethnic  minorities  as  a segment  of 
the  population  who  are  overrepresented  among  the  mentally  ill  and  under- 
served by  the  mental  health  system.  While  numbers  place  women  clearly  in 
a majority  position  (110  million  women  make  up  51.3  percent  of  the  American 
population)  other  data  suggest  that  women  continue  to  be  accorded  disadvan- 
tageous status  in  all  areas  of  American  society.  Despite  the  1974  amend- 
ments to  the  Civil  Rights  Act  of  1964  prohibiting  discrimination  on  the  basis 
of  sex,  discrimination  against  women  continues  in  all  the  major  institutions 
in  this  society.  In  this  section  the  consequences  of  inequality  on  employ- 
ment in  the  legal  system,  mental  health  system,  and  in  education  as  well  as 
the  impact  of  certain  status  positions  will  be  discussed. 

THE  CURRENT  STATUS  OF  WOMEN 

The  social,  economic,  and  psychological  status  of  women  can  be  briefly 
summarized : 

• More  than  half  of  all  women  are  now  employed  outside  of 
the  home  but  they  are  clustered  in  the  lowest  paying  oc- 
cupations and  at  the  bottom  of  the  achievement  ladder. 

• Equal  opportunity  programs  and  affirmative  action,  notwith- 
standing, qualified  women  employed  full-time  in  1976  earned 
less  than  56  percent  of  what  men  earn;  whereas  in  1967 
women's  earnings  were  62  percent  of  men's. 

• One  woman  in  four  but  one  man  in  18  lives  on  an  annual 
income  of  less  than  $4,000. 

• Though  many  of  the  women  employed  outside  of  the  home  have 
young  children,  there  are  few  social  supports  outside  of 
the  immediate  family.  Increasing  numbers  of  families  are 
composed  of  a mother  and  her  children. 

• Whether  or  not  women  are  employed  outside  the  home,  house- 
work remains  largely  "women's  work."  Thus  many  American 
women  have  2 full  workdays  in  every  24  hours. 

• Though  the  exact  numbers  are  not  yet  available,  increas- 
ing numbers  of  women  are  reporting  that  they  have  been 
beaten,  abused  or  raped,  often  in  their  own  homes. 

• And  when  we  look  at  the  political  capacity  of  women  to 
remedy  their  status  we  find  that  only  about  3h  percent 
of  the  Congress  of  the  United  States  and  about  9 percent 
of  the  State  legislators  are  women. 
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And  when  we  examine  the  mental  health  problems  of  women  we  find: 

• 175  women  to  every  100  men  are  admitted  to  hospital  for 
the  treatment  of  depression  (Weissman  1975) . 

• 238  women  to  every  100  men  are  treated  for  depression 
in  outpatient  services  (Weissman  1975) . 

• More  women  than  men  in  the  general  population  report  that 
they  experience  symptoms  of  depression. 

• The  highest  rate  for  treatment  in  public  facilities  is 
for  nonwhite  women,  and  among  women  between  the  ages  of 
25-44  who  are  separated  or  divorced  (Guttentag  1976) . 

• Among  married  women  in  the  general  population  symptoms 
of  depression  are  more  common  among  women  whose  child- 
ren are  living  with  them. 

• Older  women  whose  children  have  left  home  and  women 
who  never  married  show  fewer  symptoms  of  depression 
(Guttentag  1976;  Radloff  1975). 

The  National  Institute  of  Drug  Abuse  reports  that: 

• Twice  as  many  women  as  men  use  the  two  most  popular  minor 
tranquilizers.  Valium  and  Librium. 

• 50  percent  more  women  than  men  report  having  used  barbi- 
turates for  medical  purposes. 

• Estimates  of  the  proportion  of  alcoholic  women  in  the 
population  ranges  from  20  percent  - 50  percent  (Homiller 
1977)  . 

• Perinatal  mortality  of  17  percent  among  the  offspring  of 
alcoholic  women  has  been  reported  compared  with  2 percent 
for  controls  (Jones  and  Smith  1976). 

WOMEN  IN  THE  WORK  PLACE 

Over  the  past  quarter  century,  the  number  of  American  women  employed  in 
paying  jobs  has  doubled  to  nearly  30  million  last  year.  The  Bureau  of  Labor 
Statistics  estimates  that  by  1990  an  additional  12  million  women  will  be 
added  to  the  labor  force  vs.  10  million  men.  Already,  more  than  half  of  all 
women  aged  20  to  64  either  hold  jobs  or  are  seeking  them,  and  their  rush  into 
the  labor  force  has  aggravated  the  Nation's  unemployment.  More  than  5 million 
women  are  now  employed  in  blue-collar  jobs,  amounting  to  18  percent  of  the 
total  in  that  category. 

The  proportion  of  women  in  major  professions  has  risen  dramatically. 

For  example,  in  1970,  only  4.7  percent  of  the  country's  lawyers  and  judges 
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were  female;  by  last  year  that  figure  had  virtually  doubled.  During  the  same 
period,  the  proportion  of  women  physicians  rose  from  8.9  percent  to  12.8  per- 
cent, while  the  percentage  of  female  bank  officials  and  financial  managers 
rose  from  17.6  percent  to  24.7  percent. 

While  women  have  made  gains  in  terms  of  the  kinds  of  positions  they  hold, 
they  are  still  disproportionately  represented  in  low-paying,  dead-end  jobs. 

On  average,  women  earn  half  of  what  men  earn,  and  the  gap  between  male  and 
female  incomes  is  widening.  White  men  are  the  highest  earners,  followed  by 
Black  men.  White  women.  Black  women,  with  Hispanic  and  other  minority  women 
at  the  bottom.  Most  women  are  concentrated  in  clerical  and  service  positions 
at  the  lower  levels  of  the  pay  scale,  while  those  in  higher  positions  are 
concentrated  in  professions  with  which  women  have  been  traditionally  associ- 
ated— education,  health,  and  social  services  (Report  of  Commission  on  the  Ob- 
servance of  IWY  (International  Women's  Year)  1976). 

For  minority  women  there  have  been  substantial  changes  since  1965  in  the 
kinds  of  jobs  they  hold.  For  employed  Black  women,  the  number  working  in 
white-collar  jobs  increased  from  24  percent  in  1965  to  42  percent  in  1974, 
while  the  percentage  employed  in  low-paying  household  work  declined  from  30 
to  11  percent.  Median  earnings  of  Black  women  who  work  full  time  year-round 
is  approaching  income  parity  with  white  women.  Unemplo3nnent  rates  of  10  per- 
cent for  Hispanic  women  in  1974  were  higher  than  for  all  women  (6  percent). 

A larger  proportion  of  Hispanic  women  were  employed  in  blue-collar  jobs  than 
were  women  employed  in  the  overall  population.  One-third  of  Hispanic  women 
had  blue-collar  jobs  in  1974,  compared  with  16  percent  of  all  women;  6 per- 
cent of  Hispanic  women  were  in  professional  occupations  in  1974,  compared 
with  16  percent  of  all  women. 


WOMEN  AND  THE  EDUCATIONAL  SYSTEM 

From  the  time  that  women  begin  their  education  at  the  preschool  level 
and  continuing  to  graduate  school,  she  is  taught  to  undervalue  herself.  She 
is  required  to  achieve  higher  standards  than  men  but  is  offered  fewer  options 
than  her  male  counterparts.  The  report  of  the  Commission  on  the  Observance 
of  International  Women's  Year  details  statistics  on  the  status  of  women  in 
education : 

• Although  women  earn  45  percent  of  the  bachelor's  degrees, 
in  1974-75  over  half  of  these  degrees  were  in  the  tradi- 
tionally female  fields  of  home  economics,  library  science, 
foreign  language,  non-MD  health  professions,  and  education. 

In  the  same  period,  women  earned  44  percent  of  the  master's 
degrees  and  21  percent  of  the  doctorate  degrees,  again 
mostly  concentrated  in  "female  fields."  Women  professors, 
on  the  average,  earned  $3,000  a year  less  in  pay  than  men 
professors  in  1975. 

• Women  make  up  more  than  half  of  all  vocational  education 
students  nationwide,  but  in  1972  almost  half  of  these 
were  concentrated  in  home  economics  and  consumer  education. 
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• In  1975,  some  law  schools  were  still  admitting  fewer 
than  20  percent  women  students.  In  1976-77,  women  were 
only  25  percent  of  the  entering  classes  in  medical 
schools.  Of  the  total  of  114  medical  schools,  only  one 
had  a total  enrollment  in  1975  in  which  more  than  half 
the  students  were  women.  In  a 1973  survey  of  60  fellow- 
ship programs,  it  was  found  that  more  than  95  percent 

of  the  most  prestigious  fellowships  were  given  to  men 
and  that  80  percent  of  all  fellowships  went  to  men. 

• In  1975  women  were  63  percent  of  all  public  school- 
teachers, yet  only  2 percent  of  secondary  school  princi- 
pals and  18  percent  of  primary  school  principals  were 
women . 

• Women  make  up  51.3  percent  of  the  U.S.  population  but  are 
portrayed  in  only  31  percent  of  elementary  school  textbook 
illustrations  and  usually  in  stereotyped  roles.  Girls 
have  been  denied  the  opportunity  to  develop  skills  and 
self-confidence  through  sports  activities.  Discrimination 
against  girls  in  sports  includes  budgeting  less  money  for 
girls’  sports  programs,  offering  fewer  classes  and  extra- 
curricular activities  for  girls,  providing  less  and  in- 
ferior equipment  and  fewer  playing  areas  and  coaches  for 
girls’  teams. 

• In  a 1974  study  of  intercollegiate  athletics,  it  was  esti- 
mated that  the  average  budget  of  women’s  athletic  depart- 
ments was  only  2 percent  of  the  budgets  for  men  athletes. ^ 


WOMEN  AND  THE  LEGAL  SYSTEM 

The  interface  between  women  and  the  legal  system  occurs  most  frequently 
when  they  initiate  legal  action  in  divorce,  separation,  or  child  support  and 
with  increasing  fequency  when  legal  action  is  initiated  against  women  who 
have  purportedly  broken  the  law.  In  both  instances,  discrimination  is  com- 
monly experienced  by  women. 

The  legal  system  provides  little  economic  support  for  divorced  mothers: 
only  14  percent  are  awarded  alimony  and  only  46  percent  of  these  collect 
regularly.  Less  than  21  percent  of  divorced  mothers  regularly  collect  child 
support  (Lazar  1976). 

Women  offenders  represent  a small  number  of  arrested  and  convicted  per- 
sons in  comparison  with  male  offenders  who  are  incarcerated  in  State,  county, 
local  jails,  and  prisons  (Sobel  1977).  In  1970,  of  the  196,000  inmates  re- 
ported as  being  incarcerated  in  State  and  Federal  prisons,  only  5,600  were 


Source:  To  Form  a More  Perfect  Union,  Report  of  Commission  on  Observ- 
ance of  IWY.  Also  see  Education : A Workshop  Guide,  National  Commission  on 

the  Observance  of  IWY,  1977. 
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women  (Simon  1975),  or  approximately  3 percent.  McArthur  (1974)  cited  data 
which  showed  that  on  any  one  day,  there  were  approximately  15,000  women  incar- 
cerated in  jails  and  prisons  which  corresponds  to  approximately  4 percent  of 
all  individuals  incarcerated  in  criminal  justice  settings. 

In  establishing  a profile  of  incarcerated  women.  Click  and  Neto  (1977) 
noted  that  in  the  States  they  studied,  two-thirds  of  the  women  inmates  were 
under  30  years  of  age.  There  was  an  overrepresentation  of  Blacks  and  Native 
Americans  in  the  prison  population. 

There  are  a number  of  characteristics  that  tend  to  be  common  to  prisons 
for  women.  Most  noticeable  is  that  the  physical  location  of  the  women’s 
prison  is  usually  more  isolated  and  inaccessible  than  the  locations  of  prisons 
for  men  (Simon  1975;  Adler  1975).  As  a result  of  this  geographic  isolation 
certain  unique  problems  become  prominent.  The  isolation  serves  as  a strong 
interference  with  familial  ties  especially  with  the  woman’s  ties  to  her  child- 
ren. None  of  the  women’s  prisons  have  provisions  for  women  with  children. 

In  areas  where  public  transportation  is  not  available,  the  woman  may  not  see 
her  family  for  the  duration  of  her  sentence.  (Sobel  1977;  Velemesis  1977) 

THE  MENTAL  HEALTH  SYSTEM:  WOMEN  AS  PROVIDERS  AND  CONSUMERS 

The  health  work  force  is  marked  by  an  unusually  high  degree  of  sex  seg- 
regation and  stratification.  The  health  industry  in  general  is  made  up  of 
"a  veritable  army  of  female  workers,  approximately  3,000,000,  many  of  them 
highly  trained  and  experienced,  dominated  by  a tiny  cadre  (numbering  about 
400,000)  of  largely  male  physicians  and  administrators"  (Ehrenreich  1975). 

As  in  other  areas  of  employment,  women  who  are  employed  full-time  in  the 
mental  health  professions  and  hold  positions  of  responsibility  equal  to  men 
are  still  at  salary  levels  that  are  less  than  those  afforded  men  (Dyer  and 
Russo  1977). 

The  Preliminary  Report  of  the  President’s  Commission  on  Mental  Health 
(1976)  has  documented  the  changes  in  the  scope  of  the  Nation’s  response  to 
mental  health  problems  in  the  past  decade.  Since  1955,  for  example,  profes- 
sional mental  health  personnel  has  more  than  tripled.  There  are  presently 
over  350,000  individuals  involved  in  direct  patient  care.  The  greatest  staff 
increases  for  mental  health  facilities  have  been  in  the  number  of  psycholo- 
gists, social  workers,  and  other  mental  health  professionals  (i.e.,  counselors, 
teachers,  and  occupational,  recreational,  and  art  therapists).  The  number  of 
social  workers,  psychologists,  and  counselors  helping  resolve  mental  health 
related  problems,  in  settings  ranging  from  schools  to  social  welfare  agencies, 
has  grown  and  the  work  of  all  of  these  people  has  continued  to  be  augmented 
by  the  clergy,  private  practitioners,  nurses,  and  peer  counselors  (e.g., 
former  offenders,  mental  patients,  etc.). 

In  addition,  the  contribution  of  the  innumerable  women  who  volunteer 
their  time  and  services  as  unpaid  providers  of  care  in  all  institutions  must 
be  acknowledged.  In  their  traditionally  defined  roles  of  wife,  mother, 
relative,  and  volunteer,  women  have  been  expected  to  assume  the  burden  of 
care  for  husbands,  children,  relations,  and  others  in  times  of  severe  illness 
and  disability.  Adequate  community  supports  and  services  need  to  be  provided 
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for  those  individuals  who  accept  the  responsibility  of  health  care  for  others. 
It  cannot  be  assumed  that  women  will  continue  to  provide  such  unpaid  services. 
Therefore  evaluation  of  the  adequacy  of  community  services  cannot  be  built 
upon  such  an  assumption. 

If  one  considers  the  recent  staff  increases,  one  finds  that  the  occupa- 
tions involved  typically  have  higher  proportions  of  females,  with  each  occu- 
pation’s position  on  the  "pecking  order"  of  the  professions  highly  correlated 
with  its  proportion  of  women.  Thus  the  changes  in  the  number  and  types  of 
personnel  providing  special  mental  health  services  make  it  particularly  im- 
portant that  sexism  in  training  and  service  delivery  be  immediately  addressed. 
Evaluation  of  both  the  division  of  labor  among  the  relevant  occupations  as 
well  as  the  distribution  of  women  across  the  occupations  should  be  an  integral 
part  of  any  program  to  eliminate  sexism  in  the  delivery  of  mental  health  serv- 
ices. Recommendations  to  address  these  problems  are  included  in  the  third  sec- 
tion of  this  report  which  outlines  modification  of  the  structure  of  mental 
health  service  delivery. 


RACIAL/ETHNIC  MINORITY  STATUS 

The  inequalities  that  are  barriers  to  full  participation  of  women  in 
American  society  are  multiplied  for  particular  groups  of  economically  and 
socially  disadvantaged  women.  The  Asian-American,  Black,  American  Indian, 
and  Hispanic  woman  suffers  discrimination  because  of  her  sex,  because  of  her 
race  and/or  ethnic  background,  and  because  of  physical  and  material  oppression 
(Frogg  1977). 

The  psychology  of  minority  women  is  rooted  in  their  struggle,  both  his- 
torically and  currently,  as  minority  women  in  a white  culture.  The  self- 
concept  of  minority  women  has  been  greatly  affected  by  (1)  racial  stereotyping, 
making  them  feel  unacceptable  according  to  white  standards  of  beauty  and  (2) 
stereotypes  of  femininity  which  they  may  see  as  a luxury  they  cannot  afford 
(Cox  1976).  Achieving  identity  becomes  particularly  difficult  as  well.  Sex 
role  models  available  for  emulation  have  been  primarily  white  and  combining 
the  cultural  values  of  their  particular  racial/ethnic  group  with  those  of 
the  dominant  group  has  produced  another  major  psychological  struggle  for 
minority  women  (Stembridge  1977;  Spurlock  1977). 

A significant  aspect  of  the  psychology  of  minority  women  comes  surpris- 
ingly as  a result  of  the  pain  and  struggles  they  have  endured.  They  have 
developed  tremendous  strengths  and  survival  capacities,  probably  far  greater 
than  most  other  women  have  had  to  develop.  Often  the  stereotype  of  the  resil- 
ient achieving  minority  woman  has  worked  to  her  detriment.  This  hint  of 
strength,  often  really  a protective  facade,  has  served  to  mask  the  degree 
of  stress  she  experiences.  Minority  women  are  twice  as  likely  to  die  from 
diabetes,  three  times  more  likely  to  die  from  hypertension,  and  five  times 
as  likely  to  die  from  complications  in  childbirth  than  is  a white  woman 
(National  Center  for  Health  Statistics,  1974) . 

The  women’s  movement  has  been  viewed  by  some  minority  women  with  skepti- 
cism. They  see  the  movement  as  attempting  to  gain  privileges  for  women, 
particularly  middle-class  white  women  as  divisive  to  the  struggle  of  minorities. 


S/POPS  303 


1033 


Other  minority  women  see  the  movement  as  valuable  in  coalitions  working  to- 
ward both  the  elimination  of  racism  and  sexism  and  achieving  equality  legally, 
economically,  and  socially  for  all  persons. 

Statistics  from  the  Women's  Bureau,  U.S.  Department  of  Labor  (1975), 
show  that  the  minority  woman  who  is  employed  suffers  a great  disadvan- 
tage in  pay.  Minority-race  women  earn  only  49.6  percent  of  the  pay  of  white 
men.  (Minority  race  men  earn  71.9  percent  of  the  white  male  pay  figure.) 

These  figures  reflect  the  large  numbers  of  minority  women  employed  in  "un- 
skilled labor"  (Department  of  Labor  1975).  The  unemployment  rate  for  minor- 
ity women  is  double  that  of  white  men.  For  the  minority  woman  work  has  been 
an  issue  of  necessity  rather  than  a voluntary  choice.  When  she  is  faced  with 
unemployment  she  experiences  symptoms  of  stress  that  have  been  found  to  be 
greater  than  among  men.  Rachelle  Warren  (1976)  reports  in  a study  of  766  un- 
employed men  and  women,  9.3  percent  of  men  as  opposed  to  33  percent  of  women 
reported  symptoms  of  stress  when  they  had  lost  their  jobs.  Employed  women, 
many  of  whom  ran  households  in  addition  to  their  jobs,  were  better  off  emo- 
tionally than  the  nonworking  woman.  Among  employed  women,  18  percent  reported 
symptoms  of  stress.  For  the  unemployed  group  greater  incidence  of  stress  and 
depression  would  tend  to  place  them  in  the  high-risk  category  for  more  serious 
mental  disorders. 

Minority  women  face  double  jeopardy  because  of  their  race  and  gender  all 
their  lives  and  are  then  subjected  to  multiple  threats  as  they  reach  old  age. 
Psychologically,  socially,  and  economically  the  older  minority  woman  faces 
the  greatest  risk  in  our  society. 


WORKING-CLASS  STATUS 

Women  who  describe  themselves  in  the  socioeconomic  status  of  working 
class  represent  a sizable  portion  of  the  female  population  who  are  most  com- 
fortable in  the  traditional  societal  roles  as  homemakers,  wives,  and  mothers. 

Unlike  well-educated  and  highly  mobile  middle  and  upper  middle-class 
women  who  are  enthusiastically  devising  new  structures  and  values,  working- 
class  women,  for  lack  of  alternatives,  have  clung  most  tenaciously  to  tradi- 
tional values  and  life  styles.  Their  lives,  in  general,  have  not  prepared 
them  adequately  to  respond  to  the  galloping  rate  of  change  which  is  occurring 
in  our  Nation. 

Yet,  while  many  still  cling  to  the  customary,  the  familiar  and  comfort- 
able elements  of  life  in  formerly  secure  working-class  neighborhoods,  change 
has  inevitably  filtered  into  their  lives.  The  working-class  woman  needs  a 
support  system  to  enable  her  to  better  understand  and  cope  with  the  psycholog- 
ical and  social  changes  being  demanded  of  her.  Often  working-class  women 
lose  a sense  of  themselves  and  question  their  ability  to  function  normally. 
These  are  the  women  who  usually  will  not  seek  professional  counseling.  They 
see  themselves  as  different  from  the  upper  middle-class  women  who  have  been 
educated  and  will  seek  therapy  when  in  crisis.  Their  culture  is  very  differ- 
ent both  in  class  and  ethnicity  than  that  of  most  middle-class  women.  It  is 
normal  for  the  working-class  woman  to  express  herself  in  a verbal  outburst  or 
argument  with  a family  member.  Yet,  if  she  goes  to  a psychiatrist,  which 
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most  often  happens  through  the  intervention  of  her  family,  rather  than  of 
her  own  accord,  she  finds  herself  confronted  by  a white  middle-class  male  who 
more  than  likely  has  no  understanding  of  her  ethnic  background,  class,  and 
self-image . 

Millions  of  working-class  women  in  America  see  themselves  as  trapped  in 
a kind  of  suspended  animation.  They  feel  compelled  to  divorce  themselves 
from  conventional  norms,  while  they  still  lack  the  tools  to  cope  with  those 
that  are  unaccustomed.  They  are  not  advocates  of  change,  but  are  being 
obliged,  while  still  ill-prepared,  to  respond  to  it.  Realizing  the  need  to 
rely  increasingly  on  themselves,  many  are  fearful  of  the  challenge. 

While  examples  are  still  relatively  few,  housewives  who  a few  years 
ago  never  dreamed  they  would  take  part  in  any  kind  of  demonstration,  have 
recently  blocked  expressways  during  rush-hour  traffic,  picketed  the  homes  of 
city  officials,  and  protested  the  destruction  and  neglect  of  their  neighbor- 
hoods in  a variety  of  other  dramatic  ways.  When  a wife  comes  home  after 
testifying  at  a city  council  hearing,  from  a meeting  of  the  local  school  or 
hospital  board,  often  helping  to  out-maneuver  a local  politician  or  win  a 
vote  for  day  care  in  her  union,  she  is  changing  the  balance  of  power  in  her 
marriage  in  a most  fundamental  way,  often  without  realizing  it. 

The  problems  faced  by  many  working-class  women  at  home  and  in  the  com- 
munity have  resulted  in  increasing  social,  psychological,  and  financial  stress. 
Unfortunately,  few  problem-solving  institutions  in  the  community  have  recog- 
nized or  explored  the  nature  of  this  stress,  and  even  fewer  have  undertaken 
any  programing  to  alleviate  it. 

Comments  made  repeatedly  at  the  National  Congress  of  Neighborhood  Women’s 
first  conference  in  October  1974  among  working-class  and  low-income  women  re- 
flects the  need  for  mental  health  and  human  service  programs  sensitively 
tailored  to  the  particular  needs  of  this  constituency. 

As  working-class  women  begin  to  define  new  roles  for  themselves  as 
wives,  mothers,  workers,  community  leaders,  and  as  individuals,  they  very 
often  find  themselves  in  a state  of  confusion  and  guilt.  It  is  at  this  point 
in  their  lives  where  the  realization  of  their  new  role  becomes  overwhelming. 
Where  does  she  go  for  support?  The  question  is  at  present  unanswered.  There 
is  a need  to  develop  new  techniques  which  reach  out  to  working-class  women 
who  feel  themselves  isolated  in  their  struggle  to  live  decent  lives  and  who 
presently  have  few  options. 

OLDER  WOMEN:  POPULATION  AT  RISK 

At  present,  about  10  percent  of  the  Nation’s  population  is  65-years-old 
and  over.  This  proportion  is  expected  to  increase  significantly  in  the  next 
10  years.  It  is  a well  established  fact  that  elderly  women  comprise  the 
largest  segment  of  the  aging  population  in  American  society.  In  a recent 
study  (Guttman  et  al.  1977)  found  that  the  most  important  unmet  needs  are  age- 
related  and  affect  a large  segment  of  the  aging  elderly  female  population. 

These  were: 
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1.  Transportation 

2.  Physical  Assistance 

3.  The  Need  for  Social  Affiliation 

4 . Medical  Care 

5.  Legal  Assistance 

6.  Financial  Assistance 

Many  of  the  needs  of  the  elderly  women  would  be  alleviated  if  more  financial 
assistance  were  available.  It  is  likely  that  by  raising  income,  other  needs 
would  be  reduced  because  more  money  would  be  spent  on  buying  needed  services. 
Alleviating  needs  by  raising  income  has  been  suggested  by  Barg  and  Hirsch 
(1974)  who  report  that  respondents  of  low  socioeconomic  status  identify  more 
money  as  essential  for  home  maintenance,  mobility,  and  leisure  pursuits. 

Many  elderly  women  also  fail  to  obtain  needed  medical  care  because  of  inade- 
quate financial  resources.  In  addition  to  those  with  lowest  income,  sub- 
groups of  elderly  are  plagued  disproportionately  by  needs.  These  are  women 
in  poor  health  or  physically  disabled,  those  living  alone  or  with  relatives 
other  than  children  or  grandchildren,  or  divorced.  The  specific  means  of 
financial  assistance  which  would  improve  the  situation  of  many  elderly  women 
include:  Granting  special  reduced  interest  loans  to  improve  the  buildings 

in  which  older  people  live,  subsidizing  rent,  building  collective  housing 
projects  with  services  on  the  ground  floor  (such  as  canteens,  hot  meal  serv- 
ices, recreational  activities,  hairdressing,  etc.)  providing  protective 
dwellings  for  those  who  need  some  help  and  care,  free  or  inexpensive  domestic 
help,  free  home  nursing  care,  day  hospital  care  with  transportation  provided, 
and  short  courses  in  a wide  variety  of  topics  (Guttman  et  al.  1977). 

The  changing  role  of  women  in  society,  the  fact  that  there  are  more  fe- 
males than  males  in  the  aging  population,  and  that  each  decade  over  65  has 
a larger  percentage  of  women  necessitates  improved  knowledge  about  this  fe- 
male population.  Without  new  knowledge  obtained  through  research  we  will  be 
unable  to  prevent  the  terrible  conditions  which  force  many  elderly  women  to 
suffer  inevitable  deterioration  in  their  physical  well-being,  social  status 
and  self-image  (Summers  1976) . Research  will  also  lead  us  to  develop  better 
methods  of  care  and  service  delivery  (Butler  1977-78) . 

As  Summers  (1976)  indicates,  the  fact  that  the  aging  population  has  a 
large  percentage  of  women  has  not  yet  permeated  our  thinking  on  the  subject, 
in  part  because  of  the  commonality  of  the  aging  experience.  As  she  says,  we 
all  grow  old.  In  addition,  the  significance  of  female  aging  has  been  masked 
by  the  myth  of  elderly  couples  sharing  their  twilight  years.  But  women  not 
only  live  longer,  they  are  far  more  likely  to  end  their  days  alone.  Higher 
mortality  rate  among  men  contributes  to  this  unbalanced  situation,  but  even 
more  relevant  is  the  fact  that  men  tend  to  marry  younger  than  themselves. 
Ellen  Winston  (1976),  the  first  Commissioner  on  Welfare  for  the  Department 
of  Health,  Education,  and  Welfare,  underscores  the  need  for  providing  serv- 
ices such  as  homemaking  and  home  health  care  to  older  adults  which  are  sen- 
sitive to  family  ties  when  two  or  more  generations  live  within  the  same  com- 
munity or  within  reasonable  distance.  In  planning  for  services,  it  is  impor- 
tant to  have  at  least  general  information  about  the  proportion  of  older 
adults  in  the  area  to  be  served  who  have  no  such  family  resources  to  draw 
upon  (Winston  1976) . Even,  however,  where  the  family  is  the  main  bulwark, 
there  is  frequent  need  for  supportive  services.  Such  services  make  possible 
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not  only  continued  independent  living  by  older  adults  but  also  continued 
intergenerational  living.  The  services  would  provide  respite  for  the 
younger  generations  in  the  family.  They  would  also  make  possible  con- 
tinued employment  by  the  younger  family  members  when  parents  or  grand- 
parents have  needed  care  during  work  day.  Specific  research  should  be 
undertaken  immediately  to  examine  the  conditions  needed  to  provide  harmo- 
nious intergenerational  life. 

Research  is  needed  to  investigate  the  ability  and  availability  of  the 
younger  family  members  to  provide  support  and  care  for  their  elderly  parents 
and  relatives.  Since  many  people  in  today’s  world  are  divorced,  separated, 
or  otherwise  living  alone  and  their  availability  for  support  of  the  elderly 
parent  is  in  question,  particularly  when  family  ties  are  broken  or  disrupted, 
research  is  needed  to  identify  the  role  the  Federal  Government  can  play  in 
facilitating  mutually  satisfactory  living  arrangements  among  the  generations. 
Many  studies  and  actual  programs  have  been  developed  to  provide  community- 
based  services  to  the  elderly.  The  team  approach  highly  developed  in  the 
Netherlands  is  well  worth  examining.  (This  team  includes  a visiting  nurse, 
homemaker,  and  social  worker  and  is  available  to  the  elderly  women  in  the 
home.)  This  approach  has  been  found  to  be  extremely  important  in  preventing 
deterioration  in  the  condition  of  the  elderly  homebound  citizen  (Mullaney  and 
Guttman  1978).  Elderly  women  could  also  benefit  from  legal  aid  services 
which  would  be  given  free  or  at  rates  within  their  means  to  pay  for  them. 

It  is  recognized  by  Beattie  (1976)  that  the  goal  of  community  services  is  to 
facilitate  living  conditions  that  meet  the  needs  of  people  and  to  enable 
the  older  person  to  achieve  a satisfying  life.  By  finding  practical  ways 
to  help  the  elderly  people  to  meet  their  own  needs,  their  sense  of  independ- 
ence, and  thereby  their  satisfaction  with  life  will  be  enhanced  (Mullaney 
and  Guttman  1978) . 

Within  the  population  of  elderly  women,  widowed  women  represent  a group 
particularly  at  risk.  Twenty  percent  of  American  women  are  widows  by  age 
60,  50  percent  by  age  65,  and  66  2/3  percent  by  age  75. 

Women  have  been  socialized  to  consider  marriage  the  only  acceptable 
state  for  their  adult  lives.  When  widowed  they  are  likely  to  end  up  alone, 
because  they  do  not  have  the  same  social  prerogatives  as  older  men  to  date 
and  marry  those  who  are  younger.  The  sequelae  of  the  loss  of  spouse,  with- 
drawal, isolation,  powerlessness,  depression,  and  precarious  economic  status 
are  well-documented  as  precursors  to  physical  and  mental  disorders  (Butler 
1975;  Neugarten  1964). 

SINGLE  WOMEN 

The  topic  of  single  women  is  complicated  by  a loose  terminology.  Social 
scientists  have  often  used  marital  status  as  the  critical  element  in  describ- 
ing American  women.  As  referred  to  here,  single  women  represent  all  those 
women  who  are  not  married,  whether  widowed,  separated,  divorced,  or  never 
married.  Statistics  on  this  segment  of  the  female  population  are  inaccurate 
for  a number  of  reasons:  errors  in  census  data  collection;  confusion  over 

the  term  "separation";  undocumented  cases  of  desertion  and/or  extended 
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absence  of  husbands  because  of  imprisonment,  military  service,  or  institu- 
tionalization, and  incomplete  data  collection  on  divorce.  The  Women's 
Bureau,  U.S.  Department  of  Labor,  estimates  that  at  any  one  point  in  time 
around  one- third  of  adult  women  in  this  country  are  considered  single  women. 

It  is  apparent  that  in  absolute  numbers  and  their  ratio  to  the  general  popu- 
lation, the  ranks  of  single  women  are  increasing. 

Until  very  recently,  women  who  never  married  were  seldom  assumed  to  be 
so  as  a result  of  a conscious  choice.  They  have  been  victims  of  stereotypes 
such  as  "old  maids"  or  spinsters.  They  have  been  relegated  to  marginal  posi- 
tions in  society  and  the  options  open  to  them  have  been  limited  by  society’s 
judgments  of  what  is  "acceptable  behavior"  for  single  women.  As  women's 
roles  are  changing,  singleness  is  presently  being  redefined.  Certain  aspects 
of  singleness  are  being  stressed  as  positives:  autonomy  in  life  choices  and 

freedom  from  conflicting  demands  of  work  and  family  life. 

Society  has  yet  to  fully  accept  singleness  as  a legitimate  alternative 
lifestyle  for  women.  Discrimination  is  frequent  for  this  group  and  creates 
stresses  for  them  in  the  ambivalence  many  experience  with  regard  to  their 
choice.  For  the  most  part  the  mental  health  system  has  failed  to  provide 
them  with  the  appropriate  assistance  they  may  require  to  resolve  conflicts 
in  this  area. 

Female-headed  families  have  increased  approximately  33  percent  over 
the  last  10  years.  At  present,  more  than  one-sixth  of  all  children  in  America 
now  live  in  single  parent  families  (usually  headed  by  the  mother) . 

The  main  problem  for  single  parent  families  is  economic.  In  1975,  44 
percent  of  female-headed  families  with  children  had  incomes  below  the  poverty 
level.  Contributing  to  this  economic  deprivation  are  low  levels  of  child  sup- 
port and  public  assistance,  continuing  effects  of  sexism  in  hiring  women  and 
in  wages  paid  to  women. 

Loneliness  and  isolation  also  represent  serious  problems  for  single 
parents.  The  problem  is  compounded  by  task  overload  since  single  parents 
must  fulfill  the  work  role  as  well  as  the  roles  of  homemaker  and  parent. 

In  a society  which  still  largely  rejects  the  notion  of  diversity  in 
viable  family  lifestyles,  the  single  parent  family  (and  the  woman  who  heads 
it)  is  considered  as  a "deviant"  family  form.  As  a consequence  of  this  the 
single  woman  parent  is  subjected  to  tremendous  stress  with  scarce  hope  for 

its  amelioration. 2 


2 

A more  complete,  discussion  of  "Single  Parents"  appears  in  the  report 
of  the  Task  Panel  on  the  Mental  Health  and  American  Families. 
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THE  PSYCHOLOGICAL  CONSEQUENCES  OF  INEQUALITY 


Each  of  the  circumstances  previously  cited  are  potentially  and  in  all 
probability  stressful  to  women.  The  stress  that  they  experience  is  accom- 
panied by  feelings  of  powerlessness,  alienation,  and  frustration  which  have 
been  identified  in  available  research  as  antecedents  of  mental  disorders. 

Recent  data  indicate  that  women  who  fit  one  or  more  of  the  following  cate- 
gories are  particularly  at  risk  of  mental  health  problems:  unemployed,  non- 

white or  low- income,  separated,  or  divorced  with  young  children  (Guttentag 
et  al.  1976).  Additionally,  circumstances  and  conditions  that  American  society 
has  come  to  accept  as  normal  or  ordinary  lead  to  profound  unhappiness,  anguish, 
and  mental  illness  in  women.  Marriage,  family  relationships,  pregnancy,  child- 
rearing,  divorce,  work,  and  aging  all  have  a powerful  impact  on  the  well-being 
of  women.  Since  there  is  no  evidence  to  suggest  that  women  are  innately  more 
vulnerable  to  mental  illness,  it  must  be  assumed  that  social  institutions 
have  a differential  and  more  stressful  impact  on  women  than  on  men.  Compound- 
ing these  ordinary  events,  women  are  also  subject  to  some  extraordinary  expe- 
riences such  as  rape,  marital  violence,  and  incest,  which  leave  them  vulner- 
able to  mental  illness  (Davidson  1977).  It  is  tempting  to  conclude  that  in 
a man’s  world,  woman’s  place  is  in  our  mental  institutions. 

In  Western  culture,  as  in  cultures  everywhere,  gender  acts  as  a master 
status,  determining  an  individual’s  role  functions  and  the  quality  of  his  or 
her  interactions  with  others  (Gove  and  Tudor  1973) . Roles  are  patterned 
sequences  of  learned  behaviors  that  are  differentially  ascribed  to  males  and 
f females  as  a function  of  their  sex.  They  reflect  a division  of  labor  that 
assigns  the  care  of  children  and  the  home  to  the  female  and  the  economic  respon- 
sibility of  the  family  to  the  male.  Moreover  roles  are  thought  to  be  con- 
: gruent  with  the  personality  characteristics  traditionally  ascribed  to  males 
and  females.  Therefore,  the  institutionalized  role  of  woman  is  still  primar- 
ily derived  from  her  functions  as  wife,  mother,  and  homemaker  and  is  thought 
to  be  congruent  with  her  basic  nature  (nurturing,  passive,  cooperative). 

Women  who  work,  especially  women  with  children,  are  considered  by  many  to  be 
filling  a socially  inappropriate  role.  They  are  likely  to  experience  con- 
flict on  two  levels:  (1)  the  personality  characteristics  thought  necessary 

for  an  occupational  role  are  incongruent  with  traditionally  ascribed  attri- 
butes of  self;  (2)  and  the  occupational  role  as  presently  defined  conflicts 
with  the  institutionalized  role  of  wife  and  mother.  Although  there  are  more 
than  31  million  employed  women  in  the  United  States,  the  potency  of  the  wife/ 
mother  role  as  traditionally  defined  persists  (Bardwick  and  Douvan  1971), 
and  issues  of  child  care  and  family  versus  work  roles  are  very  real.  The 
conflict  between  self  and  incongruent  role  or  between  two  incompatible  roles 
is  a source  of  anxiety  for  women.  Moreover,  if  a woman  has  few  or  no  self- 
maintaining  mechanisms  or  if  these  mechanisms  fail  in  the  face  of  anxiety 
over  role  conflict  preconditions  for  psychosis  are  present  (Sarbin  1954) . 

At  the  least,  theories  of  role  conflict  (Merton  1957)  suggest  that  the  dual 
role  of  wife/mother  and  worker  as  they  are  presently  defined  create  conflict 
and  anxiety  that  is  serious  enough  to  decrease  the  likelihood  of  women  partic- 
ipating in  the  labor  force  (Zellman  1976).  As  Patterson  (1973)  and  others 
Suggest  there  are  two  critical  identity  issues  for  women  that  often  conflict: 
the  definition  of  self  in  terms  of  a career  and  in  terms  of  one’s  role  as  a 
woman  (Wallston  and  Calway-Fagen  1977) . 
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It  is  in  the  early  socialization  period  that  self-concepts  regarding 
sex  roles  are  formed.  Girls  socialized  along  traditional  lines  learn  at 
an  early  age  that  their  future  role  is  largely  confined  to  family  respon- 
sibilities and  that  their  major  goal  should  be  marriage  and  children 
(Theodore  1971).  Thus,  traditional  socialization  tends  to  mitigate  against 
achievement  motivation  and  autonomy  necessary  to  career  aspirations  (Tangri 
1972;  Tyler  1964).  As  young  girls  mature  and  advance  in  the  educational 
system  they  encounter  sex  role  dilemmas  not  experienced  by  boys.  Societal 
norms  which  place  females  in  the  home  conflict  with  the  values  of  educational 
institutions  which  stress  achievement  and  in  some  measure  prepare  young  girls 
for  a career  (Theodore  1971).  Thus,  the  role  expectations  confronting  young 
women  are  unclear  and  diffuse  (Angrist  1969;  Epstein  1970)  and  the  costs  of 
such  psychic  inconsistencies  are  high  (Bardwick  1971,  Gove  and  Tudor  1973; 
Tangri  1972).  Bardwick  (1971)  describes  the  female  role  as  one  characterized 
by  adjusting  to  and  preparing  for  contingencies. 

Trying  to  explain  why  traditional  theories  of  achievement  motivation 
were  not  predictive  for  women,  Matina  Horner  (1968)  posited  that  women  have 
a stable  disposition  or  personality  characteristic,  fear  of  success,  which 
inhibits  them  or  causes  anxiety  for  them  in  achievement  situations.  Research 
on  fear  of  success,  however,  fails  to  substantiate  Horner's  theory  as  origi- 
nally conceptualized  (Zuckerman  and  Wheeler  1975).  Condry  and  Dyer  (1976) 
have  posited  a reconceptualization  that  is  in  line  with  role  theory  suggest- 
ing that  women  have  come  to  fear  punishment  or  negative  social  sanction  rather 
than  success.  Barriers  to  women’s  achievement  might  be  explained  in  terms 
of  negative  social  feedback  for  deviancy  from  sex  role  standards  of  behavior. 
Thus,  what  has  been  called  fear  of  success  may  be  a negative  reaction  to  the 
role  conflict  which  is  expected  with  success.  Women  have  learned  that  suc- 
cess has  negative  social  implications  and  may  thus,  seek  to  avoid  it.  More- 
over, given  our  societal  structure,  this  may  be  a realistic  appraisal.  This 
would  explain  why  men  also  provide  negative  imagery  when  given  a "successful 
woman"  cue  (e.g.,  Alper  1974;  Robbins  and  Robbins  1973).  This  reinterpreta- 
tion of  the  fear  of  success  literature  suggests  that  rather  than  merely  pro- 
viding therapy  to  deal  with  women’s  intrapsychic  fears,  we  must  work  on  the 
social  structures  which  are  the  root  of  these  fears  (Wallston  and  Calway- 
Fagen  1977) . 


FAMILY  RELATIONSHIPS 

Families  are  expected  to  have  a structure  which  involves  a division  of 
labor  according  to  sex  roles,  the  woman  being  expected  to  fulfill  herself 
within  the  family  through  marriage  and  motherhood.  In  a society,  where  pro- 
ductivity is  rewarded  by  money,  those  who  do  not  earn  money,  such  as  women, 
children,  and  old  people  are  left  at  home  in  an  ambiguous  position  (Bernard 
1974;  Keller  1974).  The  full-time  housewife  whose  children  are  in  school  is 
generally  low  in  self-esteem  and  high  in  psychological  symptoms.  Maternal 
employment  is  increasing  and  many  women  are  already  spending  more  of  their 
lives  in  employment  than  mothering  (Hoffman  1977).  The  employment  of  women 
outside  the  home  has  not  released  women  from  homemaking  responsibility.  Em- 
ployed wives  labor  longer  than  either  employed  men  or  full-time  housewives. 

The  fact  that  child  care  is  not  available  for  working  women  reinforces  the 
idea  that  women  are  not  about  to  be  released  from  their  primary  responsibility 
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in  the  home  merely  because  they  work  outside.  In  addition,  recent  work  pat- 
terns for  women  are  actually  not  innovative  but  regressive  in  terms  of  the 
proportion  of  women  in  any  but  low-paying  jobs  (Blake  1974). 

Marriage  typically  demands  that  women  give  up  their  activities  or  place 
of  residence  to  adjust  to  the  needs  of  men.  The  woman’s  plight  in  marriage 
is  frequently  obscured  by  the  myth  that  women  are  the  main  beneficiaries  of 
marriage  (Skolnick  and  Skolnick  1971) . The  expectation  that  women  will  ad- 
just to  men's  patterns  leads  to  an  often  unrecognized  difference  in  the  num- 
ber of  stressful  life  events  impacting  on  women  and  men.  The  life  cycle 
stresses  center  around  the  real  or  symbolic  loss  or  addition  of  a family  mem- 
ber and  touch  women's  lives  to  a greater  extent  than  men's  (Hill  and  Rodgers 
1964;  Hare-Mustin  1977).  Dohrenwend  (1973)  has  reported  that  women  are  ex- 
posed to  a relatively  high  rate  of  change  and  instability  in  their  lives  com- 
pared with  men.  That  married  women  have  a higher  incidence  of  mental  illness 
than  men  while  single  women  do  not  (Gove  1976)  should  be  a cause  for  concern 
about  American  family  life. 


VIOLENCE  AGAINST  WOMEN  IN  FAMILIES 

Until  recently  violence  within  the  family  has  received  little  attention, 
although  there  has  been  great  public  concern  and  fear  about  violence  in  gen- 
eral. While  the  concept  of  family  is  cherished  as  the  source  of  love  and 
nurturance,  the  family  is  also  the  most  frequent  single  locus  for  all  kinds 
of  violence,  including  homicide  (Gelles  and  Straus  1975).  Violence  is  said 
to  occur  in  50  percent  of  American  families  so  that  the  marriage  license  is 
also  a hitting  license  (Gelles  1974;  Gelles  and  Straus  1975). 

Family  violence,  in  contrast  to  violence  outside  the  family,  is  likely 
to  be  perceived  as  normal,  legitimate,  and  instrumental  (Gelles  1974;  Gelles 
and  Straus  1975;  Steinmetz  and  Straus  1974).  This  is  most  clearly  evident 
in  the  corporal  punishment  of  children,  where  it  is  believed  that  children 
need  and  deserve  to  be  hit  for  moral  reasons,  e.g.,  "spare  the  rod  and  spoil 
the  child."  Violence  between  spouses  is  also  socially  condoned  and  this  is 
confirmed  in  a number  of  surveys  in  which  16  percent  to  32  percent  of  Ameri- 
can adults  approved  of  husband  and  wife  hitting  (Stark  and  McEvoy  1970; 

Martin  1976). 

Despite  popular  belief,  these  surveys  indicated  that  the  acceptance  of 
marital  violence  was  greater  among  those  with  higher  educational  levels.  Al- 
though the  highest  reported  incidence  of  spouse  abuse  is  found  among  the  poor, 
this  is  felt  to  represent  a skewed  sample  (Steinmetz  and  Straus  1974;  Martin 

1976) .  Poor  people  are  more  likely  to  come  to  the  attention  of  a public 
agency,  while  middle-  and  upper-class  women  have  their  privacy  protected  by 
their  personal  physicians  or  attorneys.  In  a study  of  divorce  applicants, 

23  percent  of  middle-class  women  cited  physical  abuse  as  a reason  for  divorce 
(Levinger  1966) . Wife  abuse  is  reported  in  large  numbers  to  law  enforcement 
agencies  in  wealthy  communities  (Martin  1976;  Center  for  Women  Policy  Studies 

1977)  and  shelters  for  battered  women  report  that  a significant  proportion  of 
their  residents  come  from  middle-class  families  (Center  for  Women  Policy 
Studies  1977). 
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Family  violence  has  several  important  societal  ramifications  beyond 
the  suffering  of  individuals: 

1.  Family  violence  culminates  in  serious  injury  or  death.  Twenty 
to  50  percent  of  all  murders  take  place  within  the  family 
(Boudoris  1971;  Goode  1971;  Truninger  1971;  Steinmetz  and 
Straus  1974;  Martin  1976)  and  police  are  called  to  intervene 
in  domestic  disputes  more  often  than  in  all  other  criminal 
incidents  combined.  One-fifth  of  all  police  fatalities  oc- 
cur while  intervening  in  family  fights  (Martin  1976;  Fates 
1977).  In  a Kansas  City  police  study,  40  percent  of  the 
city’s  homicides  were  between  spouses;  in  more  than  85  percent 
of  these  homicides  police  were  called  at  least  once  prior  to 
the  fatal  episode,  and  in  half  of  these  cases,  police  were 
called  five  times  in  the  2-year  period  preceding  the  murder 
(Kansas  City  Police  Department  1973).  At  Boston  City  Hospital, 
approximately  70  percent  of  the  assault  victims  seen  in  the 
emergency  room  are  women  who  have  been  attacked  in  the  home. 

The  assailant,  when  identified,  is  usually  a husband  or  lover 
(Center  for  Women  Policy  Studies  1977). 

2.  Gelles  and  Straus  note  that  the  family  is  the  primary  training 
ground  for  violent  behavior:  "A  person  is  more  likely  to  ob- 
serve, commit,  and  to  be  the  victim  of  violence  within  the 
family  than  in  any  other  setting"  (Gelles  and  Straus  1975). 

Beating  of  women  in  the  home  is  usually  accompanied  by  the 
physical  and/or  sexual  abuse  of  children  in  the  home  (Scott 
1974;  Gayford  1975;  Hilberman  and  Munson  1977).  An  English 
study  of  100  battered  women  showed  that  37  percent  of  the  women 
abused  their  children  while  54  percent  claimed  that  their  hus- 
bands committed  violence  against  the  children  (Gayford  1975). 

A child  who  is  abused  grows  up  to  abuse  her/his  offspring, 
and  the  child  who  sees  parents  interact  violently  will  likely 
have  physically  abusive  relationships  her/himself.  Thus 
violence  breeds  violence  (Gelles  1974;  Gelles  and  Straus  1975; 

Pizzey  1974). 

3.  Surveys  by  social  scientists  of  populations  of  prostitutes 
(James,  in  press)  homicidal  adolescents  (Easson  and  Steinhilber 
1961;  Duncan  and  Duncan  1971),  and  convicted  murderers  (Duncan, 
Frazier,  Liten  et  al.  1958)  suggest  that  in  all  categories  the 
offenders  were  themselves  victimized  by  their  families,  usually 
as  children.  Thus  intrafamily  violence  is  not  only  an  individual 
problem,  but  a problem  for  the  general  public  who  will  ultimately 
be  victimized  by  the  offspring  of  violent  families. 

It  is  not  surprising  that  women  find  themselves  trapped  in  violent  homes 
because  cultural  norms  permit  and  legitimize  wife  beating  (Hilberman  1977). 

The  sexist  organization  of  the  family  contributes  heavily  to  the  acceptability 
of  wife  beating  (Straus  1976  and  1977;  Martin  1976).  Men  who  lack  superiority 
or  competence  in  their  personal  resources  are  allowed  to  use  violence,  without 
fear  of  legal  reprisal,  as  a way  of  maintaining  a superior  power  position  in 
the  family.  Their  wives  also  understand  that  neither  separation  nor  the  law 
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will  necessarily  protect  them  from  further  violence  (Field  and  Field  1973; 
Gates  1977).  The  man  is  protected  and  the  abused  woman  comes  to  believe 
that  marital  violence  is  the  norm  and  that  she  deserves  the  abuse.  This 
self-blame  is  reinforced  by  the  attitudes  of  "helping"  agencies  who  ignore 
and  demean  the  victim  or  accuse  her  of  provoking  the  assault  (Pizzey  1974; 
Martin  1976) . 

Finally  women  are  trapped  by  cultural  norms  which  dictate  that  men  are 
responsible  for  economic  support  of  families  while  women  must  bear  full  re- 
sponsibility for  child  rearing.  Women  learn  the  mythology  that  their  right- 
ful place  is  in  the  home,  no  matter  what  the  cost,  and  that  single  parent 
families  are  damaging  to  children.  These  attitudes  are  maintained  by  per- 
vasive patterns  of  sex  discrimination.  The  woman  who  leaves  the  violent 
home  is  denied  child-care  facilities,  equal  educational,  vocational,  and 
economic  opportunities,  and  a legitimate  self-supporting  and  autonomous 
role  outside  the  home  (Straus  1976  and  1977;  Hilberman  1977). 

Sexual  abuse  by  an  adult  male  is  currently  part  of  the  normative  expe- 
rience of  American  girls.  Several  large-scale  studies,  conducted  over  the 
past  40  years  in  widely  different  populations  consistently  document  the  fact 
that  approximately  one  girl  out  of  every  three  is  sexually  molested  during 
her  childhood  or  adolescence  (Gagnon  1965;  Kinsey  et  al  1953;  Landis,  J.  1956) 
In  cases  where  the  offender  is  a stranger,  the  girl's  family  might  be  ex- 
pected to  provide  protection,  comfort,  and  support  in  overcoming  this  trauma. 
In  many  cases,  however,  the  family  itself  is  implicated  in  the  abuse.  Family 
negligence  or  complicity  is  a factor  in  the  majority  of  cases  (De  Francis), 
and  in  as  many  as  one-third  of  the  cases,  the  offender  is  a relative 
(Finkelhor  1977) . The  most  serious  cases  are  those  in  which  the  offender 
is  the  child's  father  or  guardian.  The  best  available  data  indicate  that  at 
least  1 girl  in  100  is  sexually  abused  by  her  father  (Kinsey  1953) . 

Though  boys  are  occasionally  subjected  to  sexual  abuse  by  adult  relatives 
the  overwhelming  majority  of  child  victims  (at  least  90  percent)  are  girls. 
Boys  are  more  likely  to  be  molested  by  adult  males  than  by  adult  females, 
and  father-son  incest  is  apparently  more  common  than  incest  between  mothers 
and  sons,  which  is  generally  acknowledged  to  be  quite  rare  (Maisch  1972; 
Weinberg  1955) . Thus  family  sexual  abuse  follows  the  general  pattern  of 
sexual  crimes,  in  which  most  offenders  are  male,  and  most  victims,  female. 

Family  sexual  abuse  occurs  in  all  social  classes  and  in  urban  as  well 
as  rural  environments  (Finkelhor  1977).  The  vast  majority  of  cases  escape 
detection  by  any  social  agency,  with  all  family  members  including  the  victim 
usually  conspiring  to  maintain  secrecy.  Incestuous  abuse  usually  begins  when 
the  child  is  between  the  ages  of  6 and  11  (Browning  1977;  Maisch  1972),  though 
many  younger  children  are  also  molested,  and  cases  involving  infants  have  been 
reported.  Physical  force  is  rarely  used;  rather,  the  child  is  induced  to 
cooperate  in  the  sexual  activity  by  intimidation  and  threats,  bribes,  or  by 
exploitation  of  her  natural  trust  and  desire  for  affection.  The  offense  is 
usually  repeated  and  often  becomes  an  integral  part  of  family  life.  Most  in- 
cestuous relationships  last  more  than  1 year,  and  durations  of  over  5 years 
are  not  uncommon  (Tormes  1969) . 
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Sexual  abuse  represents  a symptom  of  family  dysfunction  (Lustig  1966; 
Rosenfeld  1977).  The  dynamics  of  the  incestuous  family  represent  a patholog- 
ical exaggeration  of  the  societal  norms  of  male  dominance.  Incestuous 
fathers  are  not  a readily  identifiable  deviant  population;  they  are  often 
"good  providers"  and  well-respected  in  their  communities.  Within  their  fami- 
lies, however,  they  are  tyrants  who  seek  to  impose  their  will  on  all  family 
members  and  to  isolate  the  family  from  society  (Weinberg  1955) . Their  wives 
are  described  as  unusually  compliant  and  submissive.  Economically  and  emo- 
tionally dependent  on  their  husband,  they  tolerate  extremes  of  abuse  to  pre- 
serve the  marital  relationship.  Their  daughters  learn  from  observation  that 
it  is  a woman's  lot  to  submit  and  endure,  and  that  if  necessary,  their  mothers 
will  sacrifice  them  to  their  fathers. 

The  oldest  daughter  in  this  situation  is  particularly  at  risk  for  sexual 
victimization,  though  as  she  gets  older,  the  father  may  turn  his  attention 
serially  to  the  younger  daughters  (Cavallin  1966) . Many  traditional  functions 
of  a wife  may  be  assigned  to  the  oldest  daughter,  including  housework  and 
child  care  (Cormier  1962) . The  daughter  is  led  to  believe  that  she  must  com- 
ply with  her  father's  sexual  demands  to  keep  the  family  together.  She  lives 
in  terror  that  the  incestuous  secret  will  be  exposed  and  that  either  she  or 
her  father  will  be  expelled  from  the  home  (Lustig  1966) . 

\ 

Anxiety,  guilt,  and  depression  are  universal  clinical  findings  in  girls 
who  have  been  subjected  to  incestuous  abuse  (Kaufman  1954;  Sloane  1942).  The 
effects  of  the  abuse  appear  to  be  long-lasting,  and  continue  into  adult  life. 
Women  who  report  a history  of  incestuous  abuse  suffer  from  a well-defined 
clinical  syndrome  which  includes  difficulty  in  intimate  relationships,  low 
self-esteem,  and  a tendency  toward  repeated  victimization  (Herman  1977).  Mar- 
riage to  a sadistic  mate,  with  potential  abuse  of  the  next  generation,  is  a 
frequent  outcome.  Incestuous  abuse  is  also  frequently  implicated  in  the 
developmental  histories  of  adolescent  runaways,  delinquents,  and  prostitutes 
(Benward  1975) . 

Current  social  response  to  the  problem  of  family  sexual  abuse  is  inade- 
quate on  every  level.  Widespread  ignorance  and  denial  of  the  problem  com- 
bines with  the  family  tendency  to  preserve  secrecy  to  insure  that  the  vast 
majority  of  cases  entirely  escape  detection.  In  those  few  cases  which  cannot 
be  ignored,  the  response  of  public  agencies  is  usually  destructive  to  the 
family  and  further  compounds  the  suffering  of  the  victim.  The  law  enforcement 
approach  focuses  on  the  conviction  and  punishment  of  the  offender,  forcing  the 
child  to  go  through  the  ordeal  of  an  investigation  and  trial.  Because  of  the 
father's  dominant  role  in  the  family,  the  mother  may  rally  to  his  support  even 
after  the  abuse  has  been  exposed,  putting  intense  pressure  on  the  child  to 
disclaim  her  story.  If  the  father  is  nevertheless  convicted  and  imprisoned, 
the  family  may  suffer  economic  hardship  and  the  child  may  be  blamed  and  scape- 
goated. Small  wonder  that,  even  of  the  cases  reported  to  the  authorities, 
only  a small  fraction  proceed  to  conviction  of  the  offender  (DeFrancis  1969) . 

Another  common  social  intervention  is  removal  of  the  child  from  the  home. 
While  objectively  this  may  be  necessary  for  the  child's  protection,  the  child 
will  almost  always  perceive  this  as  a punishment,  since  she,  rather  than  the 
offender,  is  sent  away  from  home.  Foster  placement  for  sexually  abused  girls 
is  often  difficult,  since  once  branded  as  victims,  these  children  apparently 
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become  more  attractive  to  other  potential  abusers  (Summit  1977).  Appropriate 
resources  for  the  care  and  protection  of  these  girls  are  lacking  in  most  com- 
munities . 

A more  promising  approach  to  the  discovered  incestuous  family  is  court- 
mandated  rehabilitation  and  treatment.  Several  programs  now  in  existence  could 
serve  as  models  for  wide-scale  implementation.  Of  these,  the  most  highly  de- 
veloped is  the  Child  Sexual  Abuse  Treatment  Center  which  operates  out  of  the 
probation  department  of  Santa  Clara  County,  California.  The  program  involves 
all  family  members  in  intensive  outpatient  psychotherapy,  including  individual, 
couple,  family,  and  group  treatment.  Affiliated  self-help  groups  provide  peer 
support  for  child  and  adolescent  victims.  The  program  claims  a success  rate 
of  over  90  percent  in  the  treatment  of  some  800  families  to  date.  Important 
aspects  of  the  program  are  a confrontation  between  parents  and  daughters,  in 
which  the  fathers  apologize  and  take  full  responsibility  for  the  sexual  abuse. 
This  appears  to  be  necessary  to  relieve  the  daughter's  feeling  of  guilt.  The 
availability  of  a nonpunitive  treatment  resources  has  led  to  a substantial  in- 
crease in  the  number  of  families  voluntarily  seeking  treatment  and  vastly 
improved  detection  of  family  sexual  abuse.  The  authority  of  the  court,  how- 
ever, appears  to  be  essential  in  insuring  the  fathers'  compliance  with  the 
treatment  program  (Giarretto) . 

While  this  model  offers  a promising  approach  to  the  treatment  of  the 
discovered  incestuous  family,  and  holds  some  potential  for  increased  detection, 
nevertheless,  most  family  sexual  abuse  escapes  social  exposure  and  will  prob- 
ably continue  to  do  so.  Most  victims,  therefore,  will  continue  to  reach  adult 
life  bearing  the  burden  of  their  secrets  alone.  Some  will  eventually  seek 
psychiatric  help  because  of  continued  problems  in  close  relationships  and 
poor  self  image.  At  present,  mental  health  professionals  are  poorly  prepared 
to  offer  appropriate  help  and  support  to  these  victims.  The  dominant  (psycho- 
analytic) school  of  thought  in  psychotherapy  places  great  emphasis  on  the  in- 
cestuous fantasies  of  children  and  virtually  ignores  the  incestuous  behavior 
of  adults.  As  a result,  many  therapists  are  predisposed  to  dismiss  the  com- 
plaints of  incest  victims  as  fantasy,  or  to  blame  the  victims  for  the  occur- 
rence of  incest.  Many  victims  report  that  when  they  finally  muster  up  the 
courage  to  seek  help,  either  their  stories  are  not  believed,  or  they  are  asked 
insulting  and  inappropriate  questions  which  increase  their  already  acute  feel- 
ings of  shame  (e.g.,  "Did  you  enjoy  it?").  Thus  the  original  trauma  is  com- 
pounded and  the  victim  is  further  isolated. 

Reeducation  on  a massive  scale  is  necessary  to  raise  the  consciousness 
of  mental  health  workers  who  are  likely  to  come  into  contact  with  incest  vic- 
tims. As  in  the  case  of  related  crimes  such  as  rape,  wife-beating,  and  child 
abuse,  increased  public  and  professional  awareness  is  a necessary  precondition 
for  increased  detection,  more  appropriate  treatment,  and,  ultimately, 
prevention. 

In  spite  of  more  enlightened  efforts  at  social  intervention,  incestuous 
abuse  may  be  expected  to  continue  as  long  as  fathers  and  other  male  relatives 
have  the  power  to  tyrannize  their  families.  Curtailment  of  this  power,  in 
the  long  run,  must  result  from  the  organized  efforts  of  women.  Historically, 
the  political  struggles  of  women  have  always  included  efforts  to  curb  the 
exploitation  of  children  and  the  present  increased  consciousness  of  family 
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sexual  abuse  can  be  traced  in  great  part  to  the  resurgence  of  a movement  for 
women's  liberation  (Brownmiller  1975;  Rush  1974).  Only  a basic  change  in  the 
power  relations  of  men  and  women  can  ultimately  prevent  the  sexual  abuse  of 
children. 

Incestuous  abuse  occurs  in  families  where  the  mothers  have  been  subju- 
gated and  rendered  powerless.  If  daughters  are  to  be  protected,  they  must 
find  in  their  mothers  and  in  other  women  images  of  strength  rather  than  weak- 
ness. Daughters  must  learn  from  their  mothers  that  they  have  the  right  to 
fight  and  the  capability  to  walk  away  from  situations  that  are  degrading  and 
shameful  to  them.  Presently,  too  many  daughters  learn  from  observing  the 
adults  closest  to  them  that  oppression  is  their  destiny.  Progressive  meas- 
ures which  strengthen  the  role  of  women  in  society  at  large,  and  mothers 
within  the  family,  represent  the  best  safeguard  against  family  sexual  abuse. 


DEPRESSION 

Women  constitute  51  percent  of  the  population,  and  the  evidence  suggests 
that  they  are  overrepresented  among  the  mentally  ill.  Women  have  more  nega- 
tive images  of  themselves  than  do  men  (Gove  and  Tudor  1973) , and  population 
surveys  of  nonpatients  show  that  women  report  more  personal  discomfort  as 
well  as  symptoms  consistent  with  mental  illness  twice  as  frequently  as  do 
men  (Gove  and  Tudor  1973) . One  hundred  and  seventy-five  women  for  every  100 
men  are  hospitalized  for  depression,  and  238  women  for  every  100  men  are 
treated  as  outpatients  for  depression  (Lazar  1977;  Radloff  1975).  If  one 
looks  at  all  physician  diagnoses  of  a psychological  nature,  women  account  for 
60  percent  or  more  of  unexplained  symptoms,  psychiatric,  and  psychosomatic 
diagnoses.  The  information  on  first  admissions  to  mental  hospitals,  psychi- 
atric treatment  in  general  hospitals,  psychiatric  outpatient  clinics,  private 
outpatient  psychiatric  care,  the  practices  of  general  physicians,  and  com- 
munity surveys  all  indicate  that  more  women  than  men  are  mentally  ill  (Gove 
and  Tudor  1973). 

It  has  been  estimated  that  more  than  one-quarter  of  the  population  see- 
ing a physician  during  the  year  has  at  least  one  diagnosis  of  a psychological 
nature  (although  they  may  have  had  other  purely  physical  diagnoses  as  well) . 
Looking  at  these  data  broken  down  by  sex,  women  account  for  63  percent  of 
the  unexplained  symptoms  category,  61  percent  of  the  psychiatric  category, 
and  60  percent  of  the  psychosomatic  category,  although  they  account  for  only 
53  percent  of  all  diagnoses  combined.  If  one  examines  special  populations 
in  confined  environments,  the  need  for  mental  health  services  becomes  even 
more  pressing.  There  are  growing  indications  that  the  rate  of  previous  sui- 
cide attempts,  mental  hospital  commitments,  and  depression  among  women  sen- 
tenced to  State  prisons  is  significantly  higher  than  those  among  men  prisoners. 
These  were  30,  25,  and  60  percent  respectively  in  one  State.  In  another  study 
of  women  offenders  seeking  medical  treatment,  33  percent  sought  treatment  for 
"anxiety  and  depression"  and  28  percent  for  headaches,  while  the  remainder 
sought  treatment  primarily  for  gynecologic  problems. 
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Depression^  is  considerably  more  common  among  women  than  men.  Weissman 
and  Klerman  (1977)  reviewed  research  evidence  and  concluded  that  artifacts 
(such  as  symptom  reporting  and/or  help-seeking  behavior)  and  biology  may  con- 
tribute some  but  cannot  explain  all  of  the  excess  depression  in  women.  This 
suggests  that  factors  related  to  the  different  learning  history  and  social 
roles  of  men  and  women  must  be  included  in  the  explanation  of  the  sex  differ- 
ence. This,  in  turn,  supports  the  view  that  such  factors  influence  depression. 

Research  has  found  more  depression  in  women  than  men,  with  certain  ex- 
ceptions. For  example,  men  and  women  are  equally  depressed  if  widowed  or 
never-married.  Married  men  who  are  unemployed  are  more  depressed  than  mar- 
ried unemployed  women  (Gove  and  Tudor  1973) . Women  working  at  professional 
or  managerial  level  jobs  have  very  low  levels  of  depression.  The  precipitat- 
ing factors  studies  (e.g.,  poverty,  stressful  life  events,  lack  of  social  sup- 
port) usually  relate  to  depression  in  a similar  direction  for  men  and  women, 
but  women  are  more  often  exposed  to  these  factors,  and  women  have  more  de- 
pression even  when  matched  with  men  on  these  factors.  These  research  results 
suggest  that  the  excess  depression  in  women  is  due  to  both  an  excess  in  sus- 
ceptibility and  an  excess  in  precipitating  factors  (including  a lack  of  some 
protective  factors,  such  as  social  support). 

Both  Black  and  White  women  are  more  likely  to  be  diagnosed  as  depressed 
than  their  male  counterparts.  However,  both  ranking  and  rates  of  diagnoses 
vary  widely  among  the  four  groups.  Males,  but  especially  Black  males,  have 
been  more  likely  than  their  female  counterparts  to  be  admitted  to  psychiatric 
inpatient  service;  females,  but  especially  Black  females,  are  more  likely  to 
be  admitted  to  outpatient  services.  Thus  programmatic  bias  towards  one  type 
of  service  may  have  a differential  impact  on  the  sexes. 

While  the  data  are  scanty,  they  are  suggestive.  The  interactional  ef- 
fects of  sex  and  racial  and  ethnic  identification  must  be  explored  in  research 
and  recognized  in  the  design  of  programs  devoted  to  mental  health  training 
and  service  delivery. 

Current  cognitive  and  learning  theories  of  depression  suggest  some  hypo- 
theses of  how  susceptibility  to  depression  may  develop.  Very  briefly,  there 
is  evidence  that  "helplessness"  (defined  as  lack  of  control  over  rewards  and 
punishments)  can,  under  certain  circumstances,  lead  to  "perceived  helplessness" 
(i.e.,  a generalized  belief  that  "nothing  I do  matters")  which  is  likely  to 
lead  to  depression,  especially  in  the  presence  of  stressful  life  problems 
and  absence  of  protective  resources  (Seligman  1974) . There  is  research  evi- 
dence that  there  is  a sex  difference  in  both  actual  and  perceived  helplessness. 
Women,  more  than  men,  are  seen  as  helpless,  needing  to  be  taken  care  of.  They 
are  more  often  treated  as  helpless;  their  actions  are  more  often  ignored, 
rather  than  given  natural  rewards  or  punishments.  Women  are  not  trained  as 


Note  that  there  may  be  more  than  one  kind  of  depression,  and  many  fac- 
tors may  contribute  to  their  occurrence.  The  present  discussion  includes 
only  unipolar  depression  (i.e.,  excludes  manic-depressive  psychosis)  and 
concentrates  on  the  social  and  learned  factors  in  its  occurrence. 
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Table  1.  Five  leading  diagnosis  for  admissions  to  outpatient 

clinics  by  race,  sex,  and  rates  per  100,000  population. 


May  1975. 
White  Males 


Adjust,  reaction  & behavior 


disorders  of  childhood 

(94.6) 

Adjustment  reaction-adult 

(81.4) 

Personality  disorders 

(73.0) 

Schizophrenia 

(64.6) 

Depressive  disorders 

(54.6) 

White  Female 

Depressive  disorders 

(112.0) 

Adjustment  reaction-adult (102 . 2) 

Neuroses 

(74.7) 

Personality  disorders 

(67.1) 

Schizophrenia 

(60.9) 

Source:  NIMH,  Division  of  Biometry 

unpublished  data. 


Black  Males 

Adjust,  reaction  & behavior 


disorders  of  childhood  (95.2) 
Schizophrenia  (87.2) 

Adjustment  reaction-adult  (65.5) 
Alcohol  disorders  (55.4) 

Drug  disorders  (54.0) 

Black  Female 

Schizophrenia  (145.2) 

Adjustment  reaction-adult  (133.3) 
Depressive  disorders  (128.6) 

Adjust,  reaction  & 

behavior  disorders  of 
childhood  (61.2) 

Neuroses  (58.2) 

and  Epidemiology  - 
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well  as  men  are  that  they  can  solve  problems  and  get  what  they  want  by  their 
own  actions.  There  is  evidence  that  women  believe  they  are  more  helpless 
than  do  men,  over  a wide  range  of  situations.  In  other  words,  one  partic- 
ular aspect  of  the  "feminine"  stereotype  (namely,  helplessness,  the  lack  of 
ability  to  get  rewards  and  avoid  punishments  by  your  own  actions)  may  be  a 
factor  in  women’s  excess  susceptibility  to  depression.  The  kinds  of  unequal 
treatment  women  receive  in  everyday  life  expose  them  to  more  helplessness 
and  also  to  more  of  the  precipitating  factors  for  depression  (e.g.,  fewer 
rewards  for  work,  both  at  home  and  in  outside  jobs;  more  poverty;  more  respon- 
sibility for  children  ) (Broverman,  Broverman  and  Clarkson  1970). 

It  is  generally  assumed  that  stereotypes  and  discrimination  are  bad,  and 
that  everyone  should  be  treated  as  an  individual.  This  is  an  ethical  issue. 
The  aforementioned  analysis  suggests  that  sex  role  stereotypes  and  sex  dis- 
crimination may  also  contribute  to  the  excess  depression  in  women.  This  is 
an  issue  of  public  health.  The  evidence  should  be  evaluated,  its  implications 
translated  to  action  programs  which  should  be  tested  and  then  applied  more 
widely. 

In  general,  we  need  to  know  how  susceptibility  to  depression  develops; 
how  to  measure  susceptibility  (as  opposed  to  depression  itself,  which  can  be 
measured  reasonably  well);  how  to  change  the  susceptibility;  and  how  to  pre- 
vent its  development  in  the  first  place.  Regarding  precipitating  and  protec- 
tive factors,  we  need  to  identify  them  more  clearly,  discover  how  they  inter- 
act with  susceptibility,  and  discover  how  to  change  or  prevent  them. 


DRUG  AND  ALCOHOL  ABUSE 

Of  the  more  than  229  million  prescriptions  for  psychoactive  drugs  issued 
in  1975,  80  percent  of  amphetamines,  67  percent  of  tranquilizers,  and  60  per- 
cent of  barbiturates/sedatives  were  prescribed  for  women.  It  is  not  surpris- 
ing then  that  an  estimated  2 million  women  have  primary  drug  dependencies  other 
than  alcohol  or  opiate  drug  dependencies,  that  is,  drug  dependencies  on  pre- 
scription drugs.  More  than  half  of  all  women  convicted  in  any  year  have  prob- 
lems with  drug  usage.  Ninety  percent  of  emergency  room  episodes  involving 
women  are  related  to  prescription  drugs.  Twice  as  many  women  as  men  use  the 
two  most  popular  minor  tranquilizers.  Valium  and  Librium.  Fifty  percent  more 
women  than  men  report  having  used  barbiturates  for  medical  purposes.  Ninety 
percent  of  the  professionals  who  prescribe  psychoactive  drugs  are  male,  and 
only  6 percent  are  psychiatrists  (Nellis  1977) . 

There  seems  to  be  a growing  acceptance  of  the  use  of  psychoactive  drugs. 

In  1975,  54  percent  of  women  questioned  thought  it  better  to  take  drugs  than 
to  go  through  a day  tense  and  nervous  and  48  percent  thought  it  better  to 
use  drugs  than  to  spend  a sleepless  night  (Fidell  1977).  This  growing  accept- 
ance may  reflect  a trend  toward  mystification  of  the  action  of  the  drugs 
(Lennard  et  al . 1975)  in  which  the  indicators  for  them  are  steadily  increas- 
ing in  number  and  becoming  less  well  defined. 

Opinions  differ  as  to  whether  or  not  this  rate  of  use  is  desirable.  Some 
have  argued  that  the  minor  tranquilizers  (e.g..  Valium,  Librium,  Miltown)  which 
are  currently  the  world’s  most  commonly  prescribed  drugs,  are  harmless  and  are. 
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if  anything,  underutilized  (Balter  1974).  Other  researchers  have  questioned 
the  safety  and  effectiveness  of  the  minor  tranquilizers  and  other  psychoactive 
drugs  on  both  physiological  and  psychological  grounds,  raising  questions  such 
as  the  following: 

1.  Are  the  drugs  being  prescribed  to  those  with  genuine  mental  health 
problems  or  might  not  a prescription  result  from  a failure  of  communi- 
cation (based  on  sex  stereotypes)  between  female  patient  and  male  physician? 

2.  Do  the  drugs  facilitate  solution  of  the  emotional/situational  prob- 
lems for  which  they  are  taken  or  might  not  they  promote  adjustment  to,  rather 
than  resolution  of,  underlying  problems? 

3.  Will  misuse  or  abuse  of  the  drugs  be  recognized  by  patients  and/or 
close  associates  when  they  are  obtained  from  legitimate  sources  (e.g.,  from 
one  or  more  pjysicians)? 

Tentative  answers  to  these  questions  and  a partial  understanding  of  the  ways 
in  which  sex  stereotypes  may  influence  the  process  that  results  in  a prescrip- 
tion for  psychoactive  medication  may  be  obtained  by  reviewing  patient  vari- 
ables, physician  expectations,  and  the  patient/physician  interaction. 

The  1975  and  1976  panel  study  (Fidell  1977)  of  health,  attitudinal,  demo- 
graphic, and  personality  variables  associated  with  psychoactive  drug  usage  in 
women  confirmed  the  expectation  that  women  who  report  greater  numbers  of  mental 
and  physical  health  symptoms  tend  to  be  the  users  of  psychoactive  medication. 
Use  of  drugs  in  these  categories  was  associated  with  the  constellation  of 
health  variables  and  not  with  demographic,  attitudinal,  or  personality  vari- 
ables. However,  although  the  results  indicate  that  the  psychoactive  drugs 
are  being  used  by  women  in  a medical  framework,  they  failed  to  reveal  ex- 
pected consistencies  between  symptoms  reported  and  categories  of  drugs  used. 
Failure  to  find  consistency  between  kinds  of  symptoms  and  categories  of  drugs 
raises  serious  questions  about  the  reliability  and  validity  of  prescribing 
and  utilization  of  these  drugs  within  the  medical  framework. 

The  rate  of  use  of  psychoactive  drugs  by  women  also  raises  questions 
concerning  the  dangers  of  taking  certain  kinds  of  mental  health  problems  to 
physicians.  Physicians  report  that  psychological,  economic,  social,  and 
political  problems  are  frequently  at  the  root  of  symptoms  reported  by  patients. 
However,  although  the  problems  may  be  essentially  social,  physicians  are 
trained  to  dispense  medicine . A psychoactive  drug  is  a likely  drug  to  pre- 
scribe to  the  patient  with  a complex  social  problem  confronting  a busy  physi- 
cian. Increased  availability  of  mental  health  facilities,  and  of  trained 
professionals  who  have  treatment  other  than  medication  to  dispense  to  those 
in  social  distress  might  reduce  much  of  the  utilization  of  psychoactive  drugs, 
particularly  among  women. 
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RECOMMENDATIONS  TO  THE  COMMISSION 


I.  ISSUE:  DELIVERY  OF  MENTAL  HEALTH  SERVICES  TO  WOMEN 

The  pervasive  cultural  biases  which  denigrate  women  are  the  same  biases 
found  in  the  training  of  mental  health  professionals,  the  organization  and 
delivery  of  mental  health  services,  and  in  research.  Clinical  theories  of 
personality  specify  woman’s  innate  nature  as  passive,  dependent,  emotional, 
and  childlike,  and  psychological  treatment  is  often  focused  on  reduction  of 
her  complaints  about  the  quality  of  her  life  and  adjustment  to  the  existing 
order.  The  health  work  force  is  marked  by  a high  degree  of  sex  segregation 
and  stratification,  with  men  as  administrators,  teachers,  policymakers,  re- 
searchers, and  clinicians  in  academic  institutions,  mental  hospitals,  commu- 
nity mental  health  centers,  and  the  private  sector  (Spurlock  1977;  Benedek 
1977;  Ehrenreich  1975;  Navarro  1975).  Although  there  has  been  an  explosion 
of  new  information  about  women  in  the  last  decade,  very  little  of  this  has 
been  incorporated  into  training  programs  for  mental  health  professionals 
(Benedek  1977). 

Most  mental  health  professionals  are  men  and  most  patients  are  women. 

The  psychotherapy  model  is  that  of  a male  in  authority  and  a woman  in  need, 
a dyad  which  reinforces  the  lack  of  power  women  have  always  had  with  men, 
be  they  fathers,  husbands,  employers,  or  health  professionals  (Hare-Mustin 
1977;  Chesler  1972).  Sex  biases  in  the  therapeutic  process  have  been  well 
documented  (American  Psychological  Association  1975) . Adjustment  to  tradi- 
tional roles  is  stressed,  and  anger  in  women  is  viewed  as  inappropriate  and 
a sign  of  pathology  rather  than  a consequence  of  a repressive  devalued  posi- 
tion. Therapists  often  use  inaccurate  and  demeaning  labels  so  that  he  is 
assertive  while  she  is  "castrating."  Therapists  are  inattentive  and  disbe- 
lieving of  real  and  external  sources  of  anguish  for  women  so  that  the  history 
of  incest  or  rape  is  interpreted  as  a fantasied  wish  but  not  a reality. 
Finally,  there  is  the  sexual  abuse  of  women  patients,  some  studies  indicat- 
ing that  as  many  as  10  percent  of  male  psychiatrists  and  psychologists  in 
practice  report  sexual  contact  with  women  patients  (Holroyd  and  Brodsky  1977; 
Kardiner  et  al.  1973). 

We  do  not  suggest  that  clinicians  alone  pose  these  dilemmas  for  women, 
but  that  clinicians’  attitudes  reflect  the  prevailing  social  attitudes.  By 
accepting  the  cultural  sex-role  stereotypes,  clinicians  perpetuate  them  under 
the  guise  of  being  "expert"  (Davidson  1977;  Hare-Mustin  1977). 

One  approach  to  resolving  the  sexist  bias  that  characterized  the  mental 
health  professions  is  to  build  into  the  core  curricula  in  professional  train- 
ing institutions  content  that  reflects  contemporary  views  on  the  psychology 
of  women  (Benedek  1977;  Davidson  1977).  Stereotypes  and  sexual  bias  are 
learned  phenomena  and,  as  such,  modification  of  these  attitudes  can  be  accom- 
plished through  well-planned  and  well-administered  basic  training  and  continu- 
ing education  programs  which  focus  on  the  unique  problems  of  women  and  sensi- 
tize mental  health  personnel  to  these  needs.  The  anticipated  outcome  would 
be  more  accurate  diagnosis  of  women  patients  and  appropriate  treatment  being 
rendered . 
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It  is  important  to  note  theoretical  knowledge  on  mental  health  care 
underlines  both  relative  theory  treatment  and  health  care  delivery.  Conven- 
tional stereotypic  beliefs  have  biased  treatment  goals.  All  therapists  rec- 
ognize that  their  own  values  affect  their  treatment  process.  The  unfortunate 
fact  that  mental  health  professionals  expect  women  to  be  more  passive  and 
dependent  than  men  while  at  the  same  time  acknowledging  that  these  psycholog- 
ical traits  are  not  ideal  for  anyone’s  health,  has  been  well  documented 
(Benedek  1977).  Women  in  therapy  comment  uniformly  that  their  therapists: 

(1)  foster  traditional  sex  roles,  (2)  have  biases  and  expectations  and  de- 
valuations of  women,  (3)  use  traditional  psychoanalytic  concepts  in  a sexist 
way,  and  (4)  respond  to  women  as  sex  objects. 

These  biases  obviously  lead  to  therapy  which  is  not  directed  for  the 
needs  of  the  patient  but  is  rather  stereotypic  based  on  the  therapist’s  idea 
of  what  a women  should  be,  not  on  a theory  which  stresses  self-actualization 
and  mental  health.  However,  of  even  more  import,  is  the  fact  that  special 
problems  facing  women  receive  little  or  no  attention  in  treatment.  Some  out- 
standing examples  are  issues  surrounding  rape,  spouse  abuse,  lesbianism,  di- 
vorce, and  female  sexuality.  These  are  distinct  clinical  entities,  not  found 
in  diagnostic  and  statistical  manuals  which  necessitate  special  sensitive 
handling  on  the  part  of  a treating  clinician  and  mental  health  professional. 

Today’s  trainee  is  tomorrow’s  practitioner.  Professional  education  must 
incorporate  basic  clinical  research  findings  reviewed  above.  To  assure  im- 
plementation, the  following  recommendations  are  proposed: 

1.  Funds  for  mental  health  personnel  training  in  fiscal 
year  1979  and  thereafter  should  be  awarded  only  to 
programs  that  demonstrate  a strong  affirmative  action 
commitment  and  a sensitivity  to  the  importance  of 
women’s  concerns  in  the  training  curriculum.  Further, 
training  funds  should  be  awarded  only  to  programs  that 
demonstrate  a commitment  to  nonsexist  education. 

Further,  training  funds  for  all  programs  devoted  to 
training  new  or  established  mental  health  professionals 
in  the  psychology  of  women  should  receive  high  priority 
for  funding  by  NIMH.  A proportion  of  such  funds  should 
be  devoted  to  the  examination  and  development  of  appro- 
priate nonsexist  training  curricula  for  these  programs. 

2.  The  Department  of  Health,  Education,  and  Welfare  to  give 
funding  priority  to  (a)  training  professionals  and 
others  in  community  programs  designed  to  serve  women’s 
needs,  (b)  training  State  and  county  hospital,  prison 
and  court  staff,  and  other  relevant  system  providers 
for  work  in  community  services  directed  toward  women 
clients  and  (c)  training  for  health  care  practitioners 
which  will  sensitize  them  to  the  needs  of  women. 

Such  training  programs  should  include  components  (1)  devoted  to  new  per- 
spectives on  the  new  psychology  of  women  as  described  in  the  subpanel’s  work- 
ing papers,  and  (2)  eliminating  the  sex  bias  of  the  practitioner  that  results 
in  appropriate  diagnosis  and  treatment  of  women.  The  subpanel  does  not  believe 
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that  such  training  should  be  limited  to  primary  health  care  practitioners, 
however.  Other  kinds  of  physicians  (especially  obstetrician-gynecologists), 
nurses,  social  workers,  and  other  relevant  health  professionals  should  also 
be  included  in  the  target  population  for  these  programs. 

Women  who  have  severe  mental  disorders  and  a variety  of  other  incapaci- 
tating circumstances  which  require  either  long-term  treatment  and  care  or 
crisis-oriented  community  support  represent  a group  in  need  of  careful  atten- 
tion by  planners  and  providers  of  mental  health  services.  Deinstitutionali- 
zation, which  has  been  intended  as  an  alternative  to  treatment  provided  in 
large,  understaffed  public  mental  hospitals  and  permitting  care  to  be  pro- 
vided in  the  community  has  fallen  short  of  its  goal.  The  problems  that  have 
been  encountered  by  persons  affected  by  this  concept  of  service  delivery  are 
myriad.  Significant  among  these  problems  is  the  inadequacy  of  aftercare 
which  may  have  contributed  to  their  hospitalization.  Problems  may  and 
have  been  aggravated  when  these  persons  are  returned  to  the  community  with- 
out the  supportive  services  they  need  and  experience  the  stigma  associated 
with  hospitalization  or  incarceration  in  penal  institutions.  Adding  these 
circumstances  to  the  problems  women  experience  already  in  our  society  creates 
a situation  of  grave  stress. 

Many  women’s  problems  stem  from  chronic  unemployment,  lack  of  opportunity 
to  acquire  marketable  job  skills,  and  concentration  in  occupations  that  are 
low  status  and  thus  low  paying.  Since  women  frequently  lack  the  economic 
resources  to  achieve  independent  existence,  it  is  essential  to  provide  commu- 
nity supports  for  women  who  are  mentally  handicapped,  battered,  former  of- 
fenders, and  teenage  runaways  who  are  unable  to  meet  their  needs  for  adequate 
and  affordable  housing.  Accordingly,  the  subpanel  recommends: 

3.  The  Department  of  Housing  and  Urban  Development  (a)  en- 
courage States  and  localities  to  allocate  additional 
Section  106  funds  to  develop  supportive  facilities  for 
displaced  homemakers,  battered  women,  teenage  runaways, 
and  women  offenders,  and  (b)  make  additional  Section  8 
rental  funds  available  to  such  women  living  in  group 
homes.  These  should  include  provision  to  insure  appro- 
priate consultation  with  consumers  in  the  distribution 
of  such  funds. 

The  President’s  Commission  on  Mental  Health  in  its  Preliminary  Report  rec- 
ommended that  an  interagency  group  be  created  within  the  Federal  Government 
to  coordinate  policies  and  programs  affecting  development  of  community-based 
care  for  the  mentally  disabled.  The  Subpanel  on  the  Mental  Health  of  Women 
supports  the  basic  concept  of  this  group;  however,  the  subpanel  recommends: 

4.  Inclusion  of  advocates  who  are  experts  on  women’s  mental 
health  needs  in  any  interagency  group  within  the  Federal 
Government  that  is  established  by  the  President  to  coor- 
dinate policies  and  programs  affecting  the  development 
of  community-based  care  for  the  mentally  disabled.  In 
addition,  adequate  female  representation  is  to  be  con- 
sidered mandatory  for  such  a group. 
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The  effects  of  a policy  of  deinstitutionalization  on  women — both  as 
patients  and  as  the  persons  most  likely  to  have  responsibility  for  the  care 
of  deinstitutionalized  individuals  raises  important  issues  which  are  in  need 
of  ongoing  assessment.  Therefore,  the  subpanel  recommends: 

5.  The  Department  of  HEW  and  Justice  give  priority  to  the 
evaluation  of  deinstitutionalization  in  terms  of  its 
effects  on  the  family  as  well  as  the  patient,  and  in 
particular,  in  terms  of  the  impact  this  policy  has  on 
women . 

The  subpanel  believes  that  Federal  and  State  agencies  dealing  with 
institutionalized  adult  females  should  coordinate  their  efforts.  For  example, 
women  in  prisons  and  mental  institutions  are  not  provided  with  adequate  oppor- 
tunity for  vocational  counseling  and  job  training  that  will  enable  them  to 
return  to  the  community. 

The  subpanel  recommends  that: 

6.  The  Department  of  HEW  coordinate  with  the  Department  of 
Labor  and  the  Department  of  Justice  to  develop  programs 
for  institutionalized  women  that  will  give  priority  to 
the  development  of  alternative  programs  to  foster  inte- 
gration back  into  the  community. 

Minority  women  as  providers  as  well  as  consumers  of  mental  health  serv- 
ice also  represent  a group  who  are  in  jeopardy.  Minority  women,  including 
Blacks,  Hispanic  Americans,  American  Indians,  and  Asian/Pacific  Americans, 
have  historically  and  continue  at  present  to  suffer  the  double  discrimination 
of  being  women  and  members  of  minority  groups  (Age  Discrimination  Study,  U.S. 
Civil  Rights  Commission  1978) . Racism  and  sexism  have  operated  as  signifi- 
cant barriers  to  their  participation  in  the  mental  health  service  delivery 
system  as  providers.  Opportunities  which  could  open  the  doors  to  higher  edu- 
cation and  training  in  mental  health  professions  have  been  closed  but  to  a 
small  segment  of  minority  women. 

For  minority  women  of  all  ages,  and  particularly  elderly  minority  women, 
racism  and  sexism  have  contributed  to  their  being  high-risk  groups  for  mental 
disorders.  Low  socioeconomic  status  puts  people  at  higher  risk  for  almost 
everything  undesirable:  physical  and  mental  illnesses,  shorted  lifespans, 

incarcerations,  victims  of  crimes,  etc.  Unless  drastic  social  and  economic 
changes  occur  in  the  near  future,  minority  women  are  very  likely  to  need  ex- 
panded and  specialized  social  supports.  One  step  toward  insuring  that  the 
mental  health  system  is  responsive  to  needs  of  minority  women  would  be  to  in- 
crease the  number  of  minority  women  trained  in  mental  health  professions.  In 
making  the  following  recommendation,  the  subpanel  wishes  to  underscore  the  im- 
portance of  continuing  sensitivity  to  cultural  differences  in  the  American  popu- 
lation for  the  provision  of  appropriate  mental  health  care  for  all  members  of 
racial/ethnic  groups  and  underscore  particularly  the  importance  of  sensitivity 
to  the  needs  to  the  minority  women  in  the  process.  Therefore,  the  subpanel 
recommends : 

7.  The  Department  of  Health,  Education,  and  Welfare  give 
further  priority  to  training  (a)  minority  mental  health 
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personnel,  (b)  minority  researchers,  and  (c)  persons 
serving  bicultural  and  bilingual  groups,  with  all 
such  programs  to  contain  a component  that  will  specif- 
ically address  needs  of  minority  women. 

As  noted  earlier  in  this  report,  women  comprise  the  bulk  of  the  labor 
force  in  the  health  industry  in  this  country.  For  all  of  the  reasons  also 
outlined  earlier,  women  involved  in  the  health  industry  are  also  confronted 
with  the  problem  of  lack  of  power.  Few  women  are  in  positions  where  policy 
is  either  made  or  implemented.  The  situation  of  women  has  been  akin  to  that 
of  minority  groups  in  this  regard.  Representatives  having  expertise  in  the 
special  mental  health  needs  of  underrepresented  and  disadvantaged  populations 
should  be  included  in  all  major  planning  groups  at  the  national  level,  and 
State  and  local  levels.  To  give  a stronger  voice  to  mental  health  issues 
of  women  in  the  development  of  national  health  planning,  and  to  serve  as  a 
model  for  State  and  local  planning  groups  the  subpanel  recommends: 

8.  The  National  Council  on  Health  Planning  and  Development 
be  required  to  include  at  least  two  representatives 
from  the  mental  health  field,  one  of  whom  shall  have 
expertise  in  the  special  mental  health  needs  of  women, 
and  that  women  should  be  represented  in  proportion  to 
their  numbers  in  the  population. 

The  financing  of  mental  health  services  provides  a mechanism  for  insti- 
tutioned  discrimination  against  women  in  the  mental  health  service  delivery 
systems,  both  as  providers  and  as  consumers.  The  finding  of  the  Commission 
on  Observance  of  International  Women’s  Year  (IWY)  (1976)  shows  that  discrim- 
ination against  women  pervades  the  insurance  industry.  Women  are  not  able 
to  buy  some  kinds  of  insurance.  Coverage  and  benefits  available  to  men  are 
frequently  not  available  to  women.  Rules,  too,  often  discriminate  against 
women . 

The  IWY  Commission  also  points  out: 

The  elderly  woman’s  problems  of  health  are  complicated  by  her 
problem  of  low  income.  Many  of  these  women  are  not  utilizing 
the  full  range  of  needed  health  services  because  they  cannot 
afford  to,  even  when  the  government  pays  a share.  Genteel  or 
not-so-genteel  poverty  forces  them  to  wait  until  they  can  no 
longer  ignore  necessary  inpatient  hospital  care. 

The  premiums  for  health  care  for  the  elderly,  particularly  for  women  of 
ethnic  and  racial  minorities  with  disproportionately  low  incomes,  is  a partic- 
ular issue  to  be  addressed.  As  a first  step  toward  achieving  parity  for  women 
in  the  provision  of  mechanisms  for  financing  health  and  mental  health  services 
the  subpanel  recommends: 

9.  The  Secretary  of  Health,  Education,  and  Welfare  promptly 
undertake  an  analysis  of  the  impact  on  women  of  State 
legislation  which  mandates  private  health  insurance  under- 
writers to  include  adequate  mental  health  coverage  in  their 
benefit  packages. 
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The  inclusion  of  mental  health  benefits  in  National  Health  Insurance 
must  be  supported.  There  is  concern,  however,  about  the  administration  of 
such  mental  health  benefits.  Mechanisms  which  direct  reimbursement  through 
specified  primary  care  providers  will  have  a discriminatory  impact  on  female 
providers  who  are  more  likely  to  be  found  in  the  nonspecified  mental  health 
professions . 

Background  data  for  National  insurance  legislation  seem  to  indicate 
certain  proposals  for  cost  containment  which  may  encourage  the  development 
of  comprehensive  health  centers,  will  take  precedence  over  providing  the  most 
necessary  and  appropriate  mental  health  services  to  clients.  Pressure  towards 
comprehensive  health  centers  where  nonmental  health  professionals  would  be 
most  likely  to  have  decisionmaking  authority  could  mean  that  mental  health 
services  will  not  receive  their  proper  priority  in  the  system.  Women’s 
special  mental  health  needs  may  thus  be  neglected  altogether.  When  compre- 
hensive health  centers  are  indicated  by  both  cost-containment  and  cost 
therapeutic-effectiveness  measures  then  such  centers  must  include  a diversity 
of  community-based  mental  health  services  for  women  with  special  needs.  There- 
fore, we  recommend  that: 

10.  The  Secretary  of  Health,  Education  and  Welfare  (a)  promptly 
incorporate  an  analysis  of  the  impact  on  women  of  all 
national  health  insurance  (NHI)  program  proposals  which 
include  mental  health  benefits;  (b)  evaluate  all  NHI  models 
in  comparison  with  alternative  models,  such  as  national 
health  services  proposals;  (c)  promote  the  concept  of  con- 
sumer "freedom  of  choice"  of  medical  and  nonmedical  mental 
health  professionals;  and  (d)  encourage  States  to  adopt  the 
broad  principles  as  embodied  in  the  current  "Freedom  of 
Choice"  concept. 

There  are  major  shortcomings  in  existing  financing  and  reimbursement 
mechanisms  such  as  Medicare  and  Medicaid.  Program  bias  toward  inpatient  care 
has  a detrimental  impact  on  all  clients,  but  particularly  women  clients, 
since  they  are  more  likely  than  men  as  a group  to  seek  outpatient  care. 

The  most  urgent  deficiency  that  needs  to  be  remedied  with  respect  to 
Medicaid,  however,  is  the  current  restrictions  on  Federal  funding  for  abor- 
tion services.  Two  major  government  agencies  have  developed  persuasive  re- 
ports that  argue  against  restrictions  to  legal  abortion.  The  U.S.  Commission 
on  Civil  Rights  in  its  1975  publication  "Constitutional  Aspects  of  the  Right 
to  Limit  Childbearing"  recommends  that  Congress  remove  the  restrictions  that 
existed  at  that  time.  The  National  Academy  of  Sciences  Institute  of  Medicine 
in  the  1975  report  "Legalized  Abortion  and  the  Public  Health"  concludes  that 
legal  abortion  leads  to  fewer  physical  and  emotional  complications  than  re- 
strictive legislation.  Such  complications  are  even  greater  for  poor  women. 
Given  the  cost  containment  policy  of  the  Federal  Government  and  the  inadequacy 
of  funds  to  meet  the  needs  of  the  children  that  currently  exist,  the  failure 
to  provide  accessible  abortion  services  to  all  poor  women  who  choose  to  seek 
them  is  difficult  to  justify  on  economic,  social,  psychological,  ethical,  or 
moral  grounds. 
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Therefore,  the  subpanel  on  the  Mental  Health  of  Women  recommends: 

11.  Given  the  mental  health  implications  of  abortion,  that 
all  restrictions  on  Federal  funding  for  abortion  serv- 
ices be  eliminated. 

The  Preliminary  Report  of  the  President’s  Commission  on  Mental  Health 
(September  1977)  indicates  some  Medicaid  requirements  for  Intermediate  Care 
Facilities  are  irrelevant  or  excessive.  Attention  must  be  given  to  the  spe- 
cial services  needed  by  women  clients.  Battered  women,  ex-offenders,  dis- 
placed homemakers,  and  many  older  women  are  in  special  need  of  facilities 
that  will  provide  them  with  needed  community-based  support.  Therefore,  the 
subpanel  recommends: 

12.  The  Secretary  of  Health,  Education,  and  Welfare  establish 
in  Medicaid  a class  of  Intermediate  Care  Facilities  that 
specifically  recognizes  the  conditions  and  needs  of  women 
clients  such  as  battered  women,  ex-offenders,  displaced 
homemakers,  and  the  aged. 

The  importance  of  the  domestic  violence  issue  for  women  was  confirmed 
at  the  IWY  Conference  (1977)  in  which  domestic  violence  legislation  was  tar- 
geted as  one  of  the  26  most  important  issues  for  women  in  America  today. 

The  family  is  the  most  frequent  single  focus  for  all  kinds  of  violence, 
including  homocide.  Many  women  who  are  in  State  mental  hospitals  or  seeking 
psychotherapy  are  victims  of  domestic  violence;  they  have  been  battered  as 
children  or  battered  as  wives.  However,  the  larger  number  of  women  receive 
no  services — the  alternatives  open  to  them  are  commitment,  suicide,  or 
homocide. 

Wife  beating  is  not  a simple  individual  pathology.  It  has  its  roots 
in  the  very  structure  of  society  and  the  family.  For  example,  the  authority 
for  a man  to  beat  his  wife  is  just  now  being  extricated  from  the  legal  system. 

It  is  imperative  that  domestic  violence  be  viewed  as  a mental  health 
issue  and  that  intervention  be  considered  as  an  urgently  needed  service. 
Legislation  that  will  insure  support  for  mental  health  service  delivery  coupled 
with  evaluation  of  service  effectiveness  should  be  a priority  concern.  There- 
fore, the  subpanel  recommends  that: 

13.  (a)  Legislation  concerned  with  domestic  violence  re- 
ceive priority  attention  and  (b)  such  legislation 
emphasize  service  delivery. 

In  the  case  of  the  abused  woman,  whose  life  is  threatened  by  a violent 
man,  the  geographic  accessability  of  a shelter  network  is  of  particular  im- 
portance as  she  is  often  forced  to  flee  one  city  after  another.  The  subpanel 
recommends  that: 

14.  A network  of  shelters  for  women  be  established  through- 
out the  country. 
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There  is  one  sector  of  our  national  population  whose  needs  are  con- 
sistently bypassed  and  seldom  addressed  by  community  and  government  planners 
and  policymakers.  This  is  the  homeless  women — destitute,  battered,  or  both. 
The  homeless  woman  has  no  address,  is  not  counted  in  our  national  census, 
and  remains  generally  nonexistent  in  the  minds  of  most  people.  She  supports 
her  anon3nnity,  remaining  invisible,  by  sleeping  in  doorways,  empty  buildings, 
and  in  bus  and  train  stations. 

Yet,  every  metropolitan  community  has  large  numbers  of  homeless  women 
walking  the  city  streets  and  begging  or  searching  garbage  cans  for  food.  A 
survey  undertaken  in  1970  indicated  the  existence  of  5,000  homeless-destitute 
women  in  Washington,  D.C.  alone  (Maz  1970).  Traditionally,  her  counterpart, 
the  male  derelict,  has  had  the  assistance  of  religious  organizations  which 
have  established  shelters  and  missions  throughout  the  country.  Although 
women  of  all  ages  constitute  an  increasing  proportion  of  the  national  dere- 
lict population,  there  are  few  places  where  a homeless  woman  can  find  help. 
Battered,  elderly,  mentally  ill,  and  pregnant,  she  has  nowhere  to  turn. 

Recognizing  the  severe  limitation  of  services,  the  House  of  Ruth  opened 
in  January  1975  in  Washington,  D.C.,  to  provide  emergency,  immediate  care, 
and  longer  term  assistance  to  homeless-destitute  and  battered  women.  It 
is  important  to  point  out  that  the  House  of  Ruth  is  a community  initiated 
and  supported  project.  Without  regular  funding,  it  survives  through  the 
generosity  of  community  members  concerned  about  others.  Its  operation  is 
unique  in  the  country.  In  its  brief  2-year  history  in  the  District  of  Colum- 
bia, the  House  has  sheltered  over  2,500  women,  ranging  in  age  from  18  to  92 
years . 

In  these  2 years,  more  than  60  percent  of  the  women  have  reestablished 
themselves  in  the  community  through  the  House’s  employment,  training,  and 
housing  referral  services.  They  are  no  longer  homeless  or  destitute.  Based 
on  the  experience  of  the  House  of  Ruth  the  subpanel  recommends  the  following: 

15.  Emergency  shelters  offering  protective  care,  medical, 
legal  and  social  services  for  women  should  be  estab- 
lished in  every  metropolitan  area. 

16.  A broad,  national  campaign  be  undertaken  to  educate  the 
public  of  the  existence  of  destitute  and  battered  women. 

It  should  be  highlighted  that  community  members,  includ- 
ing social,  business,  and  religious  representatives,  are 
capable  of  initiating  shelter  services  on  their  own. 

The  experience  of  the  House  of  Ruth  has  demonstrated  that  a workable,  in- 
novative service  can  be  initiated  without  local.  State,  or  Federal  Government 
funding.  Many  of  these  shelter  programs  have  provided  invaluable  social  serv- 
ices within  their  community  where  more  conventional  distributors  of  services 
have  failed  to  answer  women’s  special  needs.  To  insure  continuity  and  mainte- 
nance of  high-quality  service  these  shelter  programs  should  be  considered  as 
intermediate  care  facilities  to  be  funded  under  Medicaid  or  Medicare  and  also 
eligible  as  a Title  XX  program  under  the  Social  Security  Act.  It  is  therefore 
recommended  that: 
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17.  Available  government  funding  be  directed  toward  commu- 
nity-initiated programs  demonstrating  expertise  in  the 
delivery  of  services  for  the  special  needs  of  women 
(including  battered,  runaway,  ex-offender,  and  desti- 
tute women) . 

. In  addition  to  issues  involving  the  kind  of  personnel,  financing,  and 
special  categories  of  care,  the  kind  of  models  for  treatment  available  to 
women  must  be  considered  in  designing  appropriate  services  for  women.  The 
feminist  movement  has  placed  particular  attention  on  the  psychological  op- 
pression of  women  resulting  from  the  socialization  women  have  undergone  and 
the  sociopolitical  status  assigned  to  them  (Chesler  1972).  Psychology  and 
psychotherapy  have  increasingly  been  under  criticism  as  being  dominated  by 
males  and  as  adhering  to  standards  of  mental  health  determined  by  males 
(Thomas  1977;  Broverman  1970).  In  response  to  these  criticisms,  the  mental 
health  professions  began  to  develop,  in  the  early  1970’ s,  models  for  working 
with  women  in  therapy  and  a new  psychology  of  women.  Parallel  to  this  ini- 
tiative, alternatives  to  therapy  began  to  be  advanced  by  women  based  on  suc- 
cess experienced  by  women  in  consciousness  raising  groups  and  self-help 
counseling.  The  outgrowth  of  the  combination  of  these  efforts  has  been  the 
theory  and  practice  of  feminist  therapy. 

Feminist  therapy  has  been  defined  as  "counseling  which  affirms  women’s 
liberation  and  proceeds  without  power  differentials  between  counselor  and 
counseled"  (Silveria  1972).  The  major  difference  between  feminist  therapists 
and  other  therapists  centers  on  the  depth  and  degree  of  their  commitment  to 
equality  between  the  sexes,  freedom  from  sex  role  stereotypes,  and  a person’s 
right  to  self-actualization.  The  feminist  therapy  model  offers  an  opportu- 
nity to  remove  a major  barrier  to  help  for  women.  The  mental  health  service 
system  has  to  a large  extent  resisted  the  inclusion  of  this  kind  of  service 
among  the  array  of  models  currently  being  used  to  provide  assistance.  Access 
to  services  by  feminist  therapists  has  been  largely  through  the  natural  sys- 
tem of  service  delivery  within  the  feminist  movement.  The  feminist  therapy 
model  seems  to  hold  promise  in  the  treatment  of  women  and  should  be  considered 
as  a legitimate  reimbursable  service  option. 


II.  ISSUE:  RESEARCH  ON  MENTAL  HEALTH  OF  WOMEN 

There  is  no  mark  on  the  wall  to  measure  the  precise 
height  of  women  ....  They  remain  even  at  this  moment 
almost  unclassified. 

Despite  the  years  that  have  elapsed  since  Virginia  Woolf  wrote  these 
lines,  current  scientific  knowledge  about  women  is  still  in  its  infancy. 

Prior  to  the  women’s  movement,  there  was  a general  lack  of  documentation  of 
the  lives  of  women  and  the  worlds  in  which  they  have  lived.  History  books 
wrote  of  politics,  power,  and  war,  but  except  for  an  occasional  queen  or  two, 
told  little  of  what  the  women  were  doing  while  the  men  were  fighting  wars  or 
reorganizing  governments.  Every  schoolchild  knows  about  Davy  Crockett  but 
was  there  a Mrs.  Crockett? 


S/POPS  329 


1059 


In  the  research  fields  concerned  with  human  behavior — psychology,  psy- 
ciatry,  sociology,  and  anthropology — inadequate  attention  also  has  been  paid 
to  women.  This  lack  of  concern  was  reflected  in  the  topics  chosen  for  re- 
search in  the  theories  developed  and  in  the  methods  by  which  research  has  been 
conducted.  Neglected  topics  are  legion.  A few  examples  will  suffice.  The 
sociology  of  occupations  has  studied  doctors,  lawyers,  and  other  professional 
groups,  but  only  in  the  past  few  years  have  studies  of  housewives  been  initi- 
ated, the  largest  if  one  of  the  least  prestigious  occupations  in  the  United 
States.  Studies  of  power,  political,  economic  and  social,  generally  have 
failed  to  include  women.  Psychological  studies  of  motivation  have  focused 
largely  on  educational  and  occupational  achievement,  arenas  of  life  tradi- 
tionally more  important  to  men  than  to  women.  On  the  other  hand,  certain 
aspects  of  men’s  lives  have  also  received  inadequate  research  attention. 
Research  on  contraceptive  methods  has  been  limited  almost  entirely  to  the 
female  reproductive  system.  Few  researchers  have  attempted  to  interfere  with 
male  hormone  functioning  for  purposes  of  controlling  conception. 

Many  existing  theories  of  human  behavior  have  been  based  on  assumptions, 
conceptual  frameworks,  and  research  findings  developed  by  men  and  using  men 
as  subjects.  Hoffman  (1974)  has  pointed  out  what  has  been  regarded  as  human 
behavior  is  really  only  masculine  behavior.  In  the  past,  some  studies  ignored 
women  entirely,  or  simply  assumed  that  behavior  examined  would  be  the  same 
regardless  of  sex.  Some  studies  gathered  data  on  both  sexes  but  failed  to 
examine  sex  differences.  Others  gathered  data  on  both  sexes,  but  reported  the 
data  only  on  men  because  the  data  on  females  did  not  support  the  hypotheses  or 
did  not  result  in  statistically  significant  differences.  When  sex  differences 
were  examined,  only  those  studies  that  found  differences  were  reported  in  the 
social  science  literature.  Thus  we  have  no  systematic  body  of  data  on  the 
many  areas  where  no  differences  between  men  and  women  have  been  found.  Other 
studies  failed  to  consider  the  sex  of  the  person  conducting  the  research  as 
a relevant  variable  even  though  it  is  common  knowledge  that  men  and  women 
behave  differently  in  the  presence  of  a person  of  the  opposite  sex.  As  new 
research  and  new  perspectives  on  research  are  emerging,  existing  theories  of 
human  behavior  need  examination  to  assess  whether  they  explain  the  behavior 
of  women  as  well  as  men. 

Until  recently  relatively  few  women  scientists  were  recipients  of  Federal 
grants  to  conduct  behavioral  research.  This  was,  and  is,  in  part  related  to 
practices  at  universities  and  research  institutions  which  discriminate  against 
the  training,  employment,  and  promotion  of  women.  Some  universities  require 
that  only  tenured  staff  may  submit  applications  for  Federal  support  of  re- 
search. Such  regulations  limit  the  number  of  women  who  can  even  apply  for 
grants.  Institutional  bias  also  affected  women  researchers  on  the  Federal 
level.  In  1970,  only  4 percent  of  NIMH  (National  Institute  of  Mental  Health) 
committee  members  that  review  grant  applications  were  women.  Following  the 
HEW  (Department  of  Health,  Education,  and  Welfare)  mandate  for  adequate  repre- 
sentation of  women,  this  percentage  increase  to  32  percent  by  1975.  Between 
the  years  1971  and  1976,  the  percentage  of  research  grants  awarded  to  women 
rose  from  9 percent  to  23  percent. 

For  many  years  the  major  aspect  of  women’s  lives  to  receive  the  atten- 
tion of  researchers  was  that  of  the  role  of  mother.  Much  of  that  research 
focused  on  the  inadequacies  of  women  as  mothers:  schizophrenogenic  mothers. 


S/POPS  330 


1060 


the  impact  on  the  child  caused  by  the  lack  of  maternal  stimulation,  the 
damage  done  to  children  if  mothers  worked,  etc.  The  increase  in  the  number 
of  women  researchers  together  with  the  impetus  of  the  women’s  movement  has 
led  to  an  awakening  of  interest  in  research  on  the  status  of  women,  the  in- 
creasingly varied  ways  in  which  contemporary  women  live  their  lives,  the 
roles  they  fill  in  this  and  other  societies  and  how  they  cope  with  the  prob- 
lems they  face.  It  has  also  led  to  the  examination  of  existing  theories  and 
research  methods  for  sex  bias. 

Though  we  do  not  know  very  much  about  what  women's  lives  were  like  in 
the. past,  we  do  know  that  they  are  not  now  what  they  were.  Access  to  reason- 
ably reliable  contraceptive  methods  has  reduced  the  birthrate  and  changed  the 
timing  of  births.  This  together  with  the  increased  longevity  means  that  most 
of  a woman’s  lifespan  is  free  from  the  historic  responsibility  of  raising 
children.  The  increased  divorce  rate  and  the  decline  in  the  marriage  rate 
means  that  many  women  are  leading  economically  self-sufficient  and  socially 
independent  lives,  though  many  exist  on  marginal  incomes.  The  ability  to 
plan  the  number  and  the  timing  of  births  has  also  allowed  women  to  become 
more  employable.  It  has  also  allowed  some  women  to  remain  single  without 
foregoing  sexual  gratification.  We  do  not  yet  understand  much  about  the  im- 
plications of  these  societal  changes,  but  everywhere  there  is  evidence,  as 
noted  earlier  in  this  report,  that  all  is  not  well  with  women  in  America. 


Knowledge  Development;  Basic  Research  Needs 

Crosscutting  all  areas  for  research  are  concern  with  the  life 
cycle  perspective,  concern  about  all  socioeconomic  groups  and  about  women  in 
all  ethnic  and  racial  groups.  All  women  are  not  alike,  nor  are  their  prob- 
lems alike.  The  life  experiences  of  women  growing  up  in  different  decades 
are  vastly  different.  Elder  (1974)  has  shown  that  children  raised  in  the 
depression  of  the  1930’ s show  lifetime  social,  economic,  and  behavioral  ef- 
fects. Black  women  experience  a reality  different  from  White  women  or  His- 
panic women.  The  lives  of  rich  women  are  unlike  those  of  the  poor  in  many 
respects.  Rural,  suburban,  and  inner-city  women  have  different  life  experi- 
ences, different  problems,  and  different  needs.  When  new  knowledge  is  sought 
it  must  attend  to  all  of  these  differences. 

It  is  necessary  also  to  study  normative  behavior,  not  just  problem  be- 
havior. Unless  we  understand  the  range  of  life  conditions  to  which  people 
can  and  do  adjust  we 
and  develop. 

Certain  periods 
the  onset  of  puberty 
as  well  as  the  aged. 

Research  on  the 
Black,  Asian,  Native 
ular  attention  needs 
of  women. 


will  not  know  the  parameters  within  which  people  grow 

of  women’s  lives  have  been  neglected  as  research  areas — 
and  early  adolescence,  young  adulthood,  women  in  midlife 

development  and  life  experiences  of  minority  women — 
American,  and  Hispanic — is  woefully  inadequate.  Partic- 
to  be  paid  to  successful  adaptation  among  these  groups 
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Sex  Role  Socialization 

The  need  to  study  the  processes  by  which  sex  differences  in  behavior 
come  about  is  pervasive  throughout  the  life  cycle.  From  the  moment  the  an- 
nouncement is  made  "it's  a boy"  or  "it's  a girl"  much  of  the  future  course 
of  life  is  already  circumscribed.  Not  only  are  biological  differences  im- 
mediately apparent,  but  every  child  is  born  into  a family  and  a society  that 
has  different  expectations  of  what  it  means  to  be  a man  or  a woman  and  almost 
immediately  begins  to  treat  the  new  infant  according  to  these  expectations. 

For  example,  behavioral  observations  of  neonates  show  that  mothers  do  more 
face-to-face  talking  with  girls  but  handle  and  stimulate  boys  more  frequently. 
These  differences  in  socialization  continue  throughout  infancy,  childhood, 
and  adult  life.  Further,  there  are  differences  between  cultures,  between 
ethnic,  racial,  and  economic  groups  within  our  society.  There  has  been  con- 
siderable research  in  the  last  decade  on  the  cultural  expectations,  the  be- 
haviors of  parents,  teachers,  and  peers  that  encourage  and  reinforce  the 
development  of  these  differences.  There  is  need  now  for  a critical  synthesis 
of  research  findings  across  fields.  Such  an  undertaking  should  attempt  to 
integrate  findings  from  anthropology,  sociology,  psychology,  and  education. 


Women  and  Achievement 

We  know  that  women's  motivation  to  achieve  is  different  from  men's 
although  until  recently  research  on  women's  achievement  motivation  was  scant. 
Parsons  et  al.  (1976)  found  that  there  was  an  inverse  relationship  between 
traditional  sex  role  values  and  the  aspiration  to  achieve  in  education,  in- 
come, and  work  plans.  Further  work  on  the  structural  supports  and  barriers 
to  girls'  and  women's  increased  achievement  motivation  is  needed. 

Room  for  Women?  Research  on  Occupational  Attainment.  Keller  has  pointed 
out  that  the  working  woman  has  been  one  of  the  best  kept  secrets  of  American 
life.  Little  research  has  been  done  on  the  occupations  that  women  tradition- 
ally are  assigned  (housewife,  secretary,  nurse)  as  well  as  the  attitudes  of 
the  society,  of  institutions,  and  of  employers  that  segregate  women  into 
these  occupations. 

Fortunately,  the  Department  of  Labor  keeps  current  data  by  sex  on  occu- 
pations and  earnings  in  the  United  States  so  we  know,  that  contrary  to  popular 
assumptions,  the  gap  between  the  incomes  of  men  and  women  is  widening  each 
year.  Since  no  single  social  factor  is  more  related  to  mental  health  status 
than  income,  we  need  to  know  more  about  the  many  variables  that  keep  women 
from  occupational  achievement  commensurate  with  their  training  and  experience. 

Women  and  Nontraditional  Work.  Though  the  numbers  have  been  increasing 
in  recent  years,  both  men  and  women  have  low  participation  in  nontraditional 
occupations.  Both  the  male  nurse  and  the  female  welder  are  depicted  in  car- 
toons and  jokes.  Some  recent  research  (Walshok)  shows  that  women  who  work  in 
occupations  generally  considered  appropriate  to  men  are  pleased  with  the  in- 
creased earnings,  but  they  do  encounter  some  discrimination  on  the  job.  Some 
are  also  concerned  about  the  effect  their  work  will  have  on  their  husband's 
self-concept  and  do  not  discuss  their  vzork  when  in  social  groups.  Further 
research  is  needed  both  to  expand  the  opportunities  for  employment  in 
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nontraditional  fields  and  to  assess  the  impact  on  the  woman,  their  fami- 
lies, and  their  peers. 

In  recent  years,  a few  women  have  entered  into  positions  in  top  manage- 
ment. We  need  to  know  more  about  the  social  and  psychological  consequences 
of  being  the  only,  or  one  of  the  only,  women  in  the  executive  suite.  How 
do  these  women  handle  the  stresses  of  an  occupational  role  they  were  not  so- 
cialized to  expect  and  for  which  they  often  have  little  social  support? 

Does  their  presence  at  the  staff  or  board  meeting  have  an  impact  on  the  way 
policy  is  set  and  programs  implemented? 

Work  and  Family.  Freud,  among  others,  believed  that  work  and  love  were 
essential  ingredients  of  positive  mental  health.  It  now  appears  that  many 
American  women  may  now  have  more  than  enough  of  a good  thing.  They  not  only 
have  a home  and  family  to  care  for  but  increasingly  are  employed  in  the  labor 
force.  And  as  Hauenstein  and  others  have  shown,  being  able  to  provide  ade- 
quate care  for  their  children  is  a major  concern  in  a country  that  provides 
little  in  the  way  of  community  supports  such  as  day-care  centers,  or  mother’s 
helpers.  Less  than  0.1  percent  of  the  children  of  working  mothers  are  in 
group  day  care  centers.  Even  large  housing  developments  rarely  have  space 
where  day  care  is  provided.  The  responsibility  for  caring  for  children  in 
this  country  has  always  been  and  continues  to  be  almost  exclusively  the 
mother's.  And  many  mothers  are  having  difficulty  filling  these  dual  roles. 
During  the  1960’s  and  early  1970' s first  the  Office  of  Economic  Opportunity 
and  then  the  Office  of  Child  Development  funded  numerous  studies  which  showed 
that  children,  even  infants,  could  be  cared  for  in  group  settings  without 
adverse  consequences  (Chapman  and  Lazar  1971) . There  is  no  need  to  replicate 
such  studies,  but  there  is  need  to  examine  social  attitudes  towards  the  use 
of  public  funds  to  support  community  facilities  for  the  care  of  children. 
Alternative  methods  of  providing  child  care  in  the  community,  neighborhood, 
or  home  needs  further  evaluation. 

Fathers  are  parents  too,  but  studies  show  that  even  when  mothers  are 
employed  full  time  outside  of  the  home,  fathers  provide  little  assistance  with 
child  care  or  housework.  An  understanding  of  male  attitudes  towards  these 
activities  might  help  facilitate  change. 


Biological  Bases  of  Sex  Role  Functioning  and  Sexuality 

As  Epstein  has  pointed  out  "the  nature  of  women  is  still  being  explored 
with  a view  to  considering  the  elasticity  of  sex  role  definition.  The  bio- 
logical basis  of  sexuality  and  sex  role  functioning  has  long  been  assumed  with- 
out systematic  research."  Needed  research  studies  would  include  those  designed 
to  examine  the  relationship  of  male  and  female  hormone  functioning  to  sex  de- 
fined family  and  work  roles  and  of  behavior  labeled  masculine-feminine.  While 
some  research  exists  on  the  relationship  between  women's  physiology  and  their 
range  of  sex  role  behavior,  the  relationship  between  male  physiology  and  their 
sex  behavior  is  largely  unexamined.  It  is  important  that  such  behaviors  be 
studied  within  the  social  context  in  which  they  occur,  and  that  efforts  be 
made  to  study  both  the  impact  of  hormones  on  behavior  and  the  impact  of  be- 
haviors on  hormones. 
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There  has  been  a paucity  of  research  on  normative  patterns  of  menstru- 
ation, from  onset  through  menopause,  about  women’s  attitudes  towards  men- 
struation as  well  as  about  men's  attitudes  toward  a phenomena  which  impacts 
upon  all  men  who  have  sexual  relations  with  women.  There  is  need  to  know 
more  about  both  the  biologic  and  the  sociocultural  aspects  of  the  menstrual 
cycle  among  all  age,  social,  racial,  and  ethnic  groups,  and  to  put  these 
findings  into  a worldwide  perspective. 

There  are  more  myths  about  menopause  than  facts.  Most  of  the  information 
available  came  from  clinical  studies  of  women  Who  were  seeking  help  with  phys- 
ical and  psychological  problems  made  manifest  during  the  menopausal  years. 
There  is  need  for  a prospective  study  of  cohorts  of  women  to  determine  the 
varieties  of  menopausal  experiences. 

The  "Sexual  Revolution"  has  been  written  about  in  the  popular  press  far 
more  than  it  has  been  researched.  A solid  base  of  data  are  needed  to  under- 
stand current  sexual  practices  among  all  age,  racial,  and  social  classes. 

While  some  research  has  been  conducted  on  male  homosexuality,  the  study  of 
female  homosexuality  is  almost  an  untapped  subject.  We  are  beginning  to 
understand  and  accept  that  sexuality  is  a lifelong  phenomenon,  and  should  be 
studied  among  people  from  childhood  through  old  age. 

The  Decision  Not  to  Have  Children.  For  the  first  time  in  history,  tech- 
nology has  theoretically  eliminated  the  inevitability  of  motherhood,  but  as 
Russo  (1976)  points  out  "The  centrality  of  motherhood  to  the  definition  of 
the  adult  female  is  characterized  in  the  form  of  a mandate  which  requires 
having  two  children  and  raising  them  well."  In  1972,  only  4 percent  of  wives 
expected  to  ignore  the  mandate  by  not  having  children.  Do  we  know  whether 
women  who  do  not  have  children  by  choice  or  by  chance  are  more  or  less  happy, 
fulfilled,  mature?  What  are  the  psychological  consequences  of  childlessness, 
both  voluntary  and  involuntary,  at  different  stages  in  the  life  cycle,  at 
different  economic  levels  and  among  different  ethnic/racial  groups?  Is  it 
vital,  as  generally  assumed,  to  a woman’s  mental  health  to  have  and  raise 
children? 


Knowledge  Development:  Psychotherapy  and  Mental  Health  Service  Delivery  When 

Things  Go  Wrong 

Basic  research  as  well  as  mental  health  epidemiologic  studies  over  the 
years  have  shown  that  alienation  and  powerlessness,  low-income,  and  its  con- 
comitant stresses  are  precursors  of  mental  illness,  particularly  of  the  de- 
pressive illnesses.  Given  women’s  lower  social  and  economic  status  in  the 
country,  together  with  the  other  life  stresses,  it  is  not  surprising  that  more 
women  are  depressed  than  men. 

However,  when  the  research  about  the  problems  of  mental  illness,  alcohol- 
ism and  drug  abuse  is  examined,  we  also  find  that  much  needed  data  are  lacking. 
There  are  no  national  studies  of  the  incidence  and  the  prevalence  of  depression 
among  women  (or  among  men,  for  that  matter) . Homiller  (1977)  also  emphasizes 
the  need  for  accurate  prevalence  data  and  points  out  that  the  scope  of  alco- 
holism among  women  has  never  been  established.  National  surveys  in  the  general 
population  are  needed  to  establish  basic  data  on  depression,  other  mental  ill- 
nesses, drug  usage,  and  alcoholism  among  women. 
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Studies  are  also  needed  to  examine  potential  sex  bias  in  methods  of 
diagnosis,  measurement  instruments,  treatment,  and  follow-up  in  the  family, 
at  work  and  in  the  community.  Concern  has  been  expressed  by  many  women  men- 
tal health  professionals  as  well  as  by  writers  in  the  popular  press  that  diag- 
nostic procedures  are  affected  by  traditional  attitudes  of  what  is  appropriate 
behavior  for  women.  Such  traditional  attitudes  are  based  on  the  notion  that 
all  women  should  want  to  marry,  have  and  care  for  children,  assist  a husband 
in  pursuit  of  his  career,  and  assume  an  unassertive,  though  not  overly  depend- 
ent stance  in  interactions  with  men.  Research  is  needed  to  assess  whether 
such  bias  indeed  is  reflected  in  the  diagnostic  instruments  used  to  assess 
mental  health  status  among  women  and  if  such  attitudes  affect  the  treatment 
of  women  as  they  move  through  the  mental  health  system. 

There  is  a need  for  ongoing  studies  of  both  the  process  and  outcome  of 
various  types  of  psychotherapies . The  question  is  not  so  much,  "Is  psycho- 
therapy effective?"  but  rather,  "What  kind  of  therapy  is  effective,  for  what 
kind  of  problem,  with  what  type  of  patient,  and  with  what  kind  of  therapist?" 
The  NIMH  has  proposed  establishing  a new  therapy  assessment  program  to  evalu- 
ate the  effectiveness  of  various  types  of  psychotherapy.  The  research  con- 
ducted needs  to  include  the  range  of  traditional  therapy  interventions  as  well 
as  nontraditional  ones  including  mutual  help  groups. 

Comparison  of  the  outcome  of  various  forms  of  intervention  at  crisis 
points  in  women’s  lives  is  needed.  Such  crisis  points  include  adolescence, 
birth  of  a first  child,  separation,  divorce  or  widowhood,  health  crises  such 
as  hysterectomy,  mastectomy,  or  other  major  surgery,  loss  of  a job,  move  to 
another  city,  or  retirement. 


Women  and  Health  Service  Delivery 

Individual  feminists,  women  scientists,  and  women's  caucuses  of  profes- 
sional organizations  have  voiced  criticisms  of  the  way  in  which  medical  and 
and  psychological  services  are  delivered  to  women.  They  have  spearheaded 
a grass-roots  women's  health  movement  and  developed  a number  of  alternative 
treatment  service  models  which  operate  in  traditional  settings,  in  mutual 
help  groups,  and  in  free  clinics. 

A publication.  Our  Bodies,  Our  Selves,  A Book  By  and  For  Women  published 
by  the  Boston  Women's  Health  Collective  in  1973  is  now  sold  on  newsstands 
throughout  the  country.  Concern  is  expressed  in  this  book,  as  well  as  in 
numerous  other  articles  and  publications,  about  prevailing  medical  attitudes 
towards  women's  reproductive  systems.  The  quality  of  care  and  research  about 
menstruation,  contraception,  abortion,  pregnancy,  childbirth,  and  menopause 
is  a major  concern;  so  too  is  the  issue  of  unnecessary  hysterectomies  and 
mastectomies.  The  efficacy  of  radical  mastectomy  compared  with  less  mutilat- 
ing modes  of  treatment  has  received  public  and  scientific  attention  lately. 

A generation  of  women  was  prescribed  the  contraceptive  pill  before  the  poten- 
tial for  serious  side  effects  became  public.  Women  have  voiced  concern  about 
being  used  as  "guinea  pigs"  without  their  informed  consent. 

While  research  in  all  these  areas  is  needed,  many  women  do  not  want  to 
see  more  of  the  same  kind  of  paternalistic  research  which  ignores  the 
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attitudes,  feelings,  and  even  the  health  of  the  women  involved.  Such  advo- 
cates of  a new  research  mode  want  women  to  have  the  opportunity  to  participate 
in  the  decisions  that  affect  their  bodies.  Research  on  women's  reproductive 
systems  should  not  be  planned,  developed,  reviewed,  funded,  or  conducted  with- 
out the  participation  of  competent,  informed,  women  at  every  stage  of  the 
process . Women  in  America  have  long  since  ceased  to  accept  the  notion  that 
their  bodies  belonged  to  their  fathers  or  husbands.  They  no  longer  accept 
that  their  bodies  belong  to  medical  researchers  or  practitioners. 

The  mental  health  system  including  treatment  and  traditional  concepts 
of  women  held  by  practitioners  has  come  under  severe  attack  in  many  segments 
of  society.  This  topic  is  discussed  elsewhere  in  this  report  and  only  a few 
of  the  research  issues  will  be  raised  here.  Research  is  needed  not  only  on 
the  extent  to  which  various  age  and  racial  groups  utilize  mental  health  serv- 
ice facilities  but  also  on  the  degree  to  which  the  people  who  utilize  them 
feel  that  the  services  have  been  effective  for  the  problems  presented.  Objec- 
tive outcome  measures  need  further  development  and  interventions  need  to  be 
assessed  by  these  outcome  measures. 

Information  is  needed  on  the  staffing  patterns  of  all  public  facilities 
which  deliver  mental  health  services.  Data  should  be  reported  regularly  on 
the  number  of  staff  at  all  levels  by  sex  and  race  and  the  staffing  pattern 
should  be  compared  with  that  of  the  population  in  the  catchment  area. 

Included  among  the  research  needs  relating  to  service  delivery  are  demon- 
stration and  evaluation  studies  of  training  programs  for  service  providers  on 
nonsexist  therapies.  Such  training  could  be  provided  at  annual  meetings  of 
the  American  Psychiatric,  Psychological,  Social  Work,  and  Nursing  Associations 
as  well  as  in  short  continuing  education  training  programs  funded  by  the  NIMH 
for  staff  of  the  community  mental  health  centers  as  well  as  for  faculty  of 
clinical  training  programs  funded  by  the  NIMH. 

Innovative  modes  of  providing  services  to  women  need  rigorous  exploration. 
Existing. demonstration  programs  (both  preventive  and  remedial)  in  the  workplace 
as  well  as  in  the  neighborhood  need  further  development  and  evaluation. 


Social  Change  vs . Individual  Change 

It  should  be  remembered,  however,  that  intervention  in  the  social  system 
has  potential  for  effecting  a far  greater  change  than  does  individual  or  group 
psychotherapy.  For  example,  implementation  of  affirmative  action  plans  and 
a reduction  in  the  extent  to  which  jobs  are  segregated  by  sex  would  raise  the 
earning  potential  of  millions  of  women.  The  resultant  increase  in  income  would 
reduce  the  impact  of  life  stress  and  raise  the  self-concept  of  women  on  a scale 
not  possible  through  remedial  psychotherapies.  The  development  of  a network 
of  day-care  systems  in  the  community  would  free  more  welfare  mothers  to  work 
and  would  relieve  the  stress  of  many  mothers  already  working.  Appointment  of 
a representative  number  of  women  to  policymaking  positions  in  Federal,  State, 
and  local  agencies  would  permit  the  concerns  of  women  to  be  expressed  in  the 
decisions  that  impact  on  the  lives  of  all  American  women.  A change  in  the 
stereotyped  portrayal  of  housewives  thrilled  with  the  sight  of  their  detergent 
white  laundry  would  influence  the  image  of  women  to  television  viewers  of  both 
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sexes  and  all  ages.  Legal  enforcement  of  court  mandated  child  supported  pay- 
ments would  raise  the  living  standard  of  millions  of  American  women  and  child- 
ren. Federal  laws  covering  the  kidnapping  of  children  by  the  noncustodial 
parent  would  eliminate  crisis  situations  for  many  parents  and  children.  Such 
interventions  in  the  social  system  are  preventive  measures  and  ultimately  will 
reduce  the  need  and  the  cost  of  remedial  services. 


Research  Needs  for  Women  in  the  1980* * s 

If  women  today  are  not  what  they  were  yesterday,  just  as  surely  they 
are  not  now  what  they  will  be  tomorrow.  It  is  difficult  to  predict  what  some 
of  these  changes  will  be,  but  demography  alone  will  have  a drastic  effect  on 
the  shape  of  the  Nation.  Whereas  once  it  was  thought  that  anatomy  was  destiny, 
it  now  appears  that  demography  may  be  destiny.  Consider  the  potential  impact 
of  a few  of  the  demographic  changes  and  the  research  needs  they  suggest: 

• The  large  cohort  born  in  the  baby  boom  of  the  1950 ’s 
will  be  entering  middle  age.  If  mid-life  crises  are 
still  the  phenomena  they  are  today,  much  research  will 
be  needed  to  assist  the  largest  group  in  the  population 
deal  with  such  events. 

• An  unprecedented  number  of  households  will  be  headed 
by  single,  female  women  over  the  age  of  65. 

• If  present  marriage  rates  continue,  there  will  be  an 
increase  in  the  number  of  never  married  women.  In  the 
past,  this  has  been  a low  risk  group  for  mental  illness. 

• The  number  of  separated,  divorced,  and  widowed  women 

is  likely  to  increase.  This  group  has  been  at  high  risk 
for  mental  health  problems. 

• Women  are  marrying  later  and  postponing  having  children. 

Should  this  trend  continue  there  may  be  an  increase  in 
those  birth  defects  more  common  to  older  mothers.  Un- 
less there  is  a more  widespread  use  of  new  medical  diag- 
nostic procedures  such  as  amniocentesis  followed  by  a 
termination  of  the  problem  pregnancies  the  consequences 
for  the  mothers,  their  children,  and  society  at  large 
will  be  substantial. 

• The  ability  to  predict  birth  defects  as  well  as  the  sex 
of  the  fetus  will  mean  that  expectant  parents  will  be 
able  to  decide  whether  they  wish  to  continue  a pregnancy 
if  they  are  not  pleased  with  the  likely  future  of  the  un- 
born child.  Such  decisions  will  not  be  made  without  both 
interpersonal  and  intrapsychic  stress.  More  information 
is  needed  about  genetic  counseling  methods;  training  will 
be  needed  to  develop  these  skills  among  physicians, 
counselors,  etc. 
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• The  number  of  women  raising  children  alone  is  likely  to 
increase.  Already  inadequate  support  services  will  be 
further  taxed.  The  number  of  fathers  raising  children 
may  also  increase;  this  group  will  have  special  needs 
not  yet  explored. 

• There  will  be  a smaller  proportion  of  adolescents  and 
older  children  as  the  dip  of  the  birthrate  of  the 
late  1960’s  and  1970’ s moves  into  this  age  group. 

With  a norm  of  two  children  and  an  increase  of  one 
child  families,  most  children  will  be  the  first  child. 

First  children  are  both  more  achieving  and  more  prone 
to  experience  anxiety  and  to  evoke  anxiety  in  their 
parents.  Research  is  needed  on  the  effect  of  smaller 
family  size  on  both  the  children  and  their  parents. 

• The  percentage  of  the  population  in  the  lowest  socio- 

economic group  will  continue  to  increase  both  because 
of  a differential  birth  rate  and  because  of  economic 
trends.  Low  socioeconomic  status  puts  people  at  higher 
risk  for  almost  everything  undesirable:  physical  and 

mental  illness,  shortened  lifespan,  incarceration,  vic- 
timization from  crime,  etc.  Increased  social  supports 
as  well  as  remedial  services  will  be  necessary  for  those 
women. 

• As  the  number  and  percentage  of  college  graduates  increases, 
employment  opportunities  will  not  keep  pace  with  the  need. 
"Blocked  opportunities"  will  become  a pervasive  problem  as 
more  people,  particularly  those  who  have  had  difficulty  in 
obtaining  appropriate  employment  in  the  past,  aspire  to  jobs 
that  they  cannot  attain.  It  is  likely  that  opportunities 
will  continue  to  be  more  limited  for  women  than  for  men. 

• An  increasing  proportion  of  women  will  continue  to  work 
outside  of  the  home  for  greater  periods  of  their  lives. 

. There  is  some  evidence  that  working  women  are  less  prone 
to  depression  than  their  nonworking  age  and  sex  cohort, 
but  may  be  more  prone  to  stress  related  physical  ailments. 

• The  income  differential  between  men  and  women  grows  each 
year.  If  this  differential  continues,  together  with  the 
likelihood  that  more  women  will  be  supporting  themselves 
and  their  children,  we  may  have  a Nation  of  poor  women 
and  children  in  need  of  public  social,  medical,  and  mental 
health  services. 

The  subpanel  recommends : 

17.  While  further  research  is  needed  on  women  of  all  ages, 

emphasis  should  be  placed  on  those  stages  which  have  been 
understudied:  early  adolescence,  young  adults,  women  in 

midlife,  and  the  elderly.  It  is  crucial  that  all  new 
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research  be  designed,  conducted,  and  staffed  with  an 
awareness  of  potential  sex  bias  in  existing  theory, 
methodology,  instrumentation,  and  interpretation. 

18.  The  increases  in  the  research  budget  that  were  recom- 
mended by  the  President’s  Commission  in  the  preliminary 
report  should  be  specifically  earmarked  for  research 
that  serves  the  needs  of  women  in  proportion  to  their 
numbers  in  the  general  population  and  in  the  relevant 
client  populations. 

The  subpanel  suggests  as  promising  areas  for  this  research: 

A.  Basic  Research  Relating  to  Women 

1.  Sex  Role  Socialization.  Given  the  burgeoning  of  research  in 
recent  years  it  is  time  to  initiate  a critical  synthesis  of  research  findings 
across  the  fields  of  anthropology,  sociology,  psychology,  and  education  on 
the  relationship  of  sex  role  socialization  to  mental  health,  alcohol,  and 
drug  usage. 


2.  Achievement . In  the  areas  of  achievement  motivation  and  oc- 
cupational status,  studies  are  needed  on  the  structural  barriers  and  supports 
which  influence  the  motivation  of  girls  and  women.  We  know  that  women  are 
segregated  into  a relatively  few  occupations.  Studies  are  needed  on  the  at- 
titudes and  practices  of  the  social  institutions,  of  employers  and  of  women 
themselves  which  impede  occupational  achievement  commensurate  with  their 
training  and  experience. 

Studies  are  needed  of  the  stresses  women  encounter  when  they  enter 
occupations  and  professions  usually  occupied  by  men  such  as  welders  or  truck- 
drivers,  as  well  as  executive  positions.  Such  studies  should  compare  the 
stresses  as  well  as  the  social  supports  available  to  women  and  men  in  compa- 
rable positions. 

3.  Single  Women.  Though  the  number  of  women  who  never  marry  is 
small,  more  women  are  remaining  single  until  later  ages.  Research  is  needed 
on  how  unmarried  women  of  all  ages  live,  and  what  are  the  social,  psycholog- 
ical, and  achievement  implications  of  the  single  status.  Included  in  this 
group  are  single  women  who  have  children  by  choice  or  by  circumstance. 

4.  The  Option  of  Children.  Studies  of  the  decisionmaking  process 
among  women  who  elect  not  to  have  children  and  the  social,  psychological,  and 
achievement  consequences  of  voluntary  and  involuntary  childlessness  are  needed. 

5.  Dual  Roles.  Ongoing  studies  are  needed  of  the  stresses  experi- 
enced by  women  with  dual  work  roles  in  the  employment  market  and  the  home  with 
particular  exploration  of  the  social  and  familial  supports  available  to  these 
women . 


While  studies  of  women  of  all  socioeconomic  classes  are  needed, 
particular  emphasis  should  be  on  working  class  and  lower  middle-class  women 
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who  do  not  have  access  to  publicly  funded  child-care  facilities  and  women 
in  managerial  positions  where  job  demands  are  great. 

Only  1 percent  of  children  of  working  mothers  are  in  organized 
group  care  settings.  Alternative  methods  of  providing  child  care  in  the 
neighborhoood  and  community  should  be  developed  and  evaluated. 

6.  Male  Roles.  Research  should  be  supported  on  the  male  role  in 
homemaking  and  of  those  attitudes  and  behaviors  which  hinder  their  partici- 
pation in  child  and  home  care. 

7 . Biological  Aspects  of  Sex  Role  Functioning  and  Sexuality. 

Studies  of  the  impact  of  hormones  of  both  men  and  women  require  support. 

Such  studies  should  be  conducted  in  the  social  context  in  which  they  occur. 

Normative  studies  of  menstruation,  from  onset  through  menopause, 
including  women’s  and  men’s  attitudes  toward  menstruation  are  needed. 

Studies  should  be  undertaken  of  the  range  of  sexual  practices 
among  women  of  all  ages,  races,  and  social  classes. 

Case  studies  of  the  successful  introduction  of  sex  education  into 
public  school  systems  should  be  undertaken  to  develop  models  for  various  types 
of  communities. 

8.  The  Social  Structure.  Research  is  needed  on  how  social  insti- 
tutions and  changes  in  institutional  policies  affect  women.  These  include 
legal,  economic,  educational,  medical,  and  governmental  policies  and  practices. 
Included  in  this  area  are  studies  of  how  women’s  participation  in  political 
and  civic  activities  influence  political  decisionmaking  as  well  as  how  their 
participation  affects  their  self-concept  and  sense  of  power. 

9.  Social  Change.  Though  the  roles  of  many  women  have  altered, 
others  seem  to  have  been  less  affected  by  societal  change.  Studies  of  the 
self-concept  and  coping  mechanisms  of  those  women  whose  lifestyles  have 
changed  as  well  as  those  who  seem  to  be  maintaining  traditional  roles  as 
needed. 

10.  Minority  Women.  Studies  are  needed  of  the  normative  development 
and  life  experiences  of  minority  women  and  of  successful  adaptation  of  Black, 
Asian,  Native  American,  and  Hispanic  women. 

B.  Research  and  Women  with  Special  Problems 

1 . Basic  Research  in  Mental  Health,  Alcohol,  and  Drug  Abuse. 

In  order  to  do  program  planning,  adequate  data  are  needed  on  the  incidence 
and  prevalence  of  depression,  other  mental  illnesses,  alcohol,  and  drug  de- 
pendence and  of  the  interrelationships  between  these  phenomena. 

2‘.  Drug  Research  Among  Women  in  Childbearing  Years.  Research  needs 
to  be  conducted  on  the  effects  of  marijuana  and  LAAM  (Levo-alpha  acetylmethadol) 
on  women.  Because  of  restrictive  testing  requirements  no  information  now  exists 
on  the  effects  of  these  drugs  on  women. 
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3.  Neonate  Addiction.  Further  epidemiologic  studies  of  addicted 
neonates  and  of  those  born  to  alcoholic  mothers  are  needed.  Such  studies 
should  include  systematic  follow-up  of  these  infants. 

4.  Sex  Bias.  Carefully  designed  studies  are  needed  of  potential 
sex  bias  in  theories  of  mental  illness  and  substance  abuse,  methods  of  diag- 
nosis, measurement  instruments,  treatment,  and  follow-up  of  women. 

5.  Social  Influences  on  Mental  Health  Problems.  Official  recognition 
in  the  form  of  increased  allocation  of  funds  and  administrative  support  needs 

to  be  given  to  studying  the  influence  of  learned  and  social  factors  in  mental 
illness,  including  inequities  in  the  social  order  and  sex  role  stereotyping  on 
the  higher  rates  of  depression  among  women. 

Studies  are  needed  of  the  effect  of  female  socialization  and  vari- 
ation in  sex  roles  on  the  initiation  and  maintenance  of  cigarettes,  alcohol, 
and  drug  use. 

C . Treatment  Assessment 

1.  Sex  Differences  in  Utilization  of  Services.  Studies  of  differ- 
ences in  motivation  between  men  and  women  in  entering  mental  health  and  drug 
and  alcohol  treatment  systems  are  needed  with  particular  attention  to  the 
lower  relative  proportion  of  females  utilizing  federally  funded  drug  and  al- 
cohol treatment  facilities.  Utilization  data  on  publicly  supported  health 
services  should  be  kept  by  sex  and  race. 

2.  Therapy  Assessment.  Support  is  needed  for  studies  of  the  proc- 
ess and  outcome  of  various  types  of  psychotherapies  and  interventions  for 
various  types  of  problems.  Studies  should  analyze  for  the  influence  of  the 
race  and  sex  of  the  therapist,  and  should  compare  tranditional  as  well  as 
nontraditional  interventions. 

The  efficacy  of  intervention  at  various  crisis  points  in  women’s 
lives  needs  systematic  evaluation.  These  crisis  points  include  the  onset  of 
puberty,  marriage,  birth  of  a first  child,  unwanted  pregnancy,  separation, 
divorce  or  widowhood,  rape,  and  health  crises  such  as  hysterectomy,  mastec- 
tomy, or  other  major  surgery,  etc. 

D . Evaluation  of  Mental  Health  Service  Delivery  Programs 

1.  Sex  Differences  in  Utilization  of  Services.  Differences  in  ac- 
cess to  mental  health,  drug  abuse,  and  alcohol  treatment  services  as  well  as 
differences  in  financing  of  treatment  between  men  and  women  need  examination. 

Studies  are  needed  of  the  differences  in  motivation  between  men  and 
women  in  entering  mental  health,  and  drug  and  alcohol  treatment  systems.  Par- 
ticular emphasis  should  be  given  to  the  reasons  for  the  lower  relative  pro- 
portion of  females  utilizing  federally  funded  drug  and  alcohol  treatment 
facilities. 
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2.  Evaluation  of  Services.  The  degree  to  which  women  who  utilize 
mental  health  and  drug  and  alcohol  treatment  services  find  these  services 
effective  for  the  problem  presented  should  be  evaluated. 

Comparisons  should  be  undertaken  of  the  outcome  of  federally  funded 
drug  and  alcohol  treatment  programs  developed  specifically  for  women  with 
those  of  "traditional"  treatment  programs. 

Child  care  components  of  drug  and  alcohol  treatment  programs  should 
be  evaluated  both  as  to  their  adequacy  for  meeting  the  mothers’  needs  and  for 
their  effect  on  parent-child  relations  and  the  development  of  the  child. 

E . Evaluation  of  Training  Programs 

1.  Data  Needs.  Data  should  be  collected,  analyzed  and  reported  for 
all  ADAMHA  (Alcohol,  Drug  Abuse,  and  Mental  Health  Administration)  training 
programs  on  the  sex  and  race  of  both  staff  and  trainees. 

2.  Staff  and  Curriculum.  All  ADAMHA  funded  training  programs 
should  be  evaluated  for  the  degree  to  which  staff  and  curriculum  are  sensitive 
to  current  needs  of  women  of  all  races. 

The  subpanel  is  also  concerned  about  the  need  for  better  and  more  reliable 
data  about  the  location  and  incidence  of  mental  health  problems  and  the  utili- 
zation of  mental  health  services  with  respect  to  women  clients. 

Data  that  will  help  identify  barriers  for  women  as  providers  are  also 
sparse.  The  subpanel  recommends  that: 

19.  (a)  Epidemiologic  research  be  undertaken  that  will  pro- 

file the  status  of  women  as  clients  as  well  as  pro- 
viders in  the  mental  health  delivery  system. 

(b)  The  Secretary  of  Health,  Education,  and  Welfare 

establish  a uniform  information  system,  with  com- 
mon data  bases,  which  will  permit  the  collecting 
and  retrieval  of  interdisciplinary,  epidemiologic, 
demographic,  and  research  findings. 

Enforcement  and  compliance  do  not  necessarily  follow  the  enactment  of 
legislation  or  the  issuance  of  Federal  regulations.  Mechanisms  to  insure 
understanding  of  the  issues,  proper  enforcement,  and  effective  compliance  are 
needed.  The  subpanel  recommends  that: 

20.  Every  agency  within  the  Executive  Branch  of  government 
establish  administrative  positions  with  responsibility 
for  reviewing  policies,  regulations,  and  programmatic 
decisions  for  potential  impact  on  the  lives  of  women. 

21.  Adequate  representation  of  women  should  be  achieved  and 
maintained  on  all  NIH  and  ADAMHA  committees  which  review 
research  on  women’s  mental  health,  physiology,  and 
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reproductive  systems.  A critical  mass  of  women  should 
be  appointed  to  policymaking  positions  within  ADAMHA 
agencies . 

22.  Ongoing  inservice  training  programs  should  be  provided 
for  staff  of  ADAMHA. 

23.  Funded  training  and  service  programs  for  up-to-date 
information  on  the  status  of  women,  sex  role  assump- 
tions, the  psychology  of  women  as  well  as  current  per- 
spectives on  psychotherapy  for  women. 

24.  Greater  coordination  of  research  efforts  between  the 
three  ADAMHA  agencies,  NIMH,  NIDA  (National  Institute 
on  Drug  Abuse),  NIAAA  (National  Institute  on  Alcohol 
Abuse  and  Alcoholism) , be  fostered  to  reduce  dupli- 
cation of  effort  in  research  concerning  women  and  pro- 
mote a systematic  approach  to  this  research. 

25.  The  gap  between  research  findings  and  training  and 
service  to  women  needs  be  filled  through  regular  publi- 
cation of  research  results  and  dissemination  to  prac- 
titioners and  trainers. 

26.  Establish  an  interagency  task  force  between  NIDA  and 
FDA  (Federal  Drug  Administration)  to  examine  policies 
concerning  drug  testing  and  research  with  female  subjects, 
including  those  within  the  childbearing  ages. 

27.  A task  force  should  be  appointed  for  ADAMHA  with  repre- 
sentation of  staff  and  outside  consultants  to  plan  for 
the  needs  of  women  in  the  1980’ s. 


Women  in  the  Military 

Women  have  made  significant  contributions  to  the  Nation’s  defense  posture 
in  times  of  conflict;  however,  the  military  forces  have  historically  been  con- 
sidered a male  institution.  There  is  evidence  that  this  may  be  slowly  chang- 
ing as  the  Department  of  Defense  has  begun  to  scruitinize  a variety  of  factors 
and  has  begun  to  initiate  steps  aimed  at  increasing  the  number  of  women  in 
its  ranks.  This  increase  can  be  best  appreciated  when  one  considers  a 10-year 
period  beginning  with  fiscal  year  (FY)  1966.  It  becomes  clear  that  a major 
expansion  started  in  FY  1971  when  the  percentage  of  enlisted  women  in  the 
services  increased  from  1.28  percent  to  5.33  percent  in  FY  1976. 

It  can  be  expected  that  the  number  and  percentage  of  women  in  the  serv- 
ices will  continue  to  increase  through  the  next  few  years.  The  Army,  for  ex- 
ample, projects  80,000  enlisted  women  in  its  ranks  by  FY  1983.  The  Navy  has 
projected  an  increase  to  35,400  women  by  1983,  and  the  Air  Force  has  projected 
an  increase  of  46,000  enlisted  women  by  FY  1982.  The  Marines  will  double  their 
enlisted  strength  by  FY  1982.  This  will  also  represent  the  highest  proportion 
of  women  to  men  in  the  history  of  the  Armed  Forces  (Use  of  Women  in  the  Military, 
pp.  32-45). 
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TABLE  II 

FEMALE  ENLISTED  PERSONNEL  (000s)  AND  PERCENT 
OF  TOTAL  ENLISTED  PERSONNEL  BY  SERVICE  AT  END  FISCAL  YEAR 


ARMY  NAVY  MARINE  CORPS  AIR  FORCE  DOD  TOTAL 


al  Year 

No. 

% 

No . 

% 

No. 

% 

No. 

% 

No. 

& 

1966 

9.2 

0.85 

5.4 

0.82 

1.7 

0.70 

5.0 

0.67 

21.3 

0.78 

1967 

9.7 

0.75 

5.5 

0.83 

2.1 

0.81 

5.2 

0.68 

22.6 

0.76 

1968 

10.7 

0.76 

5.7 

0.84 

2.6 

0.90 

6.1 

0.80 

25.1 

0.80  ' 

1969 

10.7 

0.80 

5.8 

0.84 

2.4 

0.86 

7.4 

1.02 

26.3 

0.87 

1970 

11.5 

1.00 

5.8 

0.95 

2.1 

0.90 

9.0 

1.37 

28.4 

1.07 

1971 

11.8 

1.22 

5.9 

1.09 

2.0 

1.04 

10.1 

1.62 

29.9 

1.28 

1972 

12.3 

1.80 

6.3 

1.22 

2.0 

1.16 

11.7 

1.95 

32.4 

1.64 

1973 

16.5 

2.41 

9.2 

1.87 

2.0 

1,12 

15.0 

2.63 

42.6 

2.22 

1974 

26.3 

3.90 

13.4 

2.81 

2.4 

1.41 

19.5 

3.68 

61.6 

3.33 

1975 

37.7 

5.56 

17.5 

3.75 

2.8 

1.60 

25.2 

5.01 

83.3 

4.56 

1976 

43.8 

6.46 

19.3 

4.21 

3.1 

1.77 

29.2 

6.08 

95.4 

5.33 

Source:  Use  of  Women  In  The  Military  Office  of  the  Assistant 

Secretary  of  Defense  (Manpower,  Reserve  Affairs,  and  Logistics) 
May  1977  P.5. 
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Additionally,  steps  have  been  taken  to  remove  many  of  the  restrictions 
previously  imposed  on  women.  For  example,  in  the  Army,  women  are  now  under- 
going basic  training  which  is  similar  to  that  of  men.  Women  in  each  of  the 
services  are  now  being  trained  in  the  fields  which  had  been  traditionally 
male.  These  fields  are  primarily  in  crafts,  electronic  equipment  repair,  and 
the  technical  and  maintenance  fields.  The  women’s  skill  and  training  not- 
withstanding, she  cannot  be  assigned  to  combat  units  nor  in  most  cases  can 
she  be  assigned  to  units  designed  as  combat  support.  The  extent  to  which 
the  services  are  opening  its  fields  to  women  has  been  largely  dependent  upon 
statutes  and  policies  established  by  the  Military  Service. 

The  importance  of  the  essentially  all  male  history  of  the  military  serv- 
ice and  the  primacy  of  male  bonding  raise  important  questions  regarding  the 
impact  of  increased  participation  by  females — particularly  for  the  women  them- 
selves. It  is  not  yet  clear  how  well  females  are  being  accepted  on  a behav- 
ioral level  by  the  male  military  population,  how  well  females  are  adapting 
to  military  life,  or  how  military  life  and  females  adapting  to  it  are  affect- 
ing the  mental  and  physical  health  of  female  service  members  (Harris  1977) . 

Some  promising  areas  of  research  on  women  in  the  military  appear  to  be; 


I.  Research  should  be  conducted  to  determine  what  factors 
account  for  the  differences  in  hospitalization  rates 
between  male  and  female  service  personnel. 

Considering  the  many  changes  that  have  occurred  in  recent  years  with  re- 
spect to  military  women  it  seems  highly  plausible  that  females  may  experience 
a relatively  high  degree  of  role  strain  and  other  stresses  which  put  them  at 
greater  risk  for  dysfunctions.  From  the  sociocultural  point  of  view,  patterns 
of  behavior  generally  accepted  in  the  services  from  men  may  not  be  accepted 
for  women  as  readily.  A general  assertion  might  be  advanced  that  behavioral 
exchanges  among  male  soldiers  often  occur  in  the  context  of  (a)  their  antici- 
patory socialization  to  life  in  the  Army  and  (b)  normative  patterns  of  expected 
"Macho-masculine"  behavior  supported  by  peers,  and  military  tradition  in  the 
system  itself.  Further,  unlike  the  male,  the  typical  female  recruit  has  very 
little  information  about  the  Military  Service  prior  to  entering.  This  ambi- 
guity may  result  in  her  forming  unrealistic  expectations  which  may  not  be  met 
concerning  the  particular  role  for  which  she  aspires  (Harris  1977). 


It  is  also  highly  plausible  that  role  conflict  and  role  ambiguity  might 
result  from  a lack  of  role  models.  Considering  that  the  expansion  in  terms 
of  numbers  of  women  in  military  service  is  recent  it  stands  to  reason  that 
the  majority  of  military  service  personnel  in  higher  grades  will  be  men.  For 
example,  93  percent  of  Air  Force  enlisted  women  are  E4  and  below  as  compared 
with  55%  of  Air  Force  enlisted  men  who  are  E4  and  below. ^ Also  it  would 
appear  that  the  chances  of  protegee  being  developed  across  sex  lines  will  be 
slim. 


Another  possible  explanation  for  the  difference  in  psychiatric  hospital- 
ization rates  may  be  due  to  the  fact  that  male  and  female  military  service 
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personnel  are  diagnosed  differently.  Chesler  (1972)  has  observed  that  in- 
dividuals are  evaluated  in  terms  of  the  conceptions  of  masculinity-feminity 
with  respect  to  mental  health.  Boverman  et  al.  (1970)  found  a double  stand- 
ard existing  for  the  sexes  among  clinicians.  Healthy  females  were  seen  as 
being  submissive,  noncompetitive,  and  conceited  about  their  appearance,  also 
dependent  and  excitable  in  minor  crises  as  compared  with  males.  Schuckit  and 
Gunderson  (1974)  has  suggested  the  possibility  that  physicians  may  be  less 
reluctant  to  hospitalize  women  because  their  contributions  to  the  service 
may  be  seen  as  being  less  valuable  than  that  of  men.  As  yet  no  research  has 
been  done  on  clinical  bias  within  the  military.  Such  considerations  would 
seem  to  be  potentially  important,  however,  particularly  in  terms  of  the  ex- 
tent to  which  such  bias  affects  the  ratio  of  female  to  make  psychiatric 
hospitalizations. 

Consideration  with  respect  to  sex  differential  in  illness  must  be  given 
to  bias  on  the  part  of  the  patient.  Considerable  evidence  suggest  that  the 
use  of  medical  and  psychiatric  resources  is  to  a considerable  degree  socially 
and  culturally  determined  (Greenly  and  Mechanic  1976;  Tessler,  Mechanic  and 
Diamond  1976).  It  has  been  generally  accepted  that  in  our  culture  females 
tend  to  seek  professional  help  for  illness  more  so  than  do  males.  Mechanic 
(1968)  has  noted  that  health  care  utilization  may  be  used  by  some  individuals 
as  a means  of  coping  with  stressful  life  situations  even  in  the  absence  of 
clinically  defined  disease.  Suchman  (1965)  reports  that  among  adults  who  had 
recently  had  an  incapacitating  illness  (defined  as  requiring  three  or  more 
physician  visits  and  involving  5 or  more  days  of  incapacitation  or  hospital- 
ization for  1 or  more  days)  females  were  twice  as  likely  to  report  serious 
symptoms  and  to  view  their  symptoms  seriously  and  were  also  more  likely  to 
be  concerned.  This  despite  the  fact  that  males  and  females  were  equally 
likely  to  see  their  symptoms  as  indicative  of  illness.  At  present  there  are 
no  studies  of  sex  differences  in  illness  behavior  in  military  populations. 
Thus  we  do  not  know  the  extent  to  which  sex  differences  in  illness  rates  are 
reflective  of  such  differences. 

Recommendations  II  and  III  are  somewhat  related  to  the  issues  raised 
above: 

II.  The  Military  Services  should  conduct  a total  population 
cross-sectional  study  to  determine  incidence  and  preva- 
lence of  psychiatric  illnesses  among  male  and  female 
personnel. 

III.  A study  should  be  undertaken  to  determine  what  would  be 
adequate  staff  patterns  for  mental  health  facilities 
whose  catchment  areas  include  a high  density  of  women 
service  personnel. 

IV.  Research  should  be  conducted  to  determine  the  relation- 
ship between  women  in  nontraditional  jobs  and  their  men- 
tal health. 

In  the  past  few  years,  an  increasing  number  of  studies  have  demonstrated 
a strong  relationship  between  aspects  of  a person’s  social  and  psychological 
environment  and  his  physical  and  mental  health.  There  is  mounting  evidence 
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showing  that  increased  levels  of  psychosocial  stress  can  increase  the  like- 
lihood that  a person  will  show  some  form  of  physical  or  mental  dysfunction 
(Rioch  1971,  Glass  1977,  Nuckolls,  Caffel  and  Kaplan  1972,  Brown  1974).  As 
women  begin  to  take  a larger  role  in  this  male  dominated  institution  and  be- 
gin to  enter  into  jobs  formerly  reserved  for  males  they  will  be  required 
to  interact  with  males  in  new  and  more  competitive  ways.  They  will  find 
themselves  supervising  male  soldiers  or  as  commander  or  first  sergeant  in 
mixed  companies.  A number  of  studies  indicate  that  women  engaged  in  occu- 
pations presently  considered  appropriate  primarily  for  males  suffer  from 
role  strain  (Holstrom  1972;  Paloma  1974). 

Losses  from  the  most  nontraditional  skills  are  much  higher  for  women  than 
men.  For  example,  of  those  women  who  entered  Military  Service  in  1973,  76  per- 
cent of  those  who  were  in  the  electronic  repair  specialty  had  left  that  occu- 
pational group  by  the  end  of  fiscal  year  1976  as  compared  to  51  percent  for 
males.  For  the  identical  year  group  90  percent  of  the  women  had  left  the 
maintenance  career  group  as  compared  with  53  percent  of  the  men.  When  one 
looks  at  drafts,  88  percent  of  the  women  had  attrited  as  compared  with  55 
percent  of  the  men.  In  services  and  supply  handling,  77  percent  of  the  women 
had  left  as  compared  with  58  percent  of  the  men.  Lower  loss  rates  were  found 
for  women  in  more  traditional  jobs  (DOD  1977).  It  is  difficult  to  assess 
the  true  meaning  of  their  loss  at  this  time. 

It  is  not  clear  that  all  women  in  nontraditional  jobs  enter  them  as 
their  first  choice.  Factors  which  determine  such  assignments  may  include  non- 
availability of  the  initial  choice  because  the  job  quota  has  been  met,  or  non- 
availability of  initial  choice  because  the  woman  fails  to  meet  the  physical 
or  mental  prerequisites  for  the  job.  In  some  cases  they  may  elect  to  take  a 
chance  in  selecting  the  available  skill  with  the  hope  that  they  will  obtain 
the  job  of  their  choice  in  the  early  months  of  their  career.  A recent  study 
of  Navy  enlisted  women  found  that  while  women  enlist  for  many  of  the  same 
reasons  as  do  men,  many  women  become  dissatisfied  with  traditional  jobs 
(Thomas  1972).  It  would  appear  that  this  is  one  area  which  will  require  con- 
tinued monitoring. 

V.  Research  is  needed  to  assess  the  impact  that  the  military 
has  on  the  life  of  families  when  husband  and  wife  are 
both  service  members,  and  on  the  life  of  single  parent 
families . 

Increasingly  military  women  are  choosing  to  marry.  The  Air  Force  reports  that 
46  percent  of  its  women  are  married.  In  addition,  more  servicewomen  are  choos- 
ing to  have  children.  In  1975,  the  Military  Service  changed  its  policies  to 
allow  women  who  were  pregnant  to  remain  on  active  duty  without  having  to  first 
obtain  a waiver.  Also  it  is  true  in  the  civilian  sector  there  is  an  increase 
in  the  number  of  single  parent  families  in  the  services.  In  fact,  indications 
are  that  there  are  more  single  parents  who  are  male  than  are  female.  The  Air 
Force  for  example  has  approximately  12,000  men  who  are  single  parent  head  of 
households  and  1,600  women. ^ 
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While  the  services  do  give  consideration  to  these  families  with  respect 
to  assignments  during  times  of  tranquility,  consideration  must  be  given  to 
the  stress  imposed  during  the  course  of  a "normal"  tour  as  well  as  stress 
which  may  result  from  family  disruption.  Three  such  examples  are:  sudden 

evacuation  from  overseas  areas,  remote  assignments,  and  deployment,  or  rota- 
tion  overseas  during  an  emergency. 

VI.  Research  is  Needed  to  Examine  the  Possibility  of  Sexual  Abuse 
and/or  Coercion  of  Women  in  the  Military. 

While  there  are  no  data  available,  charges  are  heard  from  time  to  time  that 
women  assigned  to  remote  areas  are  looked  upon  by  their  male  counterparts 
as  sex  objects.  In  such  cases,  she  may  experience  fear,  and/or  pressure,  to 
acquiesce  to  their  sexual  desires. 


III.  STRATEGIES  FOR  THE  PREVENTION  OF  MENTAL  DISORDERS  AMONG  WOMEN 


The  National  Plan  of  Action 

Sexism  and  social  stratification  contributes  to  the  mental  health  prob- 
lems of  both  men  and  women  in  this  country.  Any  carefully  conceived  organized 
national  strategy  for  the  prevention  of  mental  illness,  emotional  distress, 
and  the  promotion  of  mental  health  must  have  as  one  of  its  basic  goals  eradi- 
cation of  sexism  in  a larger  society.  The  sex  bias  that  pervades  our  educa- 
tional system,  the  media,  the  arts,  our  financial  institutions — in  fact,  all 
of  the  major  institutions  of  our  society — continues  to  be  the  major  barrier 
to  achieving  positive  mental  health  for  all  citizens. 

The  subpanel  views  a well-constructed  plan  for  changing  the  general 
societal  environment  as  crucial  to  any  efforts  for  prevention  of  mental  dis- 
orders among  women.  The  National  Plan  of  Action  of  the  IWY  National  Women’s 
Conference  is  such  a plan.  It  provides  coordinated  recommendations  at  pri- 
mary, secondary,  and  tertiary  levels  of  prevention.  It  covers  many  of  the 
problems  already  raised  in  this  report.  In  addition,  it  provides  a more  com- 
plete picture  of  problems  that  this  report  has  been  unable  to  adequately  con- 
sider, such  as  rape  and  child  care. 

Although  some  of  the  26  recommendations  are  obviously  more  directly  rel- 
evant to  what  has  been  traditionally  considered  as  the  province  of  "mental 
health,"  all  of  the  recommendations  are  seen  as  strategies  for  prevention. 

The  recommendations  are  included  in  the  appendix  of  this  report  of  the  sub- 
panel (see  pages  354  through  374). 

The  subpanel  recommends  that: 

28.  (a)  The  Congress  and  Executive  Branch  endorse  the  National 

Plan  of  Action,  and  (b)  request  that  President  Carter 
give  implementation  of  the  Plan  highest  priority  for  his 
Administration  as  a strategy  for  prevention  of  the  men- 
tal health  problems  of  women. 
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The  subpanel  also  endorses  the  Equal  Rights  Amendment  (ERA) . The  sub- 
panel recommends: 

29.  (a)  Endorsement  of  the  Equal  Rights  Amendment  by  the 

President’s  Commission  on  Mental  Health;  (b)  the  Presi- 
dent increase  his  active  support  of  ERA  ratification, 
and  (c)  call  on  all  relevant  authorities  as  well  as 
all  persons  involved  in  the  delivery  of  mental  health 
services  to  work  towards  the  passage  of  the  ERA. 

This  constitutional  commitment  to  the  eradication  of  the  inequality  be- 
tween the  sexes  that  is  so  devastating  to  this  Nation’s  mental  health  is  a 
basic  foundation  for  the  strategies  that  are  proposed. 


Reproductive  Freedom^ 

Although  the  "National  Plan"  addresses  the  question  of  reproductive 
freedom,  the  subpanel  would  underscore  this  issue  because  of  its  particular 
importance  in  the  prevention  of  mental  disorders  among  women.  The  mental 
health  implications  of  reproductive  freedom  have  significant  social,  economic, 
medical,  and  ethical  considerations.  The  right  of  reproductive  freedom  pro- 
vides for  every  woman,  regardless  of  her  economic  circumstances,  education, 
race  or  ethnic  origin,  age,  rural  or  metropolitan  residence  to  have  readily 
available,  if  she  so  chooses,  the  means  of  controlling  reproduction.  The 
critical  issue  is  that  of  allowing  women  freedom  for  responsible  choice. 

Moral  decisions  relating  to  reproduction  are  rightfully  the  responsibility 
of  individual  women. 

Available  data  show  that  many  women,  particularly  poor  women  are  being 
unfairly  denied,  as  a result  of  U.S.  Supreme  Court  decisions  and  action  by 
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The  following  statement  was  submitted  by  Dr.  Joan  W.  Mullaney  as  an 
alternative  opinion  on  the  issue  of  Reproductive  Freedom: 

"As  a member  of  the  Subpanel  on  the  Mental  Health  of  Women  and  a 
professional  social  worker,  I differ  with  the  advocacy  of  abortion 
on  demand  referred  to  herein  as  (total)  reproductive  freedom.  My 
primary  reasons  are:  (1)  abortion  is  potentially  a form  of  family 

violence,  a compounding  and  already  destructive  situation  for  both 
men  and  women;  (2)  abortion  is  a method  of  birth  control  which  re- 
quires the  taking  of  human  life,  even  though  that  life  may  be  far 
more  potential  than  actual.  This  action  falls  short  of  the  human 
aspiration  to  protect  life.  The  time  for  agreement  will  come  when, 
through  more  refined  development,  a method  of  birth  control  is  dis- 
covered which  does  not  require  that  we  make  a choice  between  the  life 
of  the  conceptus  and  those  other  human  values  and  goods  we  count  im- 
portant. It  is  possible  to  settle  for  and  become  comfortable  with 
bad  choices.  It  is  better  to  seek  good  ones."  (Reference:  Callahan, 

Daniel.  Abortion:  Law,  Choice,  and  Morality.  New  York:  Macmillan  & 

Co.,  1972) 
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Congress  and  some  State  legislatures,  a choice  available  to  middle-  and 
upper-income  women. 

Providing  family  planning  services  to  all  who  want  and  need  them  has 
been  the  official,  stated  goal  of  the  U.S.  Government  since  1971,  but  by  1976, 
nearly  20  percent  of  all  low-  and  moderate-income  women  were  still  without 
any  access  to  family  planning  information  and  assistance.  Lack  of  research 
into  safe  contraceptive  methods,  including  male  contraceptives,  has  increased 
women’s  dependence  on  abortion. 

Prohibitions  have  been  adopted  on  the  use  of  Medicaid  or  other  tax- 
generated funds  for  abortion,  even  though  these  funds  are  available  for  medi- 
cal services,  including  childbirth.  This  forces  poor  women  to  choose  between 
compulsory  pregnancy  and  motherhood  and  the  danger  of  amateurish  or  self- 
induced  abortions.  This  is  a special  hardship  for  women  who  are  members  of 
racial  and  other  minorities,  since  they  are  disproportionately  represented 
among  the  poor.  It  is  estimated  that  150  to  250  women  will  die  each  year 
without  medical  reimbursement  for  abortions,  and  an  additional  25,000  annually 
will  suffer  serious  injury  and  infection  due  to  "back  alley"  abortions. 

In  recent  years,  there  has  been  a sharp  increase  in  the  number  of  couples 
who  choose  the  irreversible  procedures  of  sterilization  as  a means  of  contra- 
ception. There  is  a critical  need  for  constant  monitoring  of  the  use  of  these 
procedures  and  legal  safeguards  to  assure  that  persons  who  do  not  want  to  be 
sterilized  or  do  not  understand  the  consequences  of  these  techniques  are  not 
coerced  into  sterilization.  The  poor  and  uninformed  are  most  often  subjected 
to  involuntary  sterilization. 

The  National  Center  for  Health  Statistics  data  reveal  that  premarital 
sexual  activity  begins  at  increasingly  younger  ages.  The  incidence  of  pre- 
marital sexual  activity  among  teenage  girls  between  the  ages  of  15  and  19  has 
been  documented  as  30  percent  of  that  population  (Kantner  and  Zelnick  1975). 
Teenagers  account  for  almost  half  of  the  out-of-wedlock  births  in  the  United 
States;  almost  one-third  of  reported  legal  abortions  in  1973  were  performed 
on  women  under  age  20.  The  evidence  seems  to  point  to  an  acute  need  for  in- 
creased knowledge  about  reproduction,  contraception,  and  health  hazards. 

Only  six  States  and  the  District  of  Columbia  require  school  programs  on  family 
life  and  sex  education.  Legal  barriers  exist  in  many  States  against  teen- 
agers having  access  to  contraceptive  information  and  services. 


Neighborhood  Helping  Networks 

The  subpanel  also  sees  the  development  of  community  and  neighborhood 
supports  for  women  that  act  as  linkages  between  individual  and  formal  agencies 
to  reduce  social  isolation  and  stressful  life  situations  as  a potential  pri- 
mary prevention  strategy.  Such  supports  act  as  secondary  prevention  as  well 
in  that  they  can  provide  early  intervention  at  crisis  points  in  women’s  lives. 

Recent  data  (Warren  1977)  show  that  exclusion  from  social  networks  can 
result  in  debilitating  incapacities  to  cope  with  life  events — from  the  seem- 
ingly trivial,  to  major  life  crises.  These  same  data  indicate  that  women 
have  less  access  to  the  traditional  sources  of  social  support  than  men.  Such 
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findings  are  strongly  related  to  the  higher  incidence  of  mental  illness  among 
women  while  pointing  simultaneously  to  the  fact  that  many  women  do  not  use 
available  treatment  facilities. 

This  overrepresentation  of  women  among  the  mentally  ill  as  well  as  their 
failure  to  find  appropriate  referral  to  lay  helpers  and  mental  health  profes- 
sionals seem  to  stem  from  the  same  root:  exclusion  from  social  networks. 

For  the  majority  of  women,  the  critical  source  of  support  and  referral — ■ 
staving  off  more  severe  mental  health  symptomatology — rests  with  the  natural 
support  system  found  in  neighborhoods.  Clearly,  social  networks  developed 
within  the  neighborhood  setting  represent,  for  women,  a significant  first 
step  in  primary  prevention. 

It  is  clear  that  professionals  cannot  and  do  not  provide  helping  for 
most  individuals.  Instead,  a vast  network  of  informal  helpers — friends, 
neighbors,  co-workers  and  kin — are  the  most  common  "social  support"  in  the 
prevention  of  mental  illness  and  in  facilitating  recovery  from  many  serious 
episodes  of  mental  and  social  disability. 

Neighborhood  Helping  Networks  can  be  encouraged  and  supplemented  from 
a national  perspective  such  that  the  woman  in  need  will  always  have  a key 
neighborhood  helper  to  refer  her  to  the  appropriate  lay  resource  or  profes- 
sional. National,  State,  and  local  programs  are  delimited  that  are  aimed  at 
sustaining  commitment  to  the  role  of  the  neighborhood  in  primary  prevention 
(R.  Warren  1977). 

Social  networks  or  helping  networks  refer  to  the  various  individuals 
each  of  us  turns  to  for  coping  with  daily  and  more  serious  problems  of  living. 
They  are  not  groups.  They  often  do  not  know  each  other.  They  are  a combi- 
nation of  people  we  turn  to  in  helping  to  solve  a problem:  a spouse,  a neigh- 

bor, friends,  relatives  and  co-workers.  Together  they  form  the  "natural  help- 
ing networks  of  an  individual." 

Research  shows  that  these  social  bonds  provide  80  percent  of  problem 
coping  for  the  average  person.  This  compares  with  only  20  percent  for  doctors 
clergy,  teachers,  police,  social  workers,  and  mental  health  professionals. 

Natural  helping  networks  are  used  to  get  help  for  daily  life  problems 
such  as  simple  depression  (feeling  blue),  wanting  to  get  a better  job,  want- 
ing to  get  more  education,  dealing  with  being  retired  or  unemployed,  and  deal- 
ing with  fear  of  crime  in  the  neighborhood,  family  planning  and  youth  problems 
and  problems  associated  with  spouse  abuse. 

Social  networks  give  emotional  support  by  providing  someone  who  (1)  can 
be  a good  listener,  (2)  asks  questions,  (3)  shows  a new  way  to  look  at  a prob- 
lem, or  (4)  acts  as  a referral  agent  to  someone  else  who  can  help  out. 

Networks  operate  by  (a)  giving  emotional  support,  (b)  providing  specific 
information,  (c)  filling  in  where  a close  relationship  is  severed  by  death, 
illness,  divorce  or  separation,  etc.,  (d)  helping  identify  arenas  of  good 
professional  help,  and  (e)  serving  in  place  of  professionals  when  they  are 
not  trusted  or  not  available. 
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The  existence  of  helping  networks  helps  banish  a major  source  of  prob- 
lems: social  isolation. 

Research  has  created  a new  awareness  of  the  neighborhood — not  simply  as 
a geographic  place,  but  as  a very  critical  resource  in  the  nurturance  of  sound 
mental  health,  as  well  as  in  the  rehabilitation  of  those  who  have  experienced 
serious  life  crises.  For  example,  there  is  evidence  that  the  very  neighbor- 
hood in  which  one  lives  can  spell  the  difference  between  coping  with  stress 
and  institutionalization. 

The  neighborhood  community  is  a reality  in  two  critical  ways:  First,  in 

terms  of  its  objective  resources — key  helpers,  informal  referral  agents,  and 
professional  service  outreach  programs.  Second,  as  an  ideal  in  the  minds  of 
its  residents.  An  idea  of  help  and  mutual  aid,  of  sociability  and  psychic 
identity,  of  status  position  in  society  and  as  a base  of  political  action, 
and  as  a source  of  grass-roots  expertise  in  solving  daily  problems  (R.  Warren 
1977). 

Reducing  social  isolation  cannot  be  achieved  by  expanding  formal  and 
bureaucratic  service  agencies  as  a main  strategy.  Instead,  the  task  of 
strengthening  informal  "helping  networks”  seems  to  be  an  important  step. 

By  strengthening  neighborhood  networks,  we  have  a means  of  (a)  gaining 
a sense  of  control  over  one’s  life,  (b)  reducing  alienation  from  society, 

(c)  gaining  capacity  to  overcome  handicaps  and  frustrations  which  are  common 
to  urban  society. 

Federal  programs  and  those  projects  funded  directly  or  indirectly  by 
government  need  to  use  natural  helping  networks  as  allies  in  the  fight  against 
disease,  poverty,  discrimination,  and  threats  to  the  well-being  of  the  individ- 
ual and  the  family  unit.  This  is  particularly  true  in  urban  areas.  Helping 
networks  can  often  facilitate  the  most  efficient  and  effective  delivery  of 
professional  services  to  all  citizens. 
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APPENDIX  I 

RESOLUTIONS  ADOPTED  BY  DELEGATES 
TO  THE  NATIONAL  WOMEN'S  CONFERENCE 

Held  in  Houston,  Texas 
November  18-21,  1977 

ARTS  AND  HUMANITIES 


The  President  should  take  steps  to  require  that  women: 

• Are  assured  equal  opportunities  for  appointment  to  managerial 
and  upper  level  posts  in  Federally-funded  cultural  institutions, 
such  as  libraries,  museums,  universities  and  public  radio  and  TV. 

• Are  more  equitably  represented  on  grant-awarding  boards,  commis- 
sions, and  panels. 

• Benefit  more  fairly  from  government  grants,  whether  as  individual 
grant  applicants  or  as  members  of  cultural  institutions  receiving 
Federal  or  State  funding. 

Judging  agencies  and  review  boards  should  use  blind  judging  for  musicians,  in- 
cluding singers,  in  appraising  them  for  employment,  awards,  and  fellowship  as 
well  as  for  all  articles  and  papers  being  considered  for  publication  or  de- 
livery and  for  all  exhibits  and  grant  applications,  wherever  possible. 


BATTERED  WOMEN 

The  President  and  Congress  should  declare  the  elimination  of  violence  in  the 
home  to  be  a national  goal.  To  help  achieve  this.  Congress  should  establish 
a national  clearinghouse  for  information  and  technical  and  financial  assist- 
ance to  locally  controlled  public  and  private  nonprofit  organizations  provid- 
ing emergency  shelter  and  other  support  services  for  battered  women  and  their 
children.  The  clearinghouse  should  also  conduct  a continuing  mass  media  cam- 
paign to  educate  the  public  about  the  problem  of  violence  and  the  available 
remedies  and  resources. 

Local  and  State  governments,  law  enforcement  agencies  and  social  welfare  agen- 
cies should  provide  training  programs  on  the  problem  of  wife  battering,  crisis 
intervention  techniques,  and  the  need  for  prompt  and  effective  enforcement  of 
laws  that  protect  the  rights  of  battered  women. 

State  legislatures  should  enact  laws  to  expand  legal  protection  and  provide 
funds  for  shelters  for  battered  women  and  their  children;  remove  interspousal 
tort  immunity  in  order  to  permit  assaulted  spouses  to  sue  their  assailants  for 
civil  damages;  and  provide  full  legal  services  for  victims  of  abuse. 
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Programs  for  battered  women  should  be  sensitive  to  the  bilingual  and  multi- 
cultural needs  of  ethnic  and  minority  women. 

BUSINESS 

The  President  should  issue  an  Executive  Order  establishing  as  national  policy: 

• The  full  integration  of  women  entrepreneurs  in  government-wide  busi- 
ness-related and  procurement  activities,  including  a directive  to  all 
government  agencies  to  assess  the  impact  of  these  activities  on  women 
business  owners. 

• The  development  of  outreach  and  action  programs  to  bring  about  the 
full  integration  of  women  entrepreneurs  into  business-related  govern- 
ment activities  and  procurement. 

• The  development  of  evaluation  and  monitoring  programs  to  assess  prog- 
ress periodically  and  to  develop  new  programs. 

The  President  should  amend  Executive  Order  11625  of  October  13,  1971  to  add 
women  to  its  coverage  and  to  programs  administered  by  the  Office  of  Minority 
Business  Enterprise. 

The  President  should  direct  the  Small  Business  Administration  (SBA)  to  add 
women  to  the  definition  of  socially  or  economically  disadvantaged  groups  as 
published  in  the  Code  of  Federal  Regulations  and  take  all  steps  necessary  to 
include  women  in  all  the  services  and  activities  of  the  SBA.  These  steps 
should  include  community  education  projects  to  encourage  women  to  participate 
in  SBA  programs,  particularly  minority  women,  including  Blacks,  Hispanic  Ameri- 
cans, Asian  Americans  and  Native  Americans. 

The  President  should  direct  all  contracting  agencies  to  increase  the  percentage 
of  the  annual  dollar  amount  of  procurement  contracts  awarded  to  women-owned 
businesses  and  to  maintain  records  by  sex  and  race  or  ethnicity  for  monitoring 
and  evaluation. 

The  President  should  direct  the  General  Services  Administration  to  amend,  so 
as  to  include  women,  the  Federal  Procurement  Regulations  requiring  that  all 
firms  holding  government  contracts  exceeding  $5,000  insure  that  "minority 
business  enterprises  have  the  maximum  practicable  opportunity  to  participate 
in  the  performance  of  Government  contracts." 

The  President  should  direct  the  Department  of  Labor,  Office  of  Federal  Contract 
Compliance  Programs  to  assure  that  compliance  officers  monitor  the  awards  of 
subcontracts  in  order  to  assure  that  women-owned  businesses  are  equitably 
treated. 


CHILD  ABUSE 

The  President  and  Congress  should  provide  continued  funding  and  support  for  the 
prevention  and  treatment  of  abused  children  and  their  parents  under  the  Child 
Abuse  Prevention  and  Treatment  Act  of  1974. 
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States  should  set  up  child  abuse  prevention,  reporting,  counseling  and  inter- 
vention programs  or  strengthen  such  programs  as  they  already  have.  Child  abuse 
is  defined,  for  this  purpose,  as  pornographic  exploitation  of  children,  sexual 
abuse,  battering,  and  neglect. 

Programs  should: 

• provide  protective  services  on  a 24-hour  basis; 

• counsel  both  victim  and  abuser; 

• create  public  awareness  in  schools  and  in  communities  by  teaching  how 
to  identify  and  prevent  the  problems; 

• encourage  complete  reporting  and  accurate  data  collection;  and 

• provide  for  prompt,  sensitive  attention  by  police,  courts,  and  social 
services . 


CHILD  CARE 

The  Federal  government  should  assume  a major  role  in  directing  and  providing 
comprehensive,  voluntary,  flexible  hour,  bias-free,  non-sexist,  quality  child 
care  and  developmental  programs,  including  child  care  facilities  for  Federal 
employees,  and  should  request  and  support  adequate  legislation  and  funding  for 
these  programs. 

Federally  funded  child  care  and  developmental  programs  should  have  low-cost, 
ability-to-pay  fee  schedules  that  make  these  services  accessible  to  all  who 
need  them,  regardless  of  income,  and  should  provide  for  parent  participation 
in  their  operation. 

Legislation  should  make  special  provision  for  child  care  facilities  for  rural 
and  migrant  worker  families. 

Labor  and  management  should  be  encouraged  to  negotiate  child  care  programs  in 
their  collective  bargaining  agreements. 

Education  for  parenthood  programs  should  be  improved  and  expanded  by  local  and 
State  school  boards,  with  technical  assistance  and  experimental  programs  pro- 
vided by  the  Federal  government. 

City,  county  and/or  State  networks  should  be  established  to  provide  parents 
with  hotline  consumer  information  on  child  care,  referrals,  and  follow-up 
evaluations  of  all  listed  care  givers. 

CREDIT 

The  Federal  Equal  Credit  Opportunity  Act  of  1974  should  be  vigorously,  effi- 
ciently and  expeditiously  enforced  by  all  the  Federal  agencies  with  enforcement 
responsibility. 
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The  Federal  Reserve  Board  should  conduct  a nationwide  educational  campaign 
to  inform  women  of  their  rights  under  the  law. 

I 

I 

DISABLED  WOMEN 

The  President,  Congress,  and  State  and  local  governments  should  rigorously 
enforce  all  current  legislation  that  affects  the  lives  of  disabled  women. 

The  President,  Congress,  and  Administration  should  expeditiously  implement 
the  recommendations  of  the  White  House  Conference  on  Handicapped  Individuals 
and  develop  comprehensive  programs  for  that  purpose. 

Disabled  women  should  have  access  to  education,  training  and  employment  based 
on  their  needs  and  interests  rather  than  on  the  preconceived  notions  of  others. 

The  Federal  government  should  enact  legislation  which  will  provide  higher  in- 
come levels  so  that  disabled  women  can  afford  to  live  independently  and  at  a 
decent  standard  of  living.  The  disabled  woman  must  have  the  right  to  deter- 
mine for  herself  whether  she  will  live  in  or  out  of  an  institutional  setting. 
Funds  and  services  should  be  available  to  make  independent  living  a reality. 

i Congress  should  appropriate  sufficient  funds  to  insure  the  development  of 
service  programs  controlled  by  disabled  people. 

Disabled  women  should  have  the  right  to  have  and  keep  their  children  and 
have  equal  rights  to  adoption  and  foster  care. 

The  Congress  should  mandate  health  training  and  research  programs  focused 
I on  the  health  needs  of  the  disabled. 

Information  developed  by  disabled  women  should  be  disseminated  to  medical 
professionals  and  women  so  that  all  women  can  make  decisions  about  children 
based  on  knowledge  rather  than  fear. 

National  health  care  legislation  must  provide  for  the  unique  requirements  of 
disabled  women  without  reference  to  income. 

The  Congress  should  enact  legislation  to  remove  all  work  disincentives  for 
all  disabled  individuals  who  wish  paid  employment. 

; The  President  and  the  Congress  should  work  closely  with  disabled  individuals 
^ in  the  development  of  the  welfare  reform  act  and  all  other  legislation  con- 
i earning  disabled  persons. 

i Medicaid  and  Medicare  should  cover  all  the  medical  services  and  supplies  that 
are  needed  by  disabled  women. 

The  President  and  Congress  should  encourage  all  States  to  utilize  Title  20 
funds  for  the  provision  of  attendant  care  and  other  such  service  for  disabled 
' women . 
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The  President  and  Congress  should  enact  legislation  to  include  disabled 
women  under  the  1964  Civil  Rights  Act  and  afford  them  judicial  remedy. 

The  President  and  Congress  and  International  Women’s  Year  must  recognize  the 
additional  discrimination  disabled  women  face  when  they  are  members  of  racial, 
ethnic  and  sexual  minority  groups  and  appropriate  steps  must  be  taken  to  pro- 
tect their  rights. 

In  the  passage  of  the  National  Plan  of  Action,  the  word  "Woman"  should  be 
defined  as  including  all  women  with  disabilities.  The  term  "bilingual" 
should  be  defined  as  including  sign  language  and  interpreter  for  the  deaf. 

The  term  "barriers"  against  women  and  "access"  should  be  defined  as  includ- 
ing architectural  barriers  and  communication  barriers. 

Congress  and  the  President  should  support  U.S.  participation  in  and  funding 
for  the  International  Year  of  the  Handicapped  as  proclaimed  by  the  United 
Nations  for  1981. 


EDUCATION 

The  President  should  direct  the  vigorous  and  expeditious  enforcement  of  all 
laws  prohibiting  discrimination  at  all  levels  of  education  and  oppose  any 
amendments  or  revisions  that  would  weaken  these  laws  and  regulations. 

Enforcement  should  apply  to  elementary,  primary,  secondary,  post-secondary, 
graduate,  vocational  and  technical  schools,  including  sports  and  other  pro- 
grams and  granting  of  scholarships  and  fellowships. 

Federal  surveys  of  elementary  and  secondary  schools  should  gather  data  needed 
to  indicate  compliance  with  Federal  anti-discrimination  laws,  and  these  data 
should  be  collected  by  sex  as  well  as  race  or  ethnicity.  The  Civil  Rights 
Commission  should  conduct  a study  to  evaluate  the  enforcement  of  laws  prohib- 
iting sex  discrimination  in  physical  education  and  athletics,  and  to  consider 
the  usefulness  and  feasibility  of  per  capita  expenditure  in  physical  education 
and  athletics  as  a measure  of  equal  opportunity. 

Leadership  programs  for  working  women  in  post-secondary  schools  should  be  up- 
graded and  expanded,  and  private  foundations  are  urged  to  give  special  atten- 
tion to  research  on  women  in  unions. 

Bilingual  vocational  training,  educational  and  cultural  programs  should  be 
extended  and  significantly  expanded,  with  particular  attention  to  the  needs 
of  Hispanic  Americans,  Native  Americans,  Asian  Americans  and  other  minority 
women . 

State  school  systems  should  move  against  sex  and  race  stereotyping  through 
appropriate  action,  including: 

• Review  of  books  and  curriculum. 
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• The  integration  into  the  curriculum  of  programs  of  study  that  restore 
to  women  their  history  and  their  achievements  and  give  them  the  knowl- 
edge and  methods  to  reinterpret  their  life  experiences. 

• Pre-service  and  in-service  training  of  teachers  and  administrators. 

• Non-sexist  and  non-racist  counseling  at  every  level  of  education, 
with  encouragement  of  women  to  increase  their  range  of  options  and 
choices  to  include  both  non-traditional  and  traditional  occupations 
and  to  increase  understanding  of  women's  rights  and  status  in  vari- 
ous occupations. 

i 

j 

ELECTIVE  AND  APPOINTIVE  OFFICE 

The  President,  Governors,  political  parties,  women's  organizations  and  foun- 
dations should  join  in  an  effort  to  increase  the  number  of  women  in  office, 
including  judgeships  and  policy-making  positions,  and  women  should  seek  elec- 
I tive  and  appointive  office  in  larger  numbers  than  at  present  on  the  Federal, 

! State  and  local  level. 

The  President  and,  where  applicable.  Governors  should  significantly  increase 
the  numbers  of  women  appointed  as  judges,  particularly  to  appellate  courts 
and  supreme  courts. 

Governors  should  set  as  a goal  for  1980  a significant  increase  and,  by  1985, 
equal  membership  of  men  and  women  serving  on  all  State  boards  and  commissions. 
Concerted  efforts  should  be  directed  toward  appointing  women  to  the  majority 
of  State  boards  and  commissions  which  have  no  women  members. 

Political  parties  should  encourage  and  recruit  women  to  run  for  office  and 
adopt  written  plans  to  assure  equal  representation  of  women  in  all  party 
activities,  from  the  precinct  to  the  national  level,  with  special  emphasis  on 
equal  representation  on  the  delegations  to  all  party  conventions. 

The  national  parties  should  create  affirmative  action  offices  for  women. 
Women's  caucuses  and  other  women's  organizations  within  the  party  should  par- 
ticipate in  the  selection  of  its  personnel  and  in  the  design  of  its  program, 
which  should  include  greatly  improved  financial  assistance  for  female  dele- 
gates and  candidates. 


EMPLOYMENT 

The  President  and  Congress  should  support  a policy  of  full  employment  so  that 
all  women  who  are  able  and  willing  to  work  may  do  so. 

The  President  should  direct  the  vigorous  and  expeditious  enforcement  of  all 
laws,  executive  orders  and  regulations  prohibiting  discrimination  in  employ- 
ment, including  discrimination  in  apprenticeship  and  construction. 

The  Equal  Employment  Opportunity  Commission  should  receive  the  necessary  fund- 
ing and  staff  to  process  complaints  and  to  carry  out  its  duties  speedily  and 
effectively. 
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All  enforcement  agencies  should  follow  the  guidelines  of  the  EEOC,  which 
should  be  expanded  to  cover  discrimination  in  job  evaluation  systems.  These 
systems  should  be  examined  with  the  aim  of  eliminating  biases  that  attach  a 
low  wage  rate  to  "traditional"  women’s  jobs.  Federal  legislation  to  provide 
equal  pay  to  work  for  equal  value  should  be  enacted. 

Repeal  the  last  sentence  of  Sec.  703(h)  of  Title  VII,  Civil  Rights  Act  (1964) 
which  limits  enforcement  of  that  law  by  incorporating  the  more  restrictive 
standards  of  the  Equal  Pay  Act. 

As  the  largest  single  employer  of  women  in  the  nation,  the  President  should 
require  all  Federal  agencies  to  establish  goals  and  timetables  which  require 
equitable  representation  of  women  at  all  management  levels,  and  appropriate 
sanctions  should  be  levied  against  heads  of  agencies  that  fail  to  demonstrate 
a "good  faith"  effort  in  achieving  these  goals  and  timetables. 

The  Civil  Service  Commission  should  require  all  Federal  agencies  to  establish 
developmental  and  other  programs  in  consonance  with  upward  mobility  and  merit 
promotion  principles  to  facilitate  the  movement  of  women  from  clerical  to  tech- 
nical and  professional  series,  and  make  all  Federal  women  employees  in  Grades 
(GS)  11  through  15  eligible  for  managerial  positions. 

Agencies  and  organizations  responsible  for  apprenticeship  programs  should  be 
required  to  establish  affirmative  action  goals  and  timetables  for  women  of 
all  racial  and  ethnic  origins  to  enter  into  "non-traditional"  training  programs. 

Federal  laws  prohibiting  discrimination  in  employment  should  be  extended  to 
include  the  legislative  branch  of  the  Federal  government. 

In  addition  to  the  Federal  government.  State  and  local  governments,  public 
and  private  institutions,  business,  industry  and  unions  should  be  encouraged 
to  develop  training  programs  for  the  employment  and  promotion  of  women  in 
policy-level  positions  and  professional,  managerial  and  technical  jobs. 

Special  attention  should  be  given  to  the  employment  needs  of  minority  women, 
especially  Blacks,  Hispanics,  Asian  Americans  and  Native  Americans,  including 
their  placement  in  managerial,  professional,  technical  and  white  collar  jobs. 
English-language  training  and  employment  programs  should  be  developed  to  meet 
the  needs  of  working  women  whose  primary  language  is  not  English. 

The  Congress  should  amend  the  Veteran  Preference  Act  of  1944  (58  Stat.  387, 
Chapter  287,  Title  V,  U.S.  Code)  so  that  veterans  preference  is  used  on  a 
one-time-only  basis  for  initial  employment  and  within  a three-year  period 
after  discharge  from  military  service,  except  for  disabled  veterans.  It  should 
modify  the  "rule  of  three"  so  that  equally  or  better  qualified  non-veterans 
should  not  be  unduly  discriminated  against  in  hiring. 

Title  VII  of  the  1964  Civil  Rights  Act  should  be  amended  to  prohibit  discrim- 
ination on  the  basis  of  pregnancy,  childbirth  or  related  medical  conditions. 

The  President  should  take  into  account  in  appointments  to  the  National  Labor 
Relations  Board  and  in  seeking  amendments  to  the  National  Labor  Relations  Act 
of  1936  the  obstacles  confronting  women  who  seek  to  organize  in  traditionally 
nonunionized  employment  sections. 
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Unions  and  management  should  review  the  impact  on  women  of  all  their  prac- 
tices and  correct  injustices  to  women. 

Enforcement  of  the  Fair  Labor  Standards  Act  and  the  Social  Security  Act  as 
they  apply  to  household  workers  and  enforcement  of  the  minimum  wage  should 
be  improved. 

Federal  and  State  governments  should  promote  Flexitime  jobs,  and  pro-rated 
benefits  should  be  provided  for  part-time  workers. 

All  statistics  collected  by  the  Federal  government  should  be  gathered  and 
analyzed  so  that  information  concerning  the  impact  of  Federal  programs  on 
women  and  the  participation  of  women  in  the  administration  of  Federal  pro- 
grams can  be  assessed. 


EQUAL  RIGHTS  AMENDMENT 

The  Equal  Rights  Amendment  should  be  ratified. 


HEALTH 


Federal  legislation  should  establish  a national  health  security  program.  Pres- 
ent Federal  employees’  health  insurance  policies  and  any  future  national  health 
security  program  should  cover  women  as  individuals. 

Health  insurance  benefits  should  include: 


• preventive  health  services 

• comprehensive  family  planning 

services 

• reproductive  health  care 


• general  medical  care 

• home  and  health  support 

services 

• comprehensive  mental  health 

services 


States  should  license  and  recognize  qualified  midwives  and  nurse  practitioners 
as  independent  health  specialists  and  State  and  Federal  laws  should  require 
health  insurance  providers  to  directly  reimburse  these  health  specialists. 

States  should  enact  a patient’s  bill  of  rights  which  includes  enforceable  pro- 
visions for  informed  consent  and  access  to  and  patient  ownership  of  medical 
records . 


Federal  legislation  should  be  enacted  to  expand  the  authority  of  the  Food  and 
Drug  Administration: 

• to  require  testing  of  all  drugs,  devices  and  cosmetics  by  independent 
sources  other  than  the  manufacturers. 

• to  extend  test  periods  beyond  the  present  grossly  inadequate  one  year 
or  18  months. 
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• to  have  immediate  recall  of  hazardous,  unsafe  or  ineffective  drugs, 
devices  and  cosmetics. 

• to  require  a patient  information  package  insert  with  every  drug  and 
device  marketed.  This  insert  should  include  warnings  about  possible 
risks. 

• to  require  by  law  the  reporting  of  significant  adverse  reactions 
noted  by  physicians  or  by  the  manufacturers  of  drugs,  devices  and 
cosmetics . 

Congress  should  appropriate  funds  for  increased  research  on  safe,  alternative 
forms  of  contraception,  particularly  male  contraception.  Research  to  identify 
the  risks  of  present  forms  of  contraception  and  estrogen-based  drugs  should  be 
given  higher  priority.  Outreach  programs  should  be  established  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  to  identify  and  provide  services  for 
victims  of  hazardous  drug  therapy. 

The  Department  of  Health,  Education,  and  Welfare  should  provide  additional 
funds  for  alcohol  and  drug  abuse  research  and  treatment  centers  designed  to 
meet  the  special  needs  of  women. 

Federal  and  State  government  should  encourage  fair  representation  of  women 
on  all  Federal,  State  and  private  health  policy  and  planning  bodies. 

Congress  should  appropriate  funds  to  establish  and  support  a network  of  com- 

munity-based health  facilities  to  offer  low  cost,  reproductive  health  services. 

The  President  should  appoint  a special  commission  to  conduct  a national  inves- 
tigation of  conditions  in  nursing  homes  and  mental  institutions  and  propose 
standards  of  care. 

Congress  should  appropriate  funds  to  encourage  more  women  to  enter  the  health 

professions  and  Congress  should  allocate  funds  only  to  those  health  professions 

schools  whose  curricula  are  clearly  non-sexist. 

The  Secretary  of  Health,  Education,  and  Welfare  should  undertake  a special 
investigation  of  the  increase  in  surgical  procedures  such  as  hysterectomy. 
Caesarean  section,  mastectomy  and  forced  sterilization. 


HOMEMAKERS 

The  Federal  Government  and  State  legislatures  should  base  their  laws  relating 
to  marital  property,  inheritance,  and  domestic  relations  on  the  principle  that 
marriage  is  a partnership  in  which  the  contribution  of  each  spouse  is  of  equal 
importance  and  value. 

The  President  and  Congress  should  support  a practical  plan  of  covering  home- 
makers in  their  own  right  under  social  security  and  facilitate  its  enactment. 

Alimony,  child  support,  and  property  arrangements  at  divorce  should  be  such 
that  minor  children’s  needs  are  first  to  be  met  and  spouses  share  the  economic 
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dislocation  of  divorce.  As  a minimum  every  State  should  enact  the  economic 
provisions  of  the  Uniform  Marriage  and  Divorce  Act  proposed  by  the  Commis- 
sioners on  Uniform  State  Laws  and  endorsed  by  the  American  Bar  Association. 

Loss  of  pension  rights  because  of  divorce  should  be  considered  in  property 
divisions.  More  effective  methods  for  collection  of  support  should  be  adopted. 

The  Census  Bureau  should  collect  data  on  the  economic  arrangements  at  divorce 
and  their  enforcement,  with  a large  enough  sample  to  analyze  the  data  by  State. 

The  Federal  and  State  Governments  should  help  homemakers  displaced  by  widow- 
hood, divorce,  or  desertion  to  become  self-sufficient  members  of  society 
through  programs  providing  counseling,  training  and  placement  and  counseling 
on  business  opportunities;  advice  on  financial  management;  and  legal  advice. 


INSURANCE 

State  legislatures  and  State  insurance  commissioners  should  adopt  the  Model 
Regulation  to  Eliminate  Unfair  Sex  Discrimination  of  the  National  Association 
of  Insurance  Commissioners.  The  Regulation  should  be  amended  and  adopted  to 
include  prohibition  of  the  following  practices: 

• denial  of  coverage  for  pregnancy  and  pregnancy-related  expenses 
for  all  comprehensive  medical/hospital  care. 

• denial  of  group  disability  coverage  for  normal  pregnancy  and 
complications  of  pregnancy. 

• denial  of  health  insurance  coverage  to  newborns  from  birth. 

• requiring  dependents  who  convert  from  spouses’  contracts  to  their 
own  to  pay  increased  premiums  for  the  same  coverage  or  be  forced 
to  insure  for  lower  coverage. 

• denial  of  coverage  to  women  with  children  born  out  of  wedlock  and 
denying  eligibility  of  benefits  to  such  children. 

• using  sex-based  acturial  and  mortality  tables  in  rate  and  benefit 
computation. 


INTERNATIONAL  AFFAIRS 


Women  and  Foreign  Policy 

The  President  and  the  Executive  Agencies  of  the  government  dealing  with  foreign 
affairs  (Departments  of  State  and  Defense,  USIA,  AID  and  others)  should  see  to 
it  that  many  more  women,  of  all  racial  and  ethnic  backgrounds,  participate  in 
the  formulation  and  execution  of  all  aspects  of  United  States  foreign  policy. 
Efforts  should  be  intensified  to  appoint  more  women  as  Ambassadors  and  to  all 
U.S.  Delegations  to  international  conferences  and  missions  to  the  United  Nations. 
Women  in  citizen  voluntary  organizations  concerned  with  international  affairs 
should  be  consulted  more  in  the  formulation  of  policy  and  procedures. 
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The  foreign  affairs  agencies  should  increase  with  all  possible  speed  the  num- 
ber of  women  at  all  grade  levels  within  the  agencies,  and  a special  assistant 
to  the  Secretary  of  State  should  be  appointed  to  coordinate  a program  to  in- 
crease women’s  participation  in  foreign  policy  and  to  assume  responsibility 
for  U.S.  participation  in  and  the  funding  of  the  UN  Decade  for  Women.  All 
concerned  agencies  of  the  Executive  Branch  should  strive  to  appoint  women  on 
an  equal  basis  with  men  to  represent  the  U.S.  on  all  executive  boards  and 
governing  bodies  of  international  organizations  and  on  the  UN  functional  com- 
missions. A permanent  committee  composed  of  government  officials  and  private 
members,  the  majority  of  them  women,  should  be  appointed  to  advise  the  State 
Department  on  the  selection  of  women  candidates  for  positions  on  U.S.  dele- 
gations, on  governing  bodies  of  international  agencies,  and  in  the  UN  system. 

U.N.  Commission  on  the  Status  of  Women 

The  U.S.  Government  should  work  actively  for  the  retention  and  adequate  fund- 
ing of  the  U.N.  Commission  on  the  Status  of  Women,  and  it  should  recommend 
that  the  Commission  meet  annually  rather  than  biennially. 

Women  in  Development 


The  U.S.  Agency  for  International  Development  and  similar  assistance  agencies 
should  give  high  priority  to  the  implementation  of  existing  U.S.  legislation 
and  policies  designed  to  promote  the  integration  of  women  into  the  development 
plans  for  their  respective  countries.  They  should  also  continue  to  study  the 
impact  on  women  in  the  developing  world  of  U.S.  government  aid  and  commercial 
development  programs  over  which  government  has  any  regulatory  powers.  These 
agencies  should  actively  promote  the  involvement  of  these  women  in  determining 
their  own  needs  and  priorities  in  programs  intended  for  their  benefit. 


Human  Rights  Treaties  and  International  Conventions  on  Women 

In  pressing  for  respect  for  human  rights,  the  President  and  the  Congress  should 
note  the  special  situation  of  women  victims  of  oppression,  political  imprison- 
ment and  torture.  They  should  also  intensify  efforts  for  ratification  and  com- 
pliance with  international  human  rights  treaties  and  conventions  to  which  the 
United  States  is  signatory,  specifically  including  those  on  women’s  rights. 


Peace  and  Disarmament 

The  President  and  the  Congress  should  intensify  efforts  to: 

(a)  build,  in  cooperation  with  other  nations,  an  international  frame- 
work within  which  serious  disarmament  negotiations  can  occur; 

(b)  reduce  military  spending  and  foreign  military  sales,  convert  exces- 
sive weapons  manufacturing  capacity  to  production  for  meeting 
human  needs; 
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(c)  support  peace  education  in  schools  and  advanced  study  in  the  fields 
of  conflict  resolution  and  peace  keeping. 

To  this  end  the  United  States  should  take  the  lead  in  urging  all  nuclear  powers 
to  start  phasing  out  their  nuclear  arsenals  rather  than  escalating  weapons  de- 
velopment and  deployment,  and  should  develop  initiatives  to  advance  the  cause 
of  world  peace. 

International  Education  and  Communication 

Government  agencies,  media,  schools,  and  citizen  organizations  should  be  en- 
couraged to  promote  programs  of  international  education  and  communication  em- 
phasizing women’s  present  and  potential  contribution,  particularly  in  develop- 
ing countries,  to  economic  and  social  well-being.  Improved  methods  should  be 
devised  for  collection  and  dissemination  of  this  needed  information  in  order 
to  make  adequate  data  available  to  policy  makers  and  the  public. 


International  Women’s  Decade 

The  U.S.  should  give  vigorous  support  to  the  goals  of  the  UN  Decade  for  Women: 
Equality,  Development  and  Peace  in  the  General  Assembly  and  other  international 
meetings;  should  give  financial  support  to  Decade  activities  and  should  partic- 
ipate fully  in  the  1980  mid-Decade  World  Conference  to  review  progress  toward 
targets  set  in  the  World  Plan  of  Action  adopted  unanimously  by  the  World  Con- 
ference on  International  Women’s  Year,  1975. 


MEDIA 

The  media  should  employ  women  in  all  job  categories  and  especially  in  policy- 
making positions.  They  should  adopt  and  distribute  the  IWY  media  guidelines 
throughout  their  respective  industries.  They  should  make  affirmative  efforts 
to  expand  the  portrayal  of  women  to  include  a variety  of  roles  and  to  represent 
accurately  the  numbers  and  lifestyles  of  women  in  society.  Training  opportu- 
nities should  be  expanded  so  that  more  women  can  move  into  all  jobs  in  the 
communications  industries,  particularly  into  technical  jobs. 

Appropriate  Federal  and  State  agencies,  including  the  Federal  Communications 
Commission,  U.S.  Commission  on  Civil  Rights,  Department  of  Health,  Education, 
and  Welfare,  Department  of  Justice,  and  State  civil  rights  commissions  should 
vigorously  enforce  laws  which  prohibit  employment  discrimination  against  women 
working  in  the  mass  media.  These  agencies  should  continue  studying  the  impact 
of  the  mass  media  on  sex  discrimination  and  sex-role  stereotyping  in  American 
society. 

Special  consideration  should  be  given  to  media  which  are  publicly  funded  or 
established  through  acts  of  Congress.  Particularly,  public  broadcasting  should 
assume  a special  responsibility  to  integrate  women  in  employment  and  programming. 

Women’s  groups  and  advocacy  groups  should  continue  to  develop  programs  to  moni- 
tor the  mass  media  and  take  appropriate  action  to  improve  the  image  and 
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employment  of  women  in  the  communications  industries.  They  should  join  the 
campaign  to  de-emphasize  the  exploitation  of  female  bodies  and  the  use  of 
violence  against  women  in  the  mass  media. 


MINORITY  WOMEN 

Minority  women  share  with  all  women  the  experience  of  sexism  as  a barrier  to 
their  full  rights  of  citizenship.  Every  recommendation  in  this  Plan  of  Action 
shall  be  understood  as  applying  euqally  and  fully  to  minority  women. 

But  institutionalized  bias  based  on  race,  language,  culture  and/or  ethnic 
origin  or  governance  of  territories  or  localities  have  led  to  the  additional 
oppression  and  exclusion  of  minority  women  and  to  the  conditions  of  poverty 
from  which  they  disproportionately  suffer. 

Therefore,  every  level  of  government  action  should  recognize  and  remedy  this 
double-discrimination  and  ensure  the  right  of  each  individual  to  self- 
determination. 

Legislation,  the  enforcement  of  existing  laws  and  all  levels  of  government 
action  should  be  directed  especially  toward  such  problem  areas  as  involuntary 
sterilization;  monolingual  education  and  services;  high  infant  and  maternal 
mortality  rates,  bias  toward  minority  women’s  children;  confinement  to  low 
level  jobs;  confinement  to  poor,  ghettoized  housing;  culturally  biased  edu- 
cational, psychological  and  employment  testing  (for  instance,  civil  service); 
failure  to  enforce  affirmative  action  and  special  admission  programs;  com- 
bined sex  and  race  bias  in  insurance;  and  failure  to  gather  statistical  data 
based  on  both  sex  and  race  so  that  the  needs  and  conditions  of  minority  women 
may  be  accurately  understood. 

Minority  women  also  suffer  from  government  failure  to  recognize  and  remedy 
problems  of  our  racial  and  cultural  groups.  For  instance: 

American  Indian  and  Alaskan  Native  Women: 

- American  Indian/Alaska  Native  women  have  a relationship  to  Earth  Mother  and 
the  Great  Spirit  as  well  as  a heritage  based  on  the  sovereignty  of  Indian 
peoples.  The  Federal  government  should  guarantee  tribal  rights,  tribal  sov- 
ereignty, honor  existing  treaties  and  congressional  acts,  protect  hunting, 
fishing,  and  whaling  rights,  protect  trust  status,  and  permanently  remove 
the  threat  of  termination. 

Congress  should  extend  the  Indian  Education  Act  of  1972,  maintain  base  funding 
of  education  instead  of  replacing  it  with  supplemental  funding,  provide  ade- 
quate care  through  the  Indian  Health  Service,  forbid  the  systematic  removal  of 
children  from  their  families  and  communities,  and  assure  full  participation 
in  all  Federally-funded  programs. 

Asian/Pacific  American  Women: 

- Asian/Pacific  American  Women  are  wrongly  thought  to  be  part  of  a "model 
minority"  with  few  problems.  This  obscures  our  vulnerability  due  to  language 
and  culture  barriers,  sweatshop  work  conditions  with  high  health  hazards,  the 
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particular  problems  of  wives  of  U.S.  servicemen,  lack  of  access  to  accredita- 
tion and  licensing  because  of  immigrant  status,  and  to  many  Federally-funded 
services . 

Hispanic  Women: 

Deportation  of  mothers  of  American  born  children  must  be  stopped  and  legis- 
lation enacted  for  parents  to  remain  with  their  children;  citizenship  provi- 
sions should  be  facilitated. 

Legislation  under  the  National  Labor  Relations  Act  should  be  enacted  to  pro- 
vide migrant  farm  working  women,  the  Federal  minimum  wage  rate,  collective 
bargaining  rights,  adequate  housing,  and  bilingual-bicultural  social  services 
delivery. 

Classification  of  existing  Hispanic  American  media  as  "Foreign  Press"  must  be 
stopped  to  ensure  equal  access  to  major  national  events. 

Additionally,  the  Federal  Communications  Commission  must  provide  equal  oppor- 
tunity to  Hispanic  people  for  acquisition  of  media  facilities  (radio  and  tele- 
vision) , for  training  and  hiring  in  order  to  provide  Spanish  language  pro- 
gramming to  this  major  group. 

Puerto  Rican  Women: 

Puerto  Rican  women  emphasize  that  they  are  citizens  of  the  United  States  and 
wish  to  be  recognized  and  treated  as  equals. 

Black  Women; 

The  President  and  the  Congress  should  provide  for  full  quality  education,  in- 
cluding these  special  admission  programs  and  for  the  full  implementation  and 
enforcement  at  all  levels  of  education. 

The  President  and  the  Congress  should  immediately  address  the  crisis  of  unem- 
ployment which  impacts  the  Black  community  and  results  in  Black  teenage  women 
having  the  highest  rate  of  unemployment. 

The  Congress  should  establish  a national  program  for  the  placement  of  "child- 
ren in  need  of  parents,"  preferably  in  a family  environment  where  the  status 
of  said  children  is  affected  by  reason  of  racial  or  ethnic  origin. 

The  President  and  the  Congress  should  assure  Federally  assisted  housing  to 
meet  the  critical  need  of  Black  women,  especially  of  low  and  moderate  income, 
should  direct  the  vigorous  enforcement  of  all  fair  housing  laws,  and  provide 
the  allocation  of  resources  necessary  to  accomplish  this  housing  goal. 

The  President,  Congress  and  all  Federal  agencies  should  utilize  fully  in  all 
deliberations  and  planning  processes,  the  Black  Women’s  Plan  of  Action  which 
clearly  reflects  and  delineates  other  major  concerns  of  Black  Women. 
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OFFENDERS 

States  should  review  and  reform  their  sentencing  laws  and  their  practices  to 
eliminate  discrimination  that  affects  the  treatment  of  women  in  penal  facili- 
ties. Particular  attention  should  be  paid  to  the  needs  of  poor  and  minority 
women . 

States  should  reform  their  practices  where  needed,  to  provide  legal  counseling 
and  referral  services;  improved  health  services  emphasizing  dignity  in  treat- 
ment for  women  in  institutions;  and  protection  of  women  prisoners  from  sexual 
abuse  by  male  and  female  inmates  and  by  correctional  personnel. 

Corrections  Boards  must  provide  improved  educational  and  vocational  training 
in  a non-stereotyped  range  of  skills  that  pay  enough  for  an  ex-offender  to 
support  her  family. 

Law  enforcement  agencies,  courts,  and  correctional  programs  must  give  special 
attention  to  the  needs  of  children  with  mothers  under  arrest,  on  trial,  or  in 
prison. 

States  must  increase  efforts  to  divert  women  offenders  to  community-based 
treatment  facilities  such  as  residential  and  non-residential  halfway  houses, 
work  releases,  or  group  homes  as  close  to  the  offender’s  family  as  possible. 

Disparities  in  the  treatment  of  male  and  female  juvenile  offenders  must  be 
eliminated;  status  offenses  must  be  removed  from  jurisdiction  of  juvenile 
courts;  and  States  are  urged  to  establish  more  youth  bureaus,  crisis  centers 
and  diversion  agencies  to  receive  female  juveniles  detailed  for  promiscuous 
conduct,  for  running  away,  or  because  of  family  or  school  problems. 

OLDER  WOMEN 

The  Federal  and  State  governments,  public  and  private  women's  organizations 
and  social  welfare  groups  should  support  efforts  to  provide  social  and  health 
services  that  will  enable  the  older  woman  to  live  with  dignity  and  security. 
These  services  should  include  but  not  be  limited  to: 

- Innovative  housing  which  creates  as  nearly  as  possible  an  environment 
that  affords  security  and  comfort. 

- Home  health  and  social  services,  including  visiting  nurse  services, 
homemakers  services,  meals-on-wheels  and  other  protective  services 
that  will  offer  older  women  alternatives  to  institutional  care,  keep- 
ing them  in  familiar  surroundings  as  long  as  possible. 

- Prevention  as  well  as  remedial  health  care  services. 

- Public  transportation  in  both  urban  and  rural  areas  for  otherwise 
housebound  women. 
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- Continuing  education  in  order  to  insure  that  the  older  woman  will  be 
an  informed  and  intelligent  user  of  the  power  which  will  be  hers  by 
virtue  of  the  increase  of  her  numbers. 

- Immediate  inclusion  of  geriatric  education  in  the  curriculum  and 
training  of  all  medical  personnel  in  order  that  the  elderly  will  re- 
ceive optimum  medical  attention.  This  applies  particularly  to  nursing 
home  staff. 

- Bilingual  and  bicultural  programs,  including  health  services,  recreation 
and  other  programs  to  support  elderly  women  of  limited  English 
speaking  ability. 

- Elimination  of  present  inequities  in  social  security  benefits. 

- Recognition  of  the  economic  value  of  homemaking  in  the  social  security 
benefits. 

- Passage  of  the  Displaced  Homemakers  bill. 

- Expansion  of  coverage  for  medical  and  health  care  costs. 

- Older  women  should  be  included  as  active  participants  in  all  kinds  of 
policy-making  positions  at  every  level  of  government. 

- The  image  of  the  older  woman  is  changing  and  there  should  be  wide 
publicity  focused  on  this.  The  effective  use  of  media  is  essential 
to  furnishing  information  to  the  older  woman  so  as  to  insure  her  in- 
formed participation  in  the  decision-making  process  which  continuously 
affects  the  quality  of  her  life  and  the  life  of  her  community. 


RAPE 

Federal,  State  and  local  governments  should  revise  their  criminal  codes  and 
case  law  dealing  with  rape  and  related  offenses  to  provide  for  graduated  de- 
grees of  the  crime  with  graduated  penalties  depending  on  the  amount  of  force 
or  coercion  occurring  with  the  activity;  to  apply  to  assault  by  or  upon  both 
sexes,  including  spouses  as  victims;  to  include  all  types  of  sexual  assault 
against  adults,  including  oral  and  anal  contact  and  use  of  objects;  to  enlarge 
beyond  traditional  common  law  concepts  the  circumstances  under  which  the  act 
will  be  considered  to  have  occurred  without  the  victim’s  consent;  to  specify 
that  the  past  sexual  conduct  of  the  victim  cannot  be  introduced  into  evidence; 
to  require  no  more  corroborative  evidence  than  is  required  in  the  prosecution 
of  any  other  type  of  violent  assault,  and  to  prohibit  the  Hale  instruction 
where  it  has  been  required  by  law  or  is  customary. 

Local  task  forces  to  review  and  reform  rape  law  and  practices  of  police, 
prosecutors,  and  medical  personnel  should  be  established  where  they  do  not 
now  exist.  Such  task  forces  should  also  mobilize  public  support  for  change. 
Rape  crisis  centers  should  be  established  (with  Federal  and  State  funding) 
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for  the  support  of  victims  and  the  confidentiality  of  their  records  should 
be  assured.  Bilingual  and  bicultural  information  resources  should  be  made 
available  where  necessary. 

Federal  and  State  funds  should  be  appropriated  for  educational  programs  in 
the  public  school  system  and  the  community,  including  rape  prevention  and 
self-defense  programs. 

The  National  Center  for  the  Prevention  and  Control  of  Rape  within  the  National 
Institute  of  Mental  Health  should  he  given  permanent  funding  for  operational 
costs,  for  staff  positions,  research  and  demonstration  programs  and  for  a 
clearinghouse  on  sexual  assault  information  and  educational  material  with 
regard  to  prevention,  treatment  of  victims  and  rehabilitation  of  offenders. 

In  addition,  rape  centers  should  be  consulted  by  NIMH  in  the  setting  of  pri- 
orities and  allocation  of  funds.  The  National  Center  should  be  continued  in 
order  to  insure  community  involvement  and  the  composition  of  the  committee 
should  be  reviewed  to  assure  minority  representation  and  a majority  of  women. 

State  legislatures  should  expand  existing  victim  compensation  for  the  cost 
of  medical,  surgical,  and  hospital  expenses;  evidentiary  examinations;  coun- 
seling; emergency  funds  for  housing;  etc.,  and  compensation  for  pregnancy 
and  pain  and  suffering. 


REPRODUCTIVE  FREEDOM 

We  support  the  U.S.  Supreme  Court  decisions  which  guarantee  reproductive 
freedom  to  women. 

We  urge  all  branches  of  Federal,  State  and  local  governments  to  give  the 
highest  priority  to  complying  with  these  Supreme  Court  decisions  and  to  making 
available  all  methods  of  family  planning  to  women  unable  to  take  advantage  of 
private  facilities. 

We  oppose  the  exclusion  of  abortion  or  childbirth  and  pregnancy-related  care 
from  Federal,  State  or  local  funding  of  medical  services  or  from  privately 
financed  medical  services. 

We  urge  organizations  concerned  with  improving  the  status  of  women  to  monitor 
how  government  complies  with  these  principles. 

We  oppose  involuntary  sterilization  and  urge  strict  compliance  by  all  doctors, 
medical  and  family  planning  facilities  with  the  Department  of  Health,  Education, 
and  Welfare’s  minimum  April  1974  regulations  requiring  that  consent  to  sterili- 
zation be  truly  voluntary,  informed  and  competent.  Spousal  consent  should  not 
be  a requirement  upon  which  sterilization  procedures  are  contingent.  If  the 
patient  does  not  speak  English,  appropriate  staff  must  be  found  to  explain 
the  procedures  and  HEW  regulations  in  the  primary  language  of  the  patient. 

Particular  attention  should  be  paid  at  all  levels  of  government  to  providing 
confidential  family-planning  services  for  teenagers,  education  in  responsible 
sexuality,  and  reform  of  laws  discriminating  against  illegitimate  children 
and  their  parents. 
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Programs  in  sex  education  should  be  provided  in  all  schools,  including 
elementary  schools. 

Federal,  State  and  local  governing  bodies  should  take  whatever  steps  are 
necessary  to  remove  existing  barriers  to  family  planning  services  for  all 
teenagers  who  request  them. 

Each  school  system  should  assist  teenage  parents  with  programs  including  child 
care  arrangements  that  will  encourage  them  to  remain  in  school,  provide  edu- 
cational and  vocational  training  leading  to  economic  independence,  and  teach 
prenatal  health  and  parenting  skills. 


RURAL  WOMEN 

The  President  and  Congress  should  establish  a Federal  rural  education  policy 
designed  to  meet  the  special  problems  of  isolation,  poverty  and  underemploy- 
ment that  characterizes  much  of  rural  America.  Such  a policy  must  be  con- 
sciously planned  to  overcome  the  inequality  of  opportunities  available  to 
rural  women  and  girls. 

The  Office  of  Management  and  Budget  should  set  and  enforce  a policy  that  data 
collected  on  beneficiaries  of  all  Federal  programs  shall  be  reported  by  sex, 
by  minority  status,  and  by  urban/rural  or  metropolitan/non-metropolitan  areas, 
based  on  a standard  definition. 

Data  on  employment  of  women  and  public  programs  on  behalf  of  working  women 
should  include  in  their  definitions  farm  wives  and  widows  who  perform  the 
many  tasks  essential  to  the  farm  operation. 

A farm  wife  should  have  the  same  ownership  rights  as  her  spouse  under  State 
inheritance  and  Federal  estate  laws.  Tax  law  should  recognize  that  the  labor 
of  a farm  wife  gives  her  an  equitable  interest  in  the  property. 

All  programs  developed  on  behalf  of  rural  women  should  be  certain  to  include 
migrants.  Native  Americans,  and  Alaskans. 

The  President  should  appoint  a joint  committee  from  the  Departments  of  Labor, 
Agriculture,  and  Justice  to  investigate  the  Louisiana  sugar  planations  system’s 
violations  of  human  rights,  especially  of  women.  This  commission  should  also 
investigate  conditions  of  other  seasonal  and  migratory  workers  in  all  States 
and  territories  of  the  United  States. 

All  programs  developed  on  behalf  of  rural  women  should  be  certain  to  include 
Black,  migrant.  Native  American,  Alaskan,  Asian,  and  Hispanic,  and  all  iso- 
lated minorities,  and  affirmative  action  programs  should  be  extended  to  in- 
clude all  disenfranchised  groups. 


SEXUAL  PREFERENCE 

Congress,  State,  and  local  legislatures  should  enact  legislation  to  eliminate 
discrimination  on  the  basis  of  sexual  and  affectional  preference  in  areas 
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including,  but  not  limited  to,  employment,  housing,  public  accommodations, 
credit,  public  facilities,  government  funding,  and  the  military. 

State  legislatures  should  reform  their  penal  codes  or  repeal  State  laws  that 
restrict  private  sexual  behavior  between  consenting  adults. 

State  legislatures  should  enact  legislation  that  would  prohibit  consideration 
of  sexual  or  affectional  orientation  as  a factor  in  any  judicial  determination 
of  child  custody  or  visitation  rights.  Rather,  child  custody  cases  should  be 
evaluated  solely  on  the  merits  of  which  party  is  the  better  parent,  without 
regard  to  that  person’s  sexual  and  affectional  orientation. 


STATISTICS 

The  Office  of  Management  and  Budget  should  require  all  departments  and  agen- 
cies to  collect,  tabulate,  and  analyze  data  relating  to  persons  on  the  basis 
of  sex  in  order  to  assess  the  impact  of  their  programs  on  women. 

The  U.S.  Census  Bureau  should  aggressively  pursue  its  efforts  to  reduce  the 
undercounts  of  minority  Americans,  including  Blacks,  Hispanic  Americans,  Asian 
Americans,  and  American  Indians.  The  Department  of  Health,  Education,  and 
Welfare  should  continue  its  efforts  to  implement  the  usage  of  special  group 
identifiers  in  all  vital  statistics  recordkeeping.  These  statistics  should 
be  recorded  and  reported  by  sex  and  subgroup. 


WOMEN,  WELFARE  AND  POVERTY 

The  Federal  and  State  governments  should  assume  a role  in  focusing  on  welfare 
and  poverty  as  major  women's  issues.  All  welfare  reform  proposals  should  be 
examined  specifically  for  their  impact  on  women.  Inequality  of  opportunity 
for  women  must  be  recognized  as  a primary  factor  contributing  to  the  growth 
of  welfare  rolls. 

Women  in  poverty,  whether  young  or  old,  want  to  be  part  of  the  mainstream  of 
American  life. 

Poverty  is  a major  barrier  to  equality  for  women.  Millions  of  women  who  de- 
pend on  income  transfer  programs  or  low  paying  jobs  for  their  basic  life  sup- 
port may  be  subject  to  the  multiple  oppression  of  sexism,  racism,  poverty 
and  they  are  often  old  or  disabled. 

Many  other  women,  because  of  discriminatory  employment  practices,  social 
security  laws,  differential  education  of  men  and  women,  and  lack  of  adequate 
child  care  are  just  one  step  away  from  poverty.  Consequently,  the  elimination 
of  poverty  must  be  a priority  of  all  those  working  for  equal  rights  for  women. 

Along  with  major  improvements  in  the  welfare  system,  elimination  of  poverty 
for  women  must  include  improvements  in  social  security  and  retirement  systems, 
universal  minimum  wage,  non-traditional  job  opportunities,  quality  child  care, 
comprehensive  health  insurance,  and  comprehensive  legal  service.  A concerted 
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effort  must  be  made  to  educate  the  public  about  the  realities  of  welfare, 
the  plight  of  the  blind,  the  aged,  the  disabled,  single-parent  families  and 
other  low  income  women. 

We  support  increased  federal  funding  for  income  transfer  programs  (e.g..  Social 
Security,  SSI,  AFDC) . Congress  should  approve  a federal  floor  under  payments 
to  provide  an  adequate  standard  of  living  based  on  each  State’s  cost  of  living. 
And,  just  as  with  other  workers,  homemakers  receiving  payments  should  be  af- 
forded the  dignity  of  having  that  payment  called  a wage,  not  welfare. 

We  oppose  the  Carter  Administration  proposal  for  welfare  reform  (HR  9030) , 

I which  among  other  things  eliminates  food  stamps,  CETA  training  and  CETA  jobs 
! paying  more  than  minimum  wage,  adequate  day  care  and  introduces  "workfare" 
i'  where  welfare  mothers  would  be  forced  to  "work  off"  their  grants  which  is 
''  work  without  wage,  without  fringe  benefits  or  bargaining  rights,  and  without 
i:  dignity.  HR  9030  further  requires  those  individuals  and  families  without 
I income  to  wait  weeks  or  even  months  before  even  the  inadequate  grant  is  avail- 
L able.  We  strongly  support  a welfare  reform  program  developed  from  on-going 
|i  consultation  with  persons  who  will  be  impacted.  This  program  should  be  con- 
sistent with  the  National  Academy  of  Science  recommendation  that  no  individ- 
; ual  or  family  living  standard  should  be  lower  than  half  the  median  family 
level  (after  taxes);  should  not  fall  below  the  government  defined  poverty 
level  of  family  income  even  for  shorter  periods;  that  help  sustain  the  family 
; unit;  and  that  women  on  welfare  and  other  low  income  women  who  choose  to  work 
I not  be  forced  into  jobs  paying  less  than  the  prevailing  wage. 

[ Employers  should,  in  order  to  improve  the  status  of  women,  include  the  follow- 
] ing  actions: 

a.  In  order  to  insure  that  welfare  and  other  poor  are  not  discriminated 
against  as  an  economic  class,  affirmative  action  guidelines  should 
be  drawn  up  to  provide  that  all  employers  who  are  recipients  of 
Federal  and/or  State  contract  monies  be  required  to  show  that  they 
are  hiring  recipients. 

b.  The  targeting  of  funds  by  local  CETA  advisory  boards  for  the  place- 
ment and  training  of  women  in  non-traditional  higher  paying  jobs, 
consistent  with  the  original  mandate. 

c.  The  Department  of  Labor  should  make  a study  based  on  a standard  of 

I comparable  worth,  and  speedily  move  the  implementation  of  that  study 

in  all  government  positions. 

I d.  Unions  should  devote  additional  energy  to  the  organization  of  women 

I to  upgrade  pay  and  working  conditions  for  women  in  traditional 

' employment. 

r.  Quality  child  care  should  be  a mandated  Title  XX  service,  available  to  all 
li‘  families  on  an  ability  to  pay  basis  throughout  training,  education,  job  search, 
lli  and  employment. 

ill  Congress  should  encourage  education  of  women  by  removing  Federal  education 
Ilf  grants  from  the  expendable  income  classification  in  AFDC  programs. 
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Comprehensive  support  services  and  social  services  must  be  provided  and  ade- 
quately funded. 


COMMITTEE  OF  THE  CONFERENCE  RESOLUTION 

Whereas,  Public  Law  94-167  requires  the  establishment  of  a Committee  of  the 
Conference  which  will  take  steps  to  provide  for  the  convening  of  a Second 
National  Women's  Conference  to  assess  the  progress  made  toward  achieving  the 
recommendations  of  this  1977  conference;  and 

Whereas,  such  Committee  would  constitute  an  important  mechanism  to  consider 
steps  to  achieve  the  recommendations  of  this  Conference. 

It  is  hereby  resolved  that: 

1.  A Committee  of  the  Conference  be  selected  by  the  National  Commission 
on  the  Observance  of  International  Women's  Year  after  receiving  recommendations 
of  individuals  to  serve  on  the  Committee  in  writing  on  or  before  December  30, 
1977,  from  the  delegates  of  this  body  following  the  Conference. 

The  Committee  shall  be  composed  of  persons  of  diverse  ages  and  racial,  ethnic, 
religious,  economic,  social,  and  geographic  backgrounds. 

2.  This  conference  calls  upon  the  President  to  issue  an  Executive  Order 
creating  a Commission  to  carry  out  our  recommendations. 

3.  The  Committee  of  the  Conference  shall  serve  until  such  time  as  the 
President  appoints  such  a Commission. 

4.  This  Conference  calls  upon  the  President  and  the  Congress  to  author- 
ize and  appropriate  sufficient  funds  to  enable  these  bodies  to  carry  out  this 
mandate . 
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EXECUTIVE  SUMMARY 


The  explosion  in  absolute  numbers  and  relative  proportions  of  older 
people  represents  a human  triumph.  What  it  really  means  is  that  women  no 
longer  die  in  childbirth,  children  no  longer  die  at  birth  and  in  childhood, 
and  for  the  first  time  we  have  the  opportunity  for  great  numbers  of  three- 
or  even  a multigenerational  families. 

This  dramatic  change  in  demographics,  however,  also  means  there  are  ad- 
justments that  have  to  be  made. 

One  of  the  Commission’s  charges  is  to  determine  who  are  among  the  under- 
served. Certainly  children  are;  certainly  older  people  are.  The  field  of 
geriatrics,  gerontology,  and  mental  health  of  the  aged  has  been  a very  under- 
nourished one.  The  problems  are  massive:  depression  escalates  decade  by 

decade;  25  percent  of  all  the  suicides  are  committed  by  people  over  65  years 
of  age;  we  face  the  devastating  organic  brain  syndrome;  we  face  all  the  same 
crises  in  everyday  problems  that  people  of  all  ages  do,  if  not  more  so.  Yet, 
less  than  3 percent  of  the  budget  of  the  National  Institute  of  Mental  Health 
has  been  devoted  to  the  totality  of  services,  training,  and  research  on  the 
plight  of  the  older  Americans. 

Another  charge  of  the  Commission  is  to  consider  the  projected  needs  for 
dealing  with  emotional  stress  during  the  next  25  years.  By  then,  we  will  have 
an  enormous  number  of  Americans  on  the  brink  of  old  age.  By  the  years  2020- 
2030,  as  many  as  one  out  of  every  five  Americans  will  be  over  65. 

The  extent,  incidence,  and  prevalence  of  emotional  and  mental  problems 
in  later  years  have  been  seriously  underestimated.  This  is  because  statistics 
have  depended  upon  utilization  rates  in  community  hospitals  and  mental  health 
centers,  and  older  people  have  been  systematically  excluded  from  and  trans- 
ferred out  of  public  mental  hospitals  into  communities  ill-prepared  to  care 
for  them.  This  has  kept  older  people  and  their  problems  outside  the  mainstream 
of  the  best  of  American  medicine  in  the  mental  health  care  system. 

The  burden  does  not  fall  only  upon  older  people  but  on  their  families — 
their  middle-aged  children  and  their  grandchildren  as  well.  The  middle-aged 
bear  the  responsibility  of  supporting  both  ends  of  the  life  cycle;  they  feel 
the  pain  of  forced  choices  between  helping  their  parents  or  helping  their 
children. 

Our  panel  carefully,  deliberately,  and  quite  conservatively  selected 
seven  major  and  cost-effective  options.  We  wanted  to  be  realistic.  We  have 
made  use  of  what  already  exists  on  the  books  legislatively  and  have  built  not 
only  upon  existing  legislation  but  also  upon  existing  institutions:  the  Na- 

tional Institute  of  Mental  Health  (NIMH),  the  National  Institute  of  Aging 
(NIA) , the  Social  Security  Administration  (SSA) , and  the  Administration  on 
Aging  (AoA) . 

The  following  seven  options  are  all  relevant  to  prevention  and  cost  con- 
tainment. They  are  not  presented  in  order  of  priority;  we  believe  each  to  be 
equally  important  steps  which  should  be  incorporated  simultaneously.  These 
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efforts,  if  adopted,  will  contribute  to  the  welfare  of  children  who  need  a 
humanistic  vision  of  their  grandparents  and  of  the  later  years  and  who  will 
profit  from  new  knowledge  gained  through  our  understanding  of  the  great  inte- 
grative systems  of  the  body  as  they  change  with  time  and  in  relationship  to 
age.  The  traits  of  a gifted  type  of  adaptation  and  a wondrous  type  of  sur- 
vival seen  among  older  people  have  application  to  children. 

1.  Outreach:  The  problem  of  accessibility  can  be  ameliorated 

using  an  outreach  approach,  with  a coordinator  integrating 
the  various  services  available  within  the  community. 

2.  Home  Care:  Home  care  must  become  an  essential  component 

of  the  continuum  of  mental  and  physical  health  care  of 
the  elderly. 

3.  Medicare:  The  discriminatory  treatment  of  mental  health 

services  under  the  provisions  of  Medicare  must  be  reformed 
to  reduce  expensive  institutionalization  which  results 
from  the  way  current  legislation  is  written. 

4.  Geriatric  Medicine:  Geriatric  training  must  become  a part 

of  the  mainstream  of  knowledge  in  preparing  doctors,  nurses, 
social  workers,  and  psychologists. 

5.  Research:  There  must  be  a major  national  effort  to  promote 

and  support  accelerated  research  on  the  single  most  terrify- 
ing mental  health  problem  of  the  elderly — organic  brain 
diseases . 

6.  Allocation  of  Resources:  Resources  within  the  Department  of 

Health,  Education,  and  Welfare  (HEW)  especially  in  NIMH  and 
NIA,  must  be  allocated  in  a realistic  way  as  they  bear  on 
different  age  groups. 

7.  Revitalization  of  AoA:  The  execution  of  all  of  these  options 

will  be  heavily  dependent  upon  the  effective,  revitalized 
leadership  of  the  specific  office  created  by  Congress  to  be 

a visible  and  strong  advocate  for  older  Americans — the  Adminis- 
tration on  Aging. 

Our  task  is  to  confront  directly  this  inescapable  truth:  we  are  all 

aging.  When  we  talk  about  planning  for  the  elderly,  we  are  dealing  with 
our  future  selves. 


OPTIONS /CONCLUSIONS  SUBMITTED  BY  THE  TASK  PANEL  ON  THE  ELDERLY 

OUTREACH : The  problem  of  accessibility  can  be  ameliorated  using 

an  outreach  approach,  with  a coordinator  integrating 
the  various  services  available  within  the  community. 
Continuing  training  at  the  community  level  of  such 
outreach  and  information  workers  is  vital  and  is  the 
foundation  upon  which  services  to  the  elderly  within 
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their  communities  must  be  based.  Such  training 
would  enable  those  working  with  the  elderly  to 
recognize  needs,  respond  appropriately,  and,  most 
important,  to  regularly  followup  on  the  treatment 
plan. 

HOME  CARE;  Older  people  should  not  have  to  "serve  time"  in 

an  institution  just  because  they  become  ill  unless 
such  care  is  medically  necessary  or  it  is  their 
own  personal  preference. 

Home  care  must  become  an  essential  component  of  the 
continuum  of  mental  and  physical  health  care  of  the 
elderly.  This  is  in  agreement  with  the  concept  ex- 
pressed in  S.  2009  and  the  Government  Accounting 
Office  (GAO)  report  of  December  30,  1977. 

Such  services  will  do  much  to  enhance  the  quality 
of  their  lives  and  contain  the  rising  costs  of 
health  care. 

A major  concern  of  the  panel  is  that  in  any  home 
care  program,  there  must  be  a built-in  circuit 
breaker  so  that  at  the  point  where  home  care  costs 
near  institutional  costs — indicating  potentially 
greater  need  than  can  be  coped  with  in  the  home 
setting — a physician  will  be  required  to  reevalu- 
ate the  treatment  plan.  This  step  would  ensure 
appropriate  level  of  treatment  in  the  home  and 
would  guard  against  excess  usage  and  abuse. 

MEDICARE;  The  discriminatory  treatment  of  mental  health  serv- 

ices under  the  provisions  of  Medicare  must  be  elim- 
inated to  reduce  the  financial  barrier  to  mental 
health  services.  Without  losing  sight  of  the  ulti- 
mate goal  of  removing  all  discriminatory  language 
toward  mental  health  reimbursement  in  the  Medicare 
law,  the  panel  recognizes  that  an  acceptable  short- 
range  alternative  is  reduction  of  the  beneficiary 
co-insurance  from  50  percent  to  20  percent — in  line 
with  standard  Medicare  coverage — and  increase  of 
the  maximum  allowable  reimbursement  for  mental  con- 
ditions to  $750  in  any  calendar  year. 

GERIATRIC  TRAINING: 

(a)  Each  medical  school  which  demonstrates  sincere 
interest  in  incorporating  training  in  geriatric 
medicine  into  its  curriculum  should  receive  up 
to  $100,000  a year  in  support  of  this  activity. 
Demonstration  of  this  interest  shall  be  consti- 
tuted by  the  presence  on  the  staff  or  immediate 
availability  of  an  appropriately  trained  and 
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committed  person  who  shall  hold  full  academic 
rank  and  have  access  to  the  school's  decision- 
making body. 

(b)  There  shall  be  made  available  to  25  graduate 
programs  in  clinical  psychology,  25  graduate 
programs  in  social  work,  and  25  graduate  pro- 
grams in  nursing  $75,000  each  in  support  of 
specialized  clinical  training  for  educators 
and  practitioners  in  social  gerontology, 
meeting  similar  criteria  as  outlined  for 
medical  school  eligibility. 

RESEARCH  - Organic  Brain  Diseases : 

There  must  be  a major  national  effort  to  promote 
and  support  accelerated  research  on  the  single 
most  terrifying  mental  health  problem  of  the 
elderly — organic  brain  diseases.  Additional  funds 
must  be  earmarked  to  intensify  research  in  medical 
schools,  hospitals,  and  research  institutes  on 
these  dread  diseases  which  are  so  costly  in  terms 
of  human  anguish  and  health  care  expenses.  Further, 
the  National  Institute  on  Aging,  the  National  Insti- 
tute of  Neurological  and  Communicative  Disorders  and 
Stroke,  and  the  National  Institute  of  Mental  Health 
should  be  directed  to  conduct  and  support  such  re- 
search. This  effort  should  be  coordinated  by  the 
National  Institute  on  Aging. 

ALLOCATION  OF  RESEARCH  RESOURCES; 

The  Secretary  of  Health,  Education,  and  Welfare  and 
the  Office  of  Management  and  Budget  should  independ- 
ently reexamine  how  existing  Federal  resources  are 
being  spent — with  special  attention  to  NIMH  and  NIA — 
and  to  increase  or  reallocate  such  resources  avail- 
able in  research,  training,  and  mental  health  serv- 
ices for  the  elderly  proportionate  with  their  current 
needs  and  the  needs  of  the  larger  future  populations 
of  elderly. 

ADMINISTRATION  ON  AGING  - Revitalization: 

The  position  of  the  Commissioner  of  the  Administration 
on  Aging  MUST  be  reaffirmed  to  fulfill  legislative  in- 
tent and  mandate.  This  will  enable  the  Administration 
on  Aging  to  be  a strong  and  highly  visible  advocate  for 
older  Americans  as  intended  by  Congress. 
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INTRODUCTION 


The  graying  of  America  is  one  of  the  most  significant  demographic  trends 
of  this  century.  Everyday,  5,000  Americans  join  the  ranks  of  those  over  65, 
while  only  3,600  die — a net  gain  of  1,400  elderly  a day  (Butler  1977a).  The 
total  number  of  older  Americans  is  expected  to  increase  from  23  million  today 
to  55  million  by  2030  (U.S.  Census  Bureau  1977).  The  75-plus  age  group  is 
the  fastest  growing  segment  of  the  U.S.  population  (Butler  and  Lewis  1977). 

Seventy-eight  percent  of  the  elderly  are  independent  and  live  at  home 
(National  Center  for  Health  Statistics  (NCHS)  Health  Interview  Survey  1975). 
Five  percent  are  in  institutions  (Cohen  1977;  NCHS  National  Nursing  Home  Sur- 
vey 1973-74) . Seventeen  percent  live  in  the  community,  but  are  unable  to 
carry  on  major  activities  (NCHS  Health  Interview  Survey  1975).  This  group 
of  high-risk  older  people  are  prime  users  of  the  health  care  system. 

Mental  illness  is  more  prevalent  in  the  elderly  than  in  younger  adults. 
An  estimated  15  to  25  percent  of  older  persons  have  significant  mental  health 
problems  (Cohen  1977).  Psychosis  increases  after  age  65,  and  even  more  so 
beyond  age  75  (Cohen  1977).  Twenty-five  percent  of  all  reported  suicides  in 
this  country  are  committed  by  elderly  persons  (Cohen  1977).  The  chronic 
health  problems  that  afflict  86  percent  of  the  aged  (Cohen  1977)  and  the 
financial  difficulties  faced  by  many  clearly  contribute  to  increasing  stress. 
The  stresses  affecting  the  mental  health  of  the  elderly  are  not  unique,  but 
they  are  multiple  and  pervasive. 

The  National  Institute  of  Mental  Health’s  evaluation  of  aging  programs 
indicates  that  "despite  the  high  rates  of  mental  disorder,  treatment  statis- 
tics show  that  the  elderly  receive  less  care  than  younger  adults  and  their 
rate  of  care  per  100,000  elderly  population  is  dropping  in  contrast  to  the 
rising  care  of  other  adults  (Socio-Technical  Systems  1974)."  Only  4 percent 
(Cohen  1977)  of  patients  seen  at  public  outpatient  mental  health  clinics  and 
2 percent  of  those  seen  in  private  psychiatric  care  are  elderly  (Butler  and 
Lewis  1977) . 

In  addition,  a growing  trend  in  recent  years  has  been  to  transfer  older 
patients  out  of  costly  State  mental  hospitals  into  less  expensive  boarding 
homes.  Very  often,  these  homes  lack  adequate  medical,  nursing,  social,  and 
psychiatric  care.  Residents  of  these  facilities  are  not  included  in  epide- 
miologic studies  of  the  prevalence  of  mental  disorders  among  the  elderly, 
which  base  their  conclusions  on  data  from  mental  hospitals  and  community 
mental  health  centers.  The  rate  of  mental  illness  among  the  old,  therefore, 
is  vastly  underestimated  (Butler  1975) . To  rectify  this  situation,  we  must 
bring  diagnosis  and  treatment  of  the  old  back  into  the  mainstream  of  the 
American  health  care  system.  This  will  both  ease  the  financial  and  emotional 
burdens  on  the  families  of  the  elderly  and  be  cost-effective  for  the  Nation 
as  a whole. 

Given  these  facts,  the  Task  Panel  on  the  Elderly  chose  to  concentrate 
on  some  fundamental  areas  where  action  recommended  by  the  Commission  can  be 
implemented  within  existing  Federal  legislation  or  with  amendments  to  such 
legislation.  In  some  instances,  amendments  are  already  being  considered  in 
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the  Congress.  The  intent  of  the  panel  is  that  its  recommendations  will  have 
a multiplying  effect  that  will  utlimately  benefit  ALL  older  Americans,  as  well 
as  help  contain  the  rising  costs  of  health  care  for  the  old.  The  options  sub- 
mitted are  not  presented  in  order  of  priority;  we  believe  each  to  be  of  equal 
weight  and  should  be  incorporated  simultaneously. 

The  panel  is  aware  of  the  myriad  of  specific  problems  which  plague  older 
people  and  are  contributing  factors  in  their  mental  health  problems.  We  have 
not  addressed  ourselves  in  this  report  specifically  to  the  broad  issues  of 
housing,  supplemental  income,  minority  discrimination,  the  handicapped,  nurs- 
ing homes,  or  retirement.  The  panel  did  not  have  the  resources  to  effectively 
add  to  the  work  being  done  on  these  problems  by  other  departments,  agencies, 
committees,  and  private  organizations.  Nonetheless,  we  acknowledge  the  adverse 
effects  of  these  issues  on  the  quality  of  later  life. 

The  Task  Panel  on  the  Elderly  believes  that  practical  attention  given  to 
the  special  problems  and  needs  of  today’s  older  Americans  ultimately  will  re- 
duce the  unnecessary  and  costly  dependence  of  the  elderly  of  the  future. 

OUTREACH  - An  Approach  to  Underserved  Older  Americans^ 

Since  many  different  agencies  are  involved  in  dealing  with  the  elderly, 
there  is  a need  for  a planned,  integrated  system  of  services  for  older  people — 
in  individual  treatment  programs  as  well  as  at  the  community  level. 

At  present,  it  can  be  demonstrated  that  the  elderly  represent  a high-risk 
population  for  emotional  disorders  and  organic  brain  syndromes  with  manifesta- 
tions of  behavioral  changes.  It  has  also  been  demonstrated  that  such  persons 
respond  favorably  to  therapeutic  intervention,  but  special  effort  is  necessary 
to  bring  the  patient,  the  family,  and  the  therapist  together  (Fields  1977). 

Fears  that  the  costs  of  treatment  will  be  exorbitant  are  unfounded.  Having 
survived  into  old  age,  the  elderly  are  a hardy  segment  of  our  population. 

Even  modest  therapeutic  steps  go  a long  way  toward  resolving  their  mental 
health  problems.  Although  treatment  of  the  elderly  may  not  always  be  "curative," 
our  present  state  of  knowledge  permits  treatment  that  enables  them  to  maintain 
a satisfactory  level  of  functioning  and  prevents  further  deterioration. 

In  spite  of  the  potential  benefits  of  treatment,  elderly  persons  are  not 
represented  proportionately  in  the  mental  health  care  delivery  system.  This 
reflects  their  reluctance  to  ask  for  help,  which  is  probably  strongly  influenced 
by  societal  and  cultural  attitudes  which  lead  the  elderly  to  regard  themselves 
as  being  undeserving.  It  also  reflects  caregivers’  negative  attitudes  and 
lack  of  interest  in  the  elderly.  It  often  requires  a strenuous  outreach  effort 
to  locate  older  persons  who  have  problems  and  to  facilitate  their  contact  with 
available  caregivers  and  agencies.  Outreach  is  merely  the  beginning  of  the 


Outreach  service  is  not  to  be  confused  with  outpatient  services.  Out- 
reach programs  endeavor  to  locate  the  elderly  in  need  of  care  within  the  com- 
munity and  facilitate  their  contact  with  available  caregivers  and  agencies. 
Outpatient  services  are  those  direct  health  services  which  are  provided  on 
an  ambulatory  basis. 
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process  of  service  to  the  elderly;  it  must  be  backed  up  by  available  serv- 
ices. At  least  count,  there  were  at  least  134  federally  sponsored  or  sup- 
ported programs  (Duke  University  Center  Report  on  Advances  in  Research  1977) 
which  provide  assistance  to  older  people.  Clearly,  the  effectiveness  of 
available  sources  can  be  maximized  by  a trained  community  worker  able  to  mesh 
existing  needs  with  available  resources. 

The  elderly  are  especially  likely  to  have  a combination  of  social- 
psychological-physical  health  problems.  Consequently,  a multidisciplinary 
therapeutic  approach  is  essential.  To  facilitate  full  efficiency  of  avail- 
able services,  a coordinator  should  be  designated  at  the  community  level  to 
make  certain  that  the  treatment  plan  utilizes  various  existing  professional 
disciplines  and  community  facilities. 

The  need  for  therapeutic  care  for  the  elderly  can  no  longer  be  considered 
theoretical.  The  effectiveness  of  treatment  has  already  been  demonstrated. 

In  one  Texas  county  where  an  outreach  information  and  referral  program  was  put 
into  operation,  during  a 4-year  period  (September  1973  to  August  1977)  there 
was  a reduction  in  mean  length  of  stay  of  the  over-65  patients  from  111  days 
to  53  days.  This  substantial  decrease  in  hospital  stays  resulted  in  a cost 
reduction  of  more  than  $1.1  million.  In  a control  county  (also  in  Texas) 
that  lacked  outreach  efforts,  the  mean  length  of  stay  during  the  same  period 
was  114  days  (Bryson  1977) . 

Given  the  facts  that  services  do  exist,  that  treatment  of  the  elderly  can 
be  effective,  that  the  mental  health  treatment  statistics  show  the  elderly 
receive  less  care  than  younger  adults,  and  that  the  rate  of  care  per  100,000 
elderly  is  dropping  in  contrast  to  the  rising  care  for  other  adults,  the  Task 
Panel  on  the  Elderly  concludes: 

The  problem  of  accessibility  can  be  ameliorated  using  an  outreach 
approach,  with  a coordinator  integrating  the  various  services 
available  within  the  community.  Continuing  training  at  the  com- 
munity level  of  such  outreach  and  information  workers  is  vital 
and  is  the  foundation  upon  which  service  to  the  elderly  within 
their  communities  must  be  based.  Such  training  would  enable 
those  working  with  the  elderly  to  recognize  the  needs,  respond 
appropriately,  and  most  important,  to  regularly  followup  on 
the  treatment  plan. 


Implementing  Agency 

Each  State  has  a unit  on  aging.  Area  and/or  community  agencies  on  aging 
have  been  mandated  to  dispense  information  and  to  make  referrals.  It  is  at 
this  level  that  outreach  personnel  can  function,  transmitting  information, 
making  referrals  to  available  mental  health  and  other  health  services,  and 
following  through.  Therefore,  ongoing  training  of  workers  becomes  a vital 
element  of  the  continuing  program  of  effective  caregiving.  The  panel  is  un- 
animous in  its  conviction  that  the  participants  in  such  training  sessions 
must  be  the  workers  themselves.  Training  should  not  be  limited  to  or  be  pre- 
dominantly aimed  at  administrative  level  personnel. 
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The  Administration  on  Aging  (Title  IV,  Part  A,  Sec.  404)  together  with 
the  National  Institute  of  Mental  Health's  Center  for  Studies  of  the  Mental 
Health  of  the  Aging,  can  mandate  area  agencies  to  conduct  training  in  coop- 
eration with  local  departments  of  mental  health.  These  two  agencies  can  be 
the  conduits  of  funds  necessary  for  such  training. 


Estimated  Costs: 

The  panel  estimates  that  a program  of  continuing  training  of  outreach 
information  and  referral  workers  would  cost:  first  year — $3  million;  second 

year — $4  million;  third  year — $5  million. 

High  quality  care  is  possible  now.  Individually  oriented  service  de- 
livery is  possible  now.  Using  existing  legislation,  the  underserved  older 
Americans  can  begin  to  be  reached  now. 


HOME  CARE  - A component  in  the  continuum  of  mental  health  care  of  the  elderly. 

In  the  last  few  years,  public  attention  to  the  elderly  has  been  focused 
on  those  who  are  in  nursing  homes.  It  is  a fact  that  public  programs  support 
nursing  home  care  disproportionately  (Congressional  Budget  Office  1977); 
it  is  also  a fact  that  this  industry  has  been  repeatedly  racked  with  charges 
of  abuse,  neglect,  and  fraud  (Washington  Report  1977).  Unfortunately,  this 
publicity  has  not  only  reinforced  the  connection  between  old  age  and  deteri- 
oration in  the  minds  of  many,  it  has  also  obscured  the  fact  that  the  vast 
majority  of  elderly  live  on  their  own  in  the  community.  Home  is  extraordi- 
narily significant  to  many  older  persons.  It  is  part  of  their  identity,  a 
place  where  they  can  maintain  a sense  of  autonomy  and  control.  In  a Nation 
of  home  owners,  the  ideal  of  a personal  house  is  deeply  ingrained;  69  percent 
of  older  people  own  their  homes  (Butler  1975).  In  any  event,  institutional 
living  is  viewed  by  many  as  a loss  of  personal  liberty  and  dignity. 

Home  can  also  be  a euphemism.  Although  we  recognize  the  importance  and 
security  of  having  a home,  the  panel  does  not  overlook  the  fact  that  some 
older  people  dislike  their  living  conditions,  have  never  felt  "at  home"  where 
they  are,  suffer  from  illnesses  which  make  living  at  home  difficult;  and  are 
eager  to  move  somewhere  else — even  to  an  institution. 

In  general,  the  Task  Panel  on  the  Elderly  believes  that  home  care  offers 
the  best  and  most  cost-effective  treatment  location  except  when  people  are 
physically  endangered  or  when  adequate  support  services  or  persons  are  not 
available  in  the  home.  The  panel  does  not  regard  home  care  as  a substitute 
for  institutionalization  but  rather  as  a complementary  service  mode  for  the 
elderly. 

Professionals  in  the  field  of  aging  have  expressed  the  opinion — and  pro- 
vided data  to  support  it — that  an  individual  should  be  helped  to  remain  in 
his  or  her  own  home  for  as  long  as  possible.  If  this  can  be  done,  less  time 
and  money  will  be  spent  in  the  institution  if  institutional  care  becomes 
necessary.  On  December  30,  1977,  the  Government  Accounting  Office  issued  a 
report  (HRD  78-19)  on  the  cost  effectiveness  of  home  care  and  concludes  "DHEW 
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should  develop  for  the  Congress  consideration  a comprehensive  national  pol- 
icy for  delivery  of  home  health  services"  (GAO  Report  1977) . 

Further,  faced  with  increasing  health  care  costs,  the  panel  agrees  that 
we  must  seek  alternatives  which  could  help  the  patient  shorten  the  number  of 
days  in  a hospital  or  even  be  able  to  recover  from  a disabling  mental  and 
physical  illness  without  hospitalization.  Secretary  Califano  has  stated 
(Congressional  Record  1977)  that  as  many  as  100,000  of  the  700,000  people 
in  acute  care  hospitals  do  not  need  to  be  there  and  could  be  better  cared 
for  at  home.  He  said  that  this  extra  cost  amounted  to  approximately  $2.6 
billion  a year. 

A full  range  of  home  care  services  ought  to  include  support  services 
as  well  as  health  care.  Support  services  include  adult  day  care  centers, 
meal  preparation,  personal  care,  shopping,  transportation,  and  light  house- 
keeping. They  are  essentially  preventive  measures,  attempting  to  keep  the 
elderly  in  a stable  condition  of  health  for  as  long  as  possible. 

Development  of  home  care  services  should  be  based  on  careful  community 
planning  for  the  total  spectrum  of  health  services.  The  older  person’s 
desire  for  home  care  should  be  paramount.  The  physicians,  visiting  nurses, 
social  workers,  physician’s  assistants,  or  nurse  practitioners  should  work 
in  concert  with  the  older  person  to  determine  an  adequate  array  of  services. 

At  present,  some  of  these  services  are  reimbursed  by  the  government 
but  are  fragmented  and  restrictive  without  regard  to  needs.  On  August  4, 
1977,  a bill  was  introduced  (S.  2009)  "to  amend  Title  XVIII  of  the  Social 
Security  Act  to  eliminate  certain  restrictions  and  limitations  imposed  for 
receipt  of  home  health  services,  to  redesignate  such  services  as  ’home  care 
service, ’ and  otherwise  to  expand,  improve,  and  make  more  accessible  home 
care  services  to  those  in  need  thereof;  and  to  amend  Title  XIX  to  include 
home  care  services  (as  defined  in  Title  XVIII)  among  the  services  which 
must  be  covered  under  an  approved  State  plan  for  medical  assistance  under 
Title  XIX"  (Congressional  Record  1977). 

The  Task  Panel  on  the  Elderly  concludes  that; 

Older  people  should  not  have  to  "serve  time"  in  an  in- 
stitution just  because  they  became  ill  unless  such  care 
is  medically  necessary  or  it  is  their  own  personal 
preference. 

Home  care  service  must  become  an  essential  component  of 
the  continuum  of  mental  and  physical  health  care  of  the 
elderly.  This  is  in  agreement  with  the  concept  expressed 
in  S.  20009  and  the  GAO  Report  of  December  30,  1977. 

Such  services  will  do  much  to  enhance  the  quality  of 
their  lives  and  contain  the  rising  costs  of  health  care. 

A major  concern  of  the  panel  is  that  in  any  home  care 
program,  there  must  be  a built-in  circuit  breaker  so  that 
when  home  care  costs  approach  institutional  costs — indi- 
cating potentially  greater  need  than  can  be  coped  with  in 
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the  home  setting — a physician  will  be  required  to  re- 
evaluate the  treatment  plan.  This  step  would  ensure 
appropriate  level  of  treatment  in  the  home  and  would 
guard  against  excess  usage  and  abuse. 


Implementing  Agency 

Responsibility  for  development  of  such  programs  should  be  designated 
with  the  Administration  on  Aging,  DREW.  Area  agencies  on  aging  will  be 
responsible  for  the  actual  implementation  of  the  program. 


Estimated  Costs 

The  panel  submits  the  estimates  for  such  a program  made  by  the  Con- 
gressional Budget  Office  (Congressional  Budget  Office  February  1977) : 
1980— $0.9  to  1.6  billion;  1982—1.8  to  3.9  billion;  1985—3.2  to  11.1 
billion.  These  figures  may  be  compared  to  the  1976  costs  of  nursing  home 
care  in  the  United  States  of  $10  billion  (Cohen  1977). 


MEDICARE  - the  need  for  reform 


One-third  of  the  elderly  are  below  or  hover  at  the  poverty  line  (U.S. 
Senate  Special  Committee  on  Aging  1977) . The  average  single  older  person 
has  approximately  $75  a week  (Butler  and  Lewis  1977)  on  which  to  live.  For 
these  reasons,  expansion  of  ambulatory  mental  health  benefits  must  include 
a financing  mechanism  which  enables  the  elderly  to  afford  available  services. 

Passage  of  the  Medicare  Program  (Social  Security  Act  1976)  in  1965  was 
intended  to  alleviate  much  of  the  financial  burden  on  the  elderly  seeking 
health  care.  Medicare  legislation  established  an  unfortunate  precedent  for 
discriminatory  treatment  of  mental  health  care.  Medicare,  Part  B covers  re- 
imbursement for  physician  services  with  a 20  percent  co-insurance  by  the 
beneficiary  and  generally  no  maximum  on  the  amount  of  reimbursement  available. 
The  legislation,  however,  arbitrarily  increased  the  co-insurance  rate  to  50 
percent  and  placed  a maximum  reimbursement  limit  of  $250  per  calendar  year 
for  physician  services  related  to  mental  disorders.  This  arbitrary  restraint 
ignores  the  fact  that  mental  illness  is  often  acute  and  the  patient  benefits 
from  prompt  treatment.  If  intervention  for  mental  illness  is  not  prompt, 
it — like  physical  disease — can  become  chronic  and  more  difficult  (and  expen- 
sive) to  treat. 

Discriminatory  financing  for  ambulatory  mental  health  services  provides 
incentives  to  hospitalization  and  general  physician  services  not  designed  for 
treatment  of  mental  disorders.  Yet  studies  have  indicated  that  as  many  as 
60  or  more  percent  of  physician  visits  are  from  sufferers  of  emotional  dis- 
tress rather  than  organic  illness  (Cummings  1977).  If  anything,  current 
Medicare  restrictions  reward  inappropriate  service  for  mental  and  emotional 
distress.  NIMH’s  Center  for  Studies  of  the  Mental  Health  of  the  Aging  re- 
cently stated  that  "whereas  the  elderly  are  underserved  at  outpatient  clinics, 
a staggering  30  percent  of  the  public  mental  hospital  patients  are  over  age  65. 
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This  is  in  part  due  to  skewed  Medicare  coverage,  where  outpatient  reimburse- 
ment for  mental  health  care  is  severely  restricted,  thereby  forcing  a number 
of  otherwise  unnecessary  hospitalizations"  (Cohen  1977) . 

As  restrictive  as  the  original  Medicare  legislation  was  with  regard  to 
financing  mental  health  treatment,  the  current  situation  is  even  worse. 

Since  its  enactment  in  1965,  the  portion  of  the  Medicare  Act  restricting 
mental  health  coverage  has  never  been  revised.  Soaring  inflation  within 
the  health  care  system  has,  in  effect,  further  reduced  the  limited  coverage 
originally  endorsed  by  Congress.  Since  1965,  charges  for  psychiatric  office 
visits  have  increased  by  68  percent  (DHEW/Health  Care  Financing  Administra- 
tion 1977).  With  no  corresponding  increase  in  the  $250  maximum,  today’s 
elderly  are  reimbursed  for  less  than  half  of  the  services  they  would  have 
been  able  to  receive  a decade  ago.  It  is  noteworthy  that  in  the  same  time- 
span,  the  monthly  premium  for  Supplemental  Medical  Insurance  (part  B)  has 
been  revised  eight  times  and  more  than  doubled  (from  the  original  $36.00 
to  a current  $92.40  per  year)  (DHEW/HCFA  1977).  The  premium  is  scheduled 
to  be  increased  again  in  July  1978. 

At  present  utilization  rates,  in  1979  an  estimated  285,000  beneficiaries 
will  use  some  mental  health  service  under  part  B (DHEW/Social  Security  Adminis- 
tration 1977).  In  1975,  Medicare  reimbursement  for  all  mental  health  treat- 
ment (both  parts  A and  B)  was  $241  million  (DHEW/HCFA  1977).  Part  B reim- 
bursement for  mental  conditions  was  less  than  1 percent  of  the  total  SMI 
reimbursement;  part  A was  approximately  2 percent  of  the  total  (DHEW/HCFA  1977). 

The  Task  Panel  on  the  Elderly  concludes  that: 

The  discriminatory  treatment  of  mental  health  services 
under  the  provisions  of  Medicare  must  be  eliminated  to 
reduce  the  financial  barrier  to  mental  health  services. 

Without  losing  sight  of  the  ultimate  goal  of  removing 
all  discriminatory  language  toward  mental  health  reim- 
bursement in  the  Medicare  law,  the  panel  recognizes 
that  an  acceptable  short-range  alternative  is  reduction 
of  the  beneficiary  co-insurance  from  50  percent  to  20 
percent — in  line  with  standard  Medicare  coverage — and 
increase  of  the  maximum  allowable  reimbursement  for 
mental  conditions  to  $750  in  any  calendar  year. 


Implementing  Agency 

Department  of  Health,  Education,  and  Welfare  following  amendment  to  the 
Social  Security  Act,  Title  XVIII,  Section  1833  (c) . 


Estimated  Costs: 

Official  DHEW  cost  estimates  for  1979  for  mental  health  services  show 
anticipated  expenditures  of  $19  million  under  present  part  B restrictions  and 
an  additional  $18  million  cost  if  the  co-insurance  were  reduced  and  the  maxi- 
mum tripled  (DHEW/SSA  1977). 
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A 5-year  cost  projection  for  implementing  this  option  follows  (DHEW/ 
SSA  1977).  The  panel  feels  that  discriminatory  language  in  the  law  must  be 
removed  within  the  next  5 years,  as  it  is  unlikely  that  a $750  maximum  re- 
imbursement in  1983  will  be  any  more  realistic  than  $250  is  today. 

Additional  to  reduce 
co-insurance  to  20%  and 

Under  Present  Law  increase  maximum  to  $750 

(in  millions  of  dollars)  (in  millions  of  dollars) 


1979  19  18 

1980  .....  22  22 

1981  26  26 

1982  31  32 

1983  38  38 


The  panel  again  cautions  that  the  additional  cost  to  cover  the  short- 
term option  is  NOT  discounted  by  the  savings  to  be  realized  from  anticipated 
lower  hospitalization  expenditures  or  the  substitution  for  existing  part  B 
expenditures . 


GERIATRIC  TRAINING 

Geriatric  medicine  encompasses  the  information,  the  people  and  the  in- 
stitutions devoted  to  the  social,  preventive,  clinical,  and  therapeutic 
aspects  of  illness  in  old  age. 

In  order  to  meet  the  needs  of  older  people  for  affordable  high  quality 
physical  and  psychiatric  care,  it  is  imperative  that  the  special  perspecti^ve 
of  the  body  of  knowledge  of  geriatric  medicine  be  introduced  into  the  curric- 
ula of  our  medical  schools;  intern  and  residency  training;  programs  of  con- 
tinuing education;  schools  of  nursing,  clinical  psychology,  and  social  work; 
and  into  the  training  of  paraprof essionals  and  other  health  providers. 

One  of  the  arguments  in  favor  of  the  inclusion  of  geriatric  medicine 
in  medical  schools  and  health  provider  training  centers  is  that  this  body  of 
special  knowledge  already  exists,  far  from  complete  but  nonetheless  substan- 
tial. The  medical  data  base  includes  diseases  which  are  peculiar  to  old  age, 
common  diseases  which  behave  differently  in  old  age,  drug  responses  unique 
to  old  age,  and  the  effects  of  interaction  of  the  multiple  pathologies  found 
in  old  age.  Financial  support  to  these  schools  and  training  programs  will 
promote  dissemination  of  the  knowledge  to  those  who  will  provide  care  in  the 
future. 

Persons  65  and  over  currently  constitute  11  percent  of  the  population 
(U.S.  Census  1976).  They  are  heavy  consumers  of  health  services,  and  deserve 
practitioners  who  are  trained  to  correctly  diagnose  and  properly  treat  the 
illness  which  affects  them.  Fifty-six  cents  of  every  Federal  health  dollar 
went  to  the  care  and  treatment  of  the  elderly  in  1977  (U.S.  Budget  1979).  We 
have  every  right  to  expect  that  those  providing  the  care  receive  special 
training  in  caring  for  the  elderly. 
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As  the  number  of  elderly  and  their  proportion  relative  to  the  popu- 
lation as  a whole  grow  in  the  next  several  generations,  it  will  become  even 
more  imperative  for  substantial  members  of  trained  caregivers  to  be  alert 
to  and  capable  of  dealing  with  the  problems  of  the  elderly.  Sir  Ferguson 
Anderson,  eminent  Scottish  geriatrician,  stated,  "No  one  using  their  innate 
common  sense  can  fail  to  realize  that  in  every  developed  country  the  whole 
course  of  health  and  social  services  must  be  altered  to  cope  with  the  in- 
creasing number  of  the  very  old....  This  group,  particularly  of  the  85’s 
and  over,  are  frequently  in  need  of  assistance.  It  is  clearly  shown  that 
disability  increases  markedly  with  advancing  age....  Methodology  must  be 
introduced  which  depends  on  an  early  and  accurate  list  of  diagnoses,  appro- 
priate therapy  and  continuity  of  care.  More  and  more  beds  in  old  people’s 
homes  or  in  hospitals  are  not  the  fundamental  solution"  (Anderson  1977). 

If  we  are  to  have  an  effective,  responsible  health  care  system,  we  must 
accurately  measure  the  type  and  the  proportions  of  the  problems  being  en- 
countered. Indirectly,  by  training  care  providers  to  properly  diagnose  and 
treat  the  diseases  they  encounter,  we  will  be  better  able  to  collect  data 
on  the  prevalence  of  specific  diseases  common  to  the  elderly.  This  will  im- 
prove the  future  training  of  caregivers  and  yield  more  accurate  information 
for  psychosocial  and  biomedical  researchers. 

Geriatric  medicine  must  be  incorporated  systematically  and  comprehen- 
sively into  American  medical  education.  It  is  imperative  that  every  medical 
student  be  exposed  to  aging  in  the  context  of  normal  human  development  and 
be  aware  that  some  diseases  present  themselves  differently  in  the  old. 

Many  of  the  illnesses  of  the  old  can  be  treated  or  even  reversed  if,  and 
only  if,  they  are  accurately  and  promptly  diagnosed.  This  is  especially 
true  in  the  area  of  mental  health,  where  there  are  over  100  reversible 
syndromes  that  may  mimic  senile  dementia  (Butler  1977b) ; yet  physicians 
who  are  unfamiliar  with  the  mental  illnesses  of  the  old  may  simple  diagnose 
confusion  and  forgetfulnesses  as  symptoms  of  organic  brain  disease.  The 
older  person  who  could  have  been  restored  to  health  is  instead  relegated 
to  an  institution.  This  is  costly  in  both  financial  and  human  terms.  Ger- 
iatric medicine  should  be  taught  within  the  maintstream  courses  of  the  first 
2 (preclinical)  years  of  medical  school.  Lectures  in  disciplines  such  as 
pathology,  micro-biology,  and  pharmacology  should  include  information  related 
to  aging.  In  the  last  2 (clinical)  years,  medical  students  should  rotate 
through  a variety  of  training  settings,  ranging  from  long-term  care  facil- 
ities to  places  where  healthy  old  people  congregate  (such  as  preventive 
clinics),  in  order  to  see  a broad  spectrum  of  older  people,  not  just  the 
sick  and  weak.  It  is  noteworthy  that  even  though  on  any  given  day  there 
are  more  patients  in  nursing  home  beds  than  in  general  hospital  beds,  not 
one  medical  school  yet  requires  students  to  routinely  rotate  through  nursing 
homes  (Butler  1977b) . 

The  systematic  introduction  of  the  body  of  knowledge  of  geriatric  medi- 
cine into  curricula  and  the  exposure  of  medical  students  to  a range  of  train- 
ing sites  would  do  much  to  alter  physicians’  negative  attitudes  toward  the 
old.  Young  medical  students  are  showing  an  increasing  interest  in  learning 
how  to  care  for  the  old.  A 1976  survey  conducted  by  the  American  Medical 
Association  revealed  that  75  percent  of  practicing  physicians  also  feel  the 
need  for  such  training  (Butler  1976) . The  physician  must  change  from  a 
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passive  custodial  role  to  an  active,  enthusiastic  approach  founded  on  knowl- 
edge and  experience.  To  treat  the  older  patient  most  effectively,  the  phy- 
sician must  have  the  organizing  ability  to  cooperate  with  nurses,  social 
workers,  voluntary  societies,  paramedical  teams  and  medical  colleagues. 
Success  will  ultimately  depend  on  the  physician’s  achievement  in  inspiring 
and  motivating  not  only  the  professional  staff  but  also  the  older  people 
themselves . 

Many  older  people  expect  to  be  unhealthy  when  they  are  old,  and  if  they 
consult  relatives  and  friends,  this  incorrect  assumption  may  be  confirmed. 
Sick  old  people  are  sick  because  of  illness,  not  because  of  old  age.  More- 
over, it  is  unusual  to  see  an  elderly  ill  person  who  cannot  be  helped  in 
some  way.  The  least  they  should  be  able  to  expect,  once  they  have  overcome 
social,  financial,  and  travel  barriers,  is  to  visit  a practitioner  who  is 
trained  to  treat  their  special  needs.  Therefore,  the  Task  Panel  on  the 
Elderly  concludes: 

Each  medical  school  which  demonstrates  sincere  interest 
in  incorporating  training  in  geriatric  medicine  into 
its  curriculum  should  receive  up  to  $100,000  a year  in 
support  of  this  activity.  Demonstration  of  this  interest 
shall  be  constituted  by  the  presence  on  the  staff  or 
immediate  availability  of  an  appropriately  trained  and 
committed  person  who  shall  hold  full  academic  rank  and 
have  access  to  the  school’s  decision  making  body. 

The  panel  also  notes  that  the  need  for  training  in  geriatric  medicine 
has  begun  to  be  recognized  within  the  Legislative  Branch.  On  November  3, 
1977,  S.  2287  (Burdick  1977)  was  introduced  "To  amend  Title  VII  of  the  Pub- 
lic Health  Service  Act  to  provide  for  making  grants  to  medical  schools  to 
assist  them  in  the  establishment  and  operation  of  educational  programs  in 
geriatrics . " 


Implementing  Agencies 

DREW,  Health  Resources  Administration  and/or  National  Institute  on  Aging 


Geriatric  Training  of  clinical  psychologists,  social  workers,  and  nurses: 
(VandenBos  1977) 

These  three  professions  train  many  of  the  providers  of  physical  and  men- 
tal health  services  to  the  elderly.  Psychologists  have  been  in  the  fore- 
front of  psychosocial  research  on  aging,  particularly  behavioral  research  and 
research  on  mental  processes,  and  provide  direct  mental  health  services  to 
the  elderly  through  psychotherapy,  psychological  assessment,  and  consultation 
Social  workers  have  an  important  role  in  helping  the  elderly  maintain  them- 
selves in  the  community  and  in  working  with  families  of  the  elderly.  Social 
workers  are  predominant  on  both  the  service  and  the  administration  staffs  of 
social  and  welfare  agencies  and  are  significant  in  providing  services  for 
the  elderly  in  institutions  and  in  the  community.  Nurses  are  critical  to 
the  24-hour  service  provided  the  institutionalized  elderly  and  play  a m.ajor 
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role  in  aiding  the  elderly  to  overcome  barriers  to  adequate  health  care 
through  such  programs  as  visiting  nurses,  through  the  public  health  system, 
and  in  the  Community  Mental  Health  movement. 

Like  physicians,  most  of  the  professionals  from  these  fields  do  not 
receive  a systematic  introductory  course  about  the  elderly  in  their  basic 
education.  Instead,  these  professionals  gain  this  information  piecemeal 
through  on-the-job  experiences,  through  special  divisions  within  their  na- 
tional associations,  or  through  professional  associations  specializing  in 
problems  of  the  elderly.  There  is  clearly  a need  to  include  both  general 
introductory  courses  on  gerontology  and  specialized  instruction  in  social 
gerontology  in  their  formal  training. 

In  recognition  of  the  past  work  and  the  continuing  significant  roles 
played  by  these  professionals  in  the  direct  delivery  of  care  to  the  elderly, 
the  Task  Panel  on  the  Elderly  concludes  that: 

There  shall  be  made  available  to  25  graduate  programs 
in  clinical  psychology,  25  graduate  programs  in  social 
work,  and  25  graduate  programs  in  nursing  $75,000  each 
in  support  of  specialized  clinical  training  for  educa- 
tors and  practitioners  in  social  gerontology,  meeting 
similar  criteria  as  outlined  for  medical  school 
eligibility. 

Nothing  in  the  previous  statements  shall  be  construed  as  precluding  the 
development  of  multidisciplinary  centers  for  training  and  research  in  geri- 
atrics. Such  centers  combining  graduate  programs  in  a number  of  disciplines, 
including  medical  education,  would  be  considered  eligible  for  combined  fund- 
ing under  each  eligible  discipline. 


Implementing  Agency: 

Department  of  Health,  Education,  and  Welfare;  Health  Resources 
Administration. 


Estimated  Costs: 


Medical  Schools  - $100,000  (max.  114  schools) 
Clinical  Psychology  - $75,000  (max.  25  schools) 

Nursing  - $75,000  (max.  25  schools) 

Social  Work  - $75,000  (max.  25  schools) 


$11,400,000 

1,875,000 

1,875,000 

1,875,000 

$17,025,000 


Physicians,  psychologists,  nurses,  and  social  workers  must  be  trained 
to  recognize  and  be  sensitive  to  the  unique  attributes  of  their  older  patients. 
The  relatively  small  expenditure  to  support  geriatric  training  in  these  dis- 
ciplines will  do  much  to  alleviate  the  human  and  economic  costs  resulting 
from  misdiagnosis  and  ignorance  in  treating  the  mental  and  physical  disabil- 
ities of  the  elderly.  We  must  use  the  lead  time  we  have  wisely  in  preparing 
for  the  increasing  number  of  elderly  that  will  have  to  be  served  by  these 


ELD  17 


1134 


professionals.  It  is  far  better  to  train  these  professionals  now  than  be 
forced  to  build  institutions  in  the  future  that  would  be  reminders  of  our 
poor  preparation  for  the  demographic  certainty  of  a changing  population. 


RESEARCH  - Organic  Brain  Diseases 

Few  would  argue  with  the  assertion  that  the  most  feared  aspect  of 
growing  old  is  losing  one’s  capability  to  relate,  physically  and  emotionally, 
to  one's  friends,  family,  and  environment.  Clearly,  however,  that  is  the 
fate  of  an  all  too  significant  proportion  of  our  older  citizens.  In  a dis- 
tressingly large  number  of  older  people,  age-related  degenerative  changes  in 
both  the  central  and  peripheral  nervous  systems  lead  to  a loss  of  bodily  and 
cognitive  functions,  which  often  makes  expensive  institutional  care  necessary. 

Although  it  is  true  that  considerable  Federal  presence  already  exists 
in  support  of  studies  of  both  normal  and  disordered  nervous  function,  alto- 
gether too  little  attention  is  presently  being  given  to  the  problems  of  the 
aging  and  the  aged,  even  in  light  of  the  fact  that  various  forms  of  nervous 
system  impairment  account  for  a great  majority  of  admissions  of  older  people 
to  hospitals  and  nursing  homes.  Perhaps  the  most  stark  example  that  can  be 
offered  regarding  the  catastrophic  nature  of  this  process  of  mental  decline 
in  the  elderly  is  that  of  senile  dementia,  the  end  point  in  which  is  a com- 
plete lack  of  awareness  of  the  environment  surrounding  the  individual,  fre- 
quently accompanied  by  a loss  of  both  voluntary  and  involuntary  motor  func- 
tions, leading  to  muscular  uncoordination,  disorientation  with  respect  to 
the  time  and  place,  and  failure  of  sphincteric  function  (i.e.,  incontinence). 

Systematic  research  on  the  function  of  the  nervous  system  is  an  ex- 
tremely difficult  task,  requiring  highly  sophisticated  technology  and  sub- 
stantially more  manpower  than  is  currently  devoted  to  it.  Even  more  diffi- 
cult, therefore,  is  the  study  of  changes  in  nervous  function  as  a consequence 
of  the  aging  process,  since  the  age  dimension  requires  observation  over  a 
substantial  period  of  time  for  research  analysis  and  definition. 

Despite  these  difficulties,  the  Task  Panel  on  the  Elderly  unanimously 
agrees  that  the  National  Institutes  of  Health  would  be  derelict  if  they  did 
not  attempt  to  approach  the  specific  issues  of  aging  as  they  relate  to  the 
nervous  system.  One  requirement  of  the  Research  on  Aging  Act  of  1974  that 
created  the  National  Institute  of  Aging  (P.L.  93-296)  was  the  development 
of  an  HEW-wide  research  plan  for  aging.  NIA  as  the  lead  agency  in  aging  re- 
search has  developed  plans  for  descriptive  and  analytic  research  on  the 
alterations  which  occur  in  neural  function  as  a consequence  of  age. 

This  planned  program  will  focus  on  clinical  intervention  in  brain  aging 
problems  to  minimize  and  ultimately  prevent  these  disorders  and  their  conse- 
quences. It  will  have  the  following  components: 

(1)  A considerably  greater  degree  of  understanding  must  be  obtained 
concerning  the  morphological  changes  in  both  central  and  peripheral  nervous 
systems  with  age,  requiring  a competence  in  the  neuroanatomical  and  neuro- 
pathological  sciences.  The  techniques  to  be  employed  would  include  electron 
microscopy,  autoradiography,  and  histochemistry  and  cytochemistry. 
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(2)  Structural  information  is  valuable  only  to  the  extent  that  it  can 
be  correlated  with  functional  change.  Accordingly,  a second  capacity  would 
be  developed  simultaneously  in  the  area  of  neurophysiology,  requiring  both 
basic  and  clinical  neurological  competence  to  interpret  alterations  in  elec- 
trical and  neuromotor  activity  as  a consequence  of  aging,  in  both  animal  and 
human  populations  (including  the  Baltimore  Longitudinal  Study  on  Aging  Popu- 
lation by  NIA) . 

(3)  While  it  is  asserted  that  most  if  not  all  of  the  detrimental  changes 
in  nervous  function  with  age  are  intrinsic  to  the  nervous  system  itself,  it 
also  seems  possible  that  some  proportion  of  these  changes  relates  to  alter- 
ations in  the  nutritional  status  of  the  nervous  system,  i.e.,  the  supply  of 
oxygen  and  other  nutrients  provided  by  the  vascular  system.  Accordingly, 

a competence  in  the  area  of  cerebrovascular  and  blood-brain  barrier  physiol- 
ogy would  seem  clearly  appropriate  to  develop  a knowledge  base  complementary 
to  that  achieved  by  the  morphological  and  physiological  units  described 
previously. 

(4)  It  is  most  apparent  that  an  increased  understanding  of  the  mecha- 
nisms whereby  nerve  impulses  are  transmitted  or  impeded  in  the  elderly  would 
demand  an  increased  competence  in  the  areas  of  neurochemistry  and  neurophar- 
macology. Little  significant  information  exists  today  as  to  the  systematic 
changes  which  may  occur  in  the  aging  nervous  system  with  respect  to  its 
responsiveness  to  so-called  neurotransmitter  substances.  Selected  changes  in 
responsiveness  to,  or  synthesis  of,  neurotransmitter  materials  could  account 
for  a number  of  alterations  in  normal  nerve  function  observed  as  a result  of 
the  passage  of  years,  not  from  pathological  degeneration. 

(5)  Of  all  brain  aging  problems,  senile  dementia  of  the  Alzheimer’s 
disease  type  stands  as  the  most  formidable  to  individuals  and  society.  Re- 
search will  be  encouraged  in  the  clinical,  behavioral,  biomedical,  and  social 
aspects  of  this  disease.  Related  dementias  will  be  studied  concurrently, 
with  the  intent  of  improving  diagnosis  and  treatment  of  reversible  syndromes. 

(6)  Many  aged  commonly  suffer  from  sleep  problems  which  detract 
markedly  from  the  quality  of  their  lives  and  their  capacity  to  function  nor- 
mally. These  problems  require — and  are  amenable  to — clinical,  biomedical, 
behavioral,  and  social  investigation. 

The  scope  of  the  program  outlined  would  require  close  collaboration  among 
the  National  Institute  on  Aging,  the  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke,  and  the  National  Institute  of  Mental  Health. 
These  institutions  have  already  begun  this  process  of  active  cooperation  with 
the  joint  sponsorship  of  a conference  on  senile  dement ia/Alzheimer ’ s disease 
and  related  disorders.  Future  efforts  in  the  neurosciences,  both  in  intramural 
research  conducted  by  government  scientists  and  extramurally  supported  grant 
research,  would  require  continued  cooperation  to  maximize  the  use  of  scarce 
resources  and  to  ensure  a comprehensive  approach  to  the  research  problems 
addressed . 

The  new  knowledge  obtained  through  research  is  the  ultimate  service  and 
the  ultimate  cost  container.  Without  new  knowledge,  we  will  just  keep  on 
doing  the  same  things  in  the  same  ways,  at  ever-increasing  costs.  We  will 
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continue  to  warehouse  older  people  in  nursing  homes  instead  of  preventing 
the  conditions  that  brought  them  there. 

Some  people,  in  search  of  quick  payoffs  and  instant  cures,  have  come 
to  mistrust  the  scientists’  long  years  of  step-by-step  basic  research.  Some 
may  consider  this  "test  tube"  research  impractical,  without  directed  goals 
and  not  tied  closely  enough  to  human  health  needs.  In  reality,  research  can 
be  people-oriented  and  practical. 

Breakthroughs  in  discovering  the  causes  of  the  devastating  brain  diseases 
which  are  responsible  for  the  majority  of  institutionalizations  in  later  years, 
followed  by  effective  diagnosis  and  prompt  treatment,  could  reduce  the  nursing 
home  population.  If  we  released  even  10  percent  of  admissions,  we  could  cut 
institutional  costs  by  $1  billion  annually  (Butler  1977a) . 

American  industry  spends  3.2  percent  of  its  net  sales  on  research  and 
development  (Butler  1977a).  In  1977,  the  Federal  government  spent  an  esti- 
mated $24  billion  on  health  services  to  the  elderly,  but  only  invested  two- 
tenths  of  1 percent  of  this  amount  on  aging  research  (Butler  1977a) . There- 
fore, the  Task  Panel  on  the  Elderly  concludes: 

There  must  be  a major  national  effort  to  promote  and 
support  accelerated  research  on  the  single  most  ter- 
rifying mental  health  problem  of  the  elderly — organic 
brain  diseases.  Additional  funds  must  be  earmarked 
to  intensify  research  in  medical  schools,  hospitals, 
and  research  institutes  on  these  dread  diseases  which 
are  so  costly  in  terms  of  human  anguish  and  health 
care  expenses.  Further,  the  National  Institute  on 
Aging,  the  National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke,  and  the  National  In- 
stitute of  Mental  Health  should  be  directed  to  con- 
tinue to  conduct  and  support  such  research.  This  ef- 
fort should  be  coordinated  by  the  National  Institute 
on  Aging. 


Implementing  Agency 

DREW  - National  Institutes  of  Health  with  the  National  Institute  on 
Aging  as  the  lead  agency. 

Estimated  Costs: 

First  year  - $5  million  and  3 positions 
Fifth  year  - $50  million  and  25  positions 

A well  thought-out  program,  phased  in  over  a 5-year  period,  would  make 
the  most  efficient  use  of  available  resources.  The  panel  believes  that  every 
tax  dollar  spent  on  aging  research  will  return  to  us — and  to  our  children — a 
thousandfold. 
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ALLOCATION  OF  RESEARCH  RESOURCES 

The  study  of  aging  is  not  just  the  study  of  decline,  loss  and  decre- 
ment— which  do  indeed  accompany  aging — and  it  is  not  just  the  study  of  dis- 
abilities which  may  in  part  be  due  to  social  adversities.  Rather,  it  is  the 
study  of  the  normal  processes  of  development  which  are  fundamental  to  life 
and  about  which  we  know  precious  little.  Research  leading  to  a greater 
understanding  of  the  normal  aging  process  and  the  diseases  which  afflict 
the  elderly  must  be  included  in  the  scope  of  existing  research  programs. 

Some  research  priorities  are  listed  below: 

Systematic  research  on  the  normal  mental  and  emotional 
development  of  the  elderly  is  needed.  The  later  stages 
of  adult  personality  development  and  life  cycle  have 
been  neglected  in  past  investigations.  Valid  and  reli- 
able normative  data  on  behavioral,  mental,  and  emotional 
functioning  are  needed  to  dispel  many  of  the  myths  about 
the  elderly.  Such  data  will  increase  the  quality  of  re- 
search on  dysfunctional  behavior  and  pathological  mental 
processes.  Psychological  and  behavioral  problems  such 
as  alcoholism,  drug  abuse,  suicide,  sexual  difficulties, 
and  depression  also  need  to  be  researched  in  relation  to 
their  special  significance  for  the  elderly.  Specialized 
treatment  techniques  can  then  be  developed  and  assessed. 

In  this  country  there  has  been  a general  upward  trend 
of  suicides  over  the  years.  In  1975,  there  were  approxi- 
mately 27,000  recorded  suicide  completions  and  an  esti- 
mated 216,000  suicide  attempts  (Frederick  1977a).  The 
elderly  consistently  account  for  about  25  percent  of  all 
reported  suicides  (primarily  because  of  the  very  high  in- 
cidence rates  among  elderly  men)  (Cohen  1977;  Frederick 
1977a).  Research,  prevention,  and  treatment  studies  and 
personnel  training  must  be  included  in  the  Forward  Plans 
of  the  National  Institute  of  Mental  Health  and  other 
health  agencies.  In  this  instance,  it  may  not  be  the 
elderly  alone  who  will  benefit  from  such  studies  in  spite 
of  their  high  suicide  rate.  The  younger  age  groups  have 
shown  marked  increases  in  both  committed  and  attempted 
suicides  over  the  past  two  decades  (as  high  as  200  per- 
cent increase  since  1955)  (Frederick  1977b). 

Nutritional  research  should  be  increased.  At  present, 
scientists,  physicians,  and  lay  persons  have  no  adequate 
nutritional  guidelines  for  the  elderly.  This  is  espe- 
cially disturbing  since  poor  nutrition  has  been  shown 
to  cause  a reversible  brain  syndrome  that  may  be  misdiag- 
nosed as  senile  dementia.  Research  also  needs  to  be  done 
on  the  economic,  social,  and  psychological  factors  which 
influence  the  eating  habits  of  the  elderly. 

Existing  evidence  on  the  effects  of  age  suggests  that  the 
body's  capacity  to  defend  itself  against  challenge  declines 
in  almost  direct  proportion  to  the  age  of  the  experimental 
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animals.  It  is  now  necessary  to  undertake  detailed  ex- 
ploration of  the  immune  system  in  elderly  human  beings 
to  determine  whether  their  loss  of  immune  competence 
follows  the  pattern  observed  in  rodents.  Investigations 
will  also  focus  on  whether  this  decline  in  resistance  to 
disease  can  be  slowed. 

It  is  a common  clinical  observation  that  sensitivity  to 
drugs  and  the  degree  of  adverse  reaction  to  even  small 
doeses  of  therapeutic  drugs  tend  to  increase  with  age 
for  reasons  which  thus  far  remain  unexplained.  Given  the 
fact  that  Americans  over  age  65 — who  comprise  11  percent 
of  the  U.S.  population — use  25  percent  of  all  medications 
prescribed  (Besdine  1977),  the  need  for  attaining 
a better  understanding  of  the  reactions  of  older  individ- 
uals to  pharmacological  agents  is  among  the  foremost 
priorities  in  research  on  aging. 

The  elderly  use  prosthetic  aids  to  compensate  for  sensory 
and  motor  losses  and  to  maintain  vital  processes  such  as 
cardiovascular  function.  The  use  of  advanced  technology 
that  has  been  developed  in  recent  years  for  military, 
astronautical,  and  industrial  purposes  should  be  explored 
for  applications  which  will  compensate  for  the  physical 
losses  suffered  by  the  elderly.  The  National  Institute 
on  Aging  should  coordinate  with  the  National  Aeronautics 
and  Space  Administration  to  conduct  animal  studies  and 
clinical  trials  to  further  explore  the  possible  develop- 
ment of  prosthetic  aids  for  the  aged  which  will  reduce 
the  need  for  institutional  care. 

Various  forms  of  nervous  system  impairment  account  for  the 
majority  of  admissions  of  older  people  to  hospitals  and 
nursing  homes.  Some  mental  disorders  are  actually  due  to 
other  causes  such  as  poor  nutrition,  pneumonia,  excessive 
medication,  and  anemia,  and  are  therefore  reversible. 

Other  disorders  involve  irreversible  damage  to  the  nervous 
system.  Research  on  the  causes,  prevention,  and  treatment 
of  these  disorders  could  result  in  significant  economic 
benefits  to  society  and  prevent  much  suffering  on  the  part 
of  afflicted  individuals  and  their  families. 

Demographic  and  epidemiologic  studies  must  be  conducted 
routinely  to  improve  our  identification  of  populations  in 
need  and  to  enhance  our  ability  to  allocate  limited  re- 
sources according  to  need  and  potential  benefits. 

Despite  demonstrated  gaps  in  ongoing  research  and  documented  need  for 
research  training  and  services  designed  to  maintain — and  if  necessary,  im- 
prove— the  mental  health  of  the  aged  population,  relatively  little  is  being 
done.  Approximately  3 percent  of  the  total  NIMH  budget  is  set  aside  for 
research,  training,  and  services  designed  for  the  elderly  (Butler  1975) . 

The  panel  believes  that  this  country  cannot  continue  to  pour  out  money  for 
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treatment  of  an  ever-increasing  number  of  elderly  and  not  attempt  to  plan  its 
research  and  prevention  spending  so  the  needs  of  the  elderly  are  taken  into 
account . Therefore,  the  Task  Panel  on  the  Elderly  concludes  that: 

The  Secretary  of  Health,  Education,  and  Welfare  and  the 
Office  of  Management  and  Budget  should  independently  re- 
examine how  existing  Federal  resources  are  being  spent — 
with  special  attention  to  NIMH  and  NIA — and  to  increase 
or  reallocate  such  resources  available  in  research,  train- 
ing, and  mental  health  services  for  the  elderly  proportion- 
ate with  their  current  needs  and  the  needs  of  the  larger 
future  populations  of  elderly. 


ADMINISTRATION  ON  AGING  - Revitalization 

"AN  ACT 

To  provide  assistance  in  the  development  of  new  or  improved  pro- 
grams to  help  older  persons  through  grants  to  the  States  for 
community  planning  and  services  and  for  training — through  re- 
search, development,  or  training  project  grants — and  to  estab- 
lish within  the  Department  of  Health,  Education,  and  Welfare  an 
operating  agency  to  be  designated  as  the  ’Administration  on 
Aging. ' 

Be  it  enacted  by  the  Senate  and  House  of  Representatives  of 
the  United  States  of  America  in  Congress  assembled.  That  this 
Act  may  be  cited  as  the  ’Older  Americans  Act  of  1965’  (Older 
Americans  Act  1965)." 

Twelve  years  ago  this  legislation  was  enacted  as  part  of  "The  Great 
Society"  program.  It  was  a small  agency  with  a small  budget.  In  1967  it 
was  placed  within  the  Social  and  Rehabilitation  Services  (SRS)  which  is 
the  "welfare"  component  of  DHEW.  This  "welfare"  link  plus  the  decisions  of 
various  SRS  administrators  to  transfer  certain  AoA  functions  and  responsi- 
bilities to  other  units  prompted  Congress  to  take  steps  to  reorganize  the 
I'  way  aging  programs  were  to  be  administered.  In  the  1973  Amendments  extend- 
ing and  expanding  the  Older  Americans  programs.  Congress  provided  that: 

(1)  "There  is  established  in  the  Office  of  the  Secretary  an  Ad- 
ministration on  Aging...."  By  this  language  Congress  moved 
AoA  from  SRS  to  the  Office  of  the  Secretary  of  DHEW.  In 
reality,  the  Commissioner  on  Aging  answers  to  the  Assistant 
Secretary  for  Human  Development  who  is  part  of  the  "Office 
of  the  Secretary." 

The  Senate  report  on  S.  50,  the  1973  Amendments  to  the 
Older  Americans  Act,  noted  that:  "In  enacting  the  Older 

Americans  Act,  Congress  intended  that  AoA  should  act  both 
as  an  advocate  for  the  elderly  in  the  entire  Federal 
government  and  should  be  the  principal  agency  for  adminis- 
tering service  programs  for  the  aging  within  DHEW. 
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"Unfortunately,  AoA's  effectiveness  has  been  diminished 
by  its  placement  at  a relatively  low  level  within  DREW. 
Testimony  before  the  Special  Committee  on  Aging,  as  well 
as  the  proceedings  of  the  White  House  Conference  on  Aging, 
reflects  a widespread  disillusionment  with  respect  to 
its  advocacy  functions. 

"For  these  reasons  the  (Senate)  committee  deems  it  advis- 
able to  remove  AoA  from  SRS  and  place  it  within  the  Office 
of  the  Secretary." 

(2)  The  placing  of  AoA  within  the  Office  of  the  Secretary  was 
reinforced  by  language  which  read,  "In  the  performance  of 
his  functions,  the  Commissioner  shall  be  directly  respon- 
sible to  the  Office  of  the  Secretary." 

(3)  Section  201(a)  designates  AoA  as  "the  principal  agency 
for  carrying  out  this  Act."  The  House  Report  (92-1203) 
for  H.R.  15657  (pocket  vetoed  in  October  1972),  a bill 
that  was  a forerunner  to  the  1973  Amendments,  states 
that  "Legislative  history  clearly  demonstrates  that  the 
intent  of  Congress  when  it  first  passed  the  Older  Ameri- 
cans Act  in  1965  was  to  create  an  entity  highly  visible 
in  the  Department  of  Health,  Education,  and  Welfare  to 
serve  as  a focal  point  for  dealing  with  the  problems  of 
the  aged." 

The  Report  goes  on  to  reassert  "...the  Congressional 
mandate  to  the  Commissioner  on  Aging  and  giving  him 
the  powers  and  responsibilities  he  needs  to  carry  out  ef- 
fective programs  for  older  people  and  to  work  on  a more 
equal  basis  with  other  agencies  which  have  programs  of 
benefit  to  the  aged." 

(4)  Section  201(a)  also  prohibits  the  Secretary  from  ap- 
proving any  delegation  of  the  Commissioner’s  function 
or  authority  to  any  officer  "not  directly  responsible 
to  the  Commissioner."  Originally  such  delegations  of 
authority  were  permitted  if  they  were  first  submitted 
to  Congress  and  not  disapproved.  In  1974,  the  Commis- 
sioner requested  permission  to  delegate  certain  respon- 
sibilities to  the  DHEW  Regional  Directors.  Congress 
not  only  disapproved  of  this  proposed  delegation,  but 
repealed  the  authority  under  which  the  delegation  was 
originally  proposed.  Now  the  Commissioner  may  only 
delegate  functions  to  subordinates  who  answer  to  him. 

(5)  In  1973  section  203  was  added  to  the  Act  which  requires 
other  Federal  agencies  to  consult  and  cooperate  with 
the  Administration  on  Aging  in  the  planning  and  imple- 
mentation of  the  programs  "substantially  related  to  the 
purpose  of"  the  Older  Americans  Act.  This  provision 
was  designed  to  strengthen  the  role  of  AoA  as  the  focal 
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point  of  Federal  programs  in  Aging,  while  seeking  to  re- 
duce overlapping  and  encourage  better  coordination  among 
various  Federal  agencies. 

(6)  Section  211  exempts  the  Older  Americans  Act  from  provi- 
sions of  the  Joint  Funding  Simplification  Act  of  1974 
(P.L.  93-510). 

These  six  areas  represent  the  thrust  of  congressional  efforts  to  give 
AoA  a clear  mandate  and  the  authority  to  carry  it  out.  The  1973,  1974,  and 
1975  Amendments  to  the  Older  Americans  Act  of  1965  were  all  designed  to  give 
AoA  the  visibility,  strength,  and  independence  needed  to  fulfill  its  tasks 
while  insulating  its  jurisdiction  and  its  institutional  integrity  from  the 
administrative  actions  of  DREW  and/or  Office  of  Management  and  Budget  (Rust 
1977). 

In  view  of  the  previously  mentioned  history,  congressional  intent  and 
mandate,  and  the  growth  of  the  population  of  older  Americans,  and  the  fact 
that  execution  of  options  presented  and  accepted  will  require  constant  vigi- 
lance, the  Task  Panel  on  the  Elderly  concludes: 

The  position  of  the  Commissioner  of  the  Administration 
on  Aging  MUST  be  affirmed  to  fulfill  legislative  intent 
and  mandate.  This  will  enable  the  Administration  on 
Aging  to  be  a strong  and  highly  visible  advocate  for 
older  Americans  as  intended  by  Congress. 


Implementing  Office: 

Office  of  the  Secretary,  DREW 
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CONCLUSION 


None  of  us  knows  whether  we  have  already  had  the  best  years  of  our 
lives  or  whether  the  best  are  yet  to  come.  All  are  capable  of  the  greatest 
human  expressions  even  up  to  the  very  end  of  life.  The  ability  to  love, 
care,  and  feel  is  potentially  as  great — perhaps  greater — in  the  old  as  it  is 
in  the  young. 

We  were  not  prepared  for  the  dramatic  rise  in  the  number  of  older  people 
that  occurred  during  the  20th  century.  Many  of  our  relatively  recent  programs 
designed  to  improve  the  life  of  the  elderly  suffer  now  from  a lack  of  prepa- 
ration for  this  population  shift. 

Today,  we  know  that  the  elderly  population  will  increase  dramatically 
and  we  must  choose  our  future  course  of  action.  We  can  either  continue  social, 
economic,  and  health  policies  which  reflect  our  negative  and  fearful  attitudes 
and  our  self-fulfilling  prophesies  to  scores  of  forgotten  or  "warehoused" 
elderly;  or  we  can  improve  ourselves  and  our  system,  thus  encouraging  our 
elders  to  enrich  their  lives  and  our  own  in  the  process. 
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EXECUTIVE  SUMMARY 


The  Task  Panel  on  Rural  Mental  Health  submits  to  the  President’s 
Commission  on  Mental  Health  16  recommendations  for  consideration  as  they 
prepare  their  final  Report  to  the  President 


RECOMMENDATIONS 

1.  That  the  Alcohol,  Drug  Abuse,  and  Mental  Health 
Administration  (ADAMHA)  establish  a Center  on  Rural 
Issues  to  be  linked  structurally  and  functionally 
to  centers  on  rural  issues  within  each  of  the  three 
Institutes;  and  that  the  ADAMHA  Center  on  Rural 
Issues  be  organizationally  located  within  the  Office 
of  the  ADAMHA  Administrator  and  be  superordinate  to 
the  centers  in  each  of  the  three  Institutes. 

2.  That  there  be  created  within  ADAMEIA,  and  within  State 
mental  health  agencies,  a Rural  Mental  Health  Compre- 
hensive Planning  Grant  Program  for  the  award  of 
formula  grants  to  States  (or  to  federations  of  State 
agencies)  for  comprehensive  mental  health  planning; 
and  that  comprehensive  plans  for  rural  mental  health 
services  be  incorporated  into  required  overall  State 
mental  health  plans  and  Health  Services  Administration 
(HSA)  plans. 

3.  That  State  mental  health  authorities  within  each 
State,  with  the  active  participation  of  State  alco- 
holism, drug  abuse,  and  mental  retardation  authori- 
ties, designate  a locus  of  responsibility  for  rural 
mental  health  issues  and  related  programing. 

4.  That  immediate  action  be  implemented  to  consolidate 
information  requirements  of  the  reporting  systems  of 
the  three  separate  ADAMHA  Institutes  into  a single 
data-gathering  system  at  the  ADAMHA  level. 

5.  That  the  practice  of  involving  State  and  local 
agencies  in  the  design  of  information  systems  cur- 
rently employed  by  NIMH  be  utilized  in  the  design 
of  the  consolidated  ADAMHA  information  system. 

6.  That  Public  Law  94-63  be  revised  to  allow  for  more 
flexibility  in  rural  areas  by  permitting  a redefini- 
tion of  basic  and  specialized  services;  that  the 
basic  services  be  offered  from  the  first  day  of  the 
center's  operation;  and  that  provision  be  made  for 
an  orderly  phase-in  of  specialized  services  over  a 
5-year  period. 
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7.  That  Section  201  of  Public  Law  94-63  be  revised 
to  enable  community  mental  health  centers  to 
share  certain  types  of  facilities  or  services  or 
to  contract  with  appropriate  agencies  outside 
the  catchment  area  for  the  provision  of  services. 

8.  That  Public  Law  94-63  be  amended  to  include  a 
stipulation  for  the  waiver  of  the  75,000  to  200,000 
population  limit  on  catchment  areas,  where  States 
determine  that  the  needs  of  "natural  communities" 
would  best  be  served  by  such  a waiver. 

9.  That  decisions  on  the  size  of  catchment  areas 
according  to  both  population  and  territory  covered 
be  made  at  the  State  level  on  the  basis  of  the 
determination  of  "natural  communities"  by  State 
and  local  authorities. 

10.  That  the  provision  in  Public  Law  94-63  requiring 
that  community  mental  health  center  governing 
boards  meet  at  least  once  a month  (Sec.  201 

(c) (1) (B) (ii) ) be  rescinded. 

11.  That  tabulation  categories  in  the  reporting  system 
of  the  NIMH  Division  of  Biometry  and  Epidemiology's 
Inventory  of  Community  Mental  Health  Centers  be 
modified  so  as  to  recognize  services  rendered  in 
rural  areas  that  are  overlooked  in  the  current  re- 
porting format. 

12.  That  modifications  in  certification  requirements 
under  Medicare  and  Medicaid  (Titles  XVIII  and  XIX) 
be  instituted  to  allow  reimbursement  for  outpatient, 
partial  hospitalization  and  other  services  offered 
by  nonphysician  mental  health  service  providers. 

13.  That  modifications  in  certification  requirements 
under  Medicare  and  Medicaid  (Titles  XVIII  and  XIX) 
be  instituted  to  allow  reimbursement  for  extra- 
ordinary transportation  costs  faced  by  patients 
and  service  providers  in  the  delivery  of  mental 
health  services  in  rural  areas. 

14.  That  ADAMHA  establish  rural  mental  health  as  a 
priority  to  be  implemented  through  the  realignment 
of  existing  research  capabilities  with  appropriate 
reallocation  of  research  moneys;  and  that  the 
ADAMHA  rural  mental  health  research  initiative 
include  clinical  and  sociological  investigations, 
as  well  as  evaluation  and  needs  assessment  studies; 
and  that  ADAMHA,  through  special  announcements, 
invite  the  receipt  of  rural  mental  health  research 
proposals . 
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15.  That  ADAMHA  establish  rural  manpower  training  as  a 
priority  to  be  implemented  through  the  realignment 

of  existing  manpower  training  capabilities  with  appro- 
priate reallocation  of  manpower  training  moneys;  and 
that  ADAMEIA,  through  special  announcements,  invite  the 
receipt  of  proposals  to  prepare  prospective  staff  in 
all  specialty  categories  for  rural  employment. 

16.  That  rural  manpower  training  programs  supported  by 
ADAMHA  include  traineeships  in  all  professional  and 
supportive  specialties;  and  that  these  training  pro- 
grams depart  from  a core  curriculum  that  focuses 
specifically  on  rural  mental  health  service  delivery. 

Supportive  rationale  specific  to  each  recommendation  is  found  in  the 
text  preceding  and  following  the  recommendation.  Additional  supportive 
rationale  is  found  in  the  narrative  portions  of  this  document. 


HIGHLIGHTS 

In  studying  the  delivery  of  mental  health  services  to  rural  populations 
in  the  Nation,  the  task  panel  has  concluded  that  research  on  the  mental  health 
needs  of  rural  citizens  has  been  sporadic  and  fragmented.  The  task  panel 
has,  therefore,  found  it  necessary  to  conduct  its  deliberations  without  the 
benefit  of  a substantial  body  of  scientifically  verified  data.  The  paucity 
of  research  in  rural  mental  health  is  but  one  manifestation  of  the  mental 
health  resource  imbalance  in  rural  America,  which  affects  services  for  a 
major  portion  of  the  55  million  Americans  who  reside  in  rural  communities. 

The  wide  range  of  mental  health  needs  among  rural  Americans  reflects 
great  diversity  in  physical  settings  of  rural  subcultures.  Despite  diver- 
sity, however,  certain  commonalities  in  rural  life  styles,  which  give  rise 
to  critical  mental  health  needs,  may  be  identified. 

It  is  important  to  assess  and  evaluate  rural  mental  health  service 
delivery  within  the  context  of  rural  attitudes  and  value  systems.  The 
importance  of  rural  values  stressing  holism  and  general  well-being  needs 
to  be  appreciated. 

The  rural  concept  of  community  takes  on  a special  significance  in 
relation  to  the  mental  health  needs  of  ethnic  and  other  minorities  residing 
in  rural  America.  One  issue  affecting  the  delivery  of  quality  mental  health 
services  to  members  of  ethnic  minorities  in  rural  communities  lies  in  the 
external,  nonlocal  control  of  mental  health  planning.  It  is  essential  that 
folkways  surrounding  the  care  of  the  mentally  ill  in  rural  ethnic  communities 
be  understood  and  that  efforts  be  made  to  adapt  them  to  formal  service  de- 
livery techniques. 

Rural  mental  health  services  are  frequently  characterized  by  monopolies; 
the  notion  of  pluralistic  service  delivery,  a fundamental  element  in  the 
development  of  human  services  in  our  Nation,  is  frequently  unattainable  in 
rural  communities. 
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Rural  mental  health  agencies  have  found  it  difficult  to  qualify  for 
assistance  in  the  several  Federal  government  programs  that  support  con- 
struction, development,  and  staffing  of  local  mental  health  programs. 

Federal  assistance  guidelines  for  resource  allocation,  technical  assistance, 
and  program  audit  all  flow  through  rigid  access  tunnels,  which  tend  to  deny 
the  realities  of  rural  social  life. 

Reports  indicate  special  mental  health  manpower  problems  in  rural 
areas.  These  problems  are  reflected  in  issues  concerned  with  the  recruit- 
ment, retention,  and  turnover  of  rural  staff  and  in  the  special  requirements 
of  rural  mental  health  manpower  training. 

Lack  of  adequate  funding  for  rural  mental  health  research  is  both  a 
reflection  of  the  rural  mental  health  resource  imbalance  and  a factor  which 
limits  effective  program  planning. 

In  many  rural  places,  the  Federal  Government  assumes  primary  financial 
responsibility  for  the  delivery  of  mental  health  services.  In  other  rural 
places.  Federal  funds  provide  the  sole  source  of  financial  support  for 
organized  mental  health  endeavors.  The  task  panel  looks  to  ADAMHA  as  the 
prime  agency  in  providing  advocacy  for  rural  mental  health. 

The  role  of  prevention  in  promoting  positive  mental  health  in  rural 
America  is  extremely  important.  There  is  a need  to  document  the  effects 
of  demographic,  environmental,  and  economic  changes  on  mental  health  as 
these  occur  in  rural  communities.  Preventive  programs  that  would  improve 
the  quality  of  life  and  lessen  environmental  stress  should  be  implemented 
to  the  maximum  extent  possible.  Using  built-in  cultural  foundations  in  the 
development  of  prevention  programs  in  rural  America  is  both  wise  and 
necessary. 
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INTRODUCTION 


The  interim  report  of  the  Task  Panel  on  Rural  Mental  Health  described 
in  detail  the  scope  of  mental  health  problems  in  rural  America.  It  devoted 
considerable  discussion  to  explaining  the  bases  of  these  problems.  Having 
thus  established  a broad  rationale,  the  present  and  final  report  will  out- 
line a number  of  action  proposals  for  the  consideration  of  the  Commissioners 
as  they  prepare  their  Report  to  the  President. 

The  first,  or  Overview,  section  of  the  present  report  presents  a nar- 
rative description  of  the  salient  features  of  rural  mental  health  service 
delivery  in  the  nation  in  1977.  The  second  section.  The  Role  of  ADAMHA  in 
Rural  Mental  Health,  and  the  third  section.  Correcting  Current  Deficits, 
contain  a series  of  16  interrelated  recommendations  which,  in  the  judgment 
of  the  task  panel,  represent  practicable  strategies  for  ameliorating  rural 
mental  health  deficits.  A final  brief  section  summarizes  the  task  panel’s 
deliberations  concerning  the  prevention  of  mental  disorder  in  rural  America. 

In  a previous  communication  to  the  Commissioners,  the  Task  Panel  on 
Rural  Mental  Health  commented  extensively  on  the  relevance  of  the  Commis- 
sion’s Preliminary  Report  to  the  concerns  of  rural  mental  health.  The  task 
panel  urges  the  Commissioners  to  review  those  comments  in  conjunction  with 
the  recommendations  contained  herein. 

The  task  panel  considers  that  the  first  and  second  recommendations, 
which  appear,  respectively,  in  the  sections  on  the  Role  of  ADAMHA  and  Cor- 
recting Current  Deficits,  are  of  an  especially  critical  nature.  Although 
the  assignment  of  priorities  is  no  easy  matter,  these  two  recommendations 
stand  out  as  being  so  basic  as  to  require  immediate  action.  Each  of  the  re- 
maining 14  recommendations,  all  of  which  appear  in  the  section  on  Correcting 
Current  Deficits,  is  also  of  great  importance,  but  the  task  panel  assigns  no 
special  priority  to  their  implementation  except  to  urge  action  with  as  little 
delay  as  possible. 
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RURAL  MENTAL  HEALTH:  AN  OVERVIEW 


That  there  is  a mental  health  resource  imbalance  in  rural  America  is 
well  documented  in  both  the  professional  and  popular  literature.  The  Task 
Panel  on  Rural  Mental  Health  has  identified  some  of  the  forces  contributing 
to  this  imbalance  and  has  studied  a number  of  action  alternatives  for  effect- 
ing improvements  in  rural  mental  health  service  delivery. 

The  task  panel  has  found  it  necessary  to  conduct  its  deliberations 
without  the  benefit  of  a substantial  body  of  scientifically  verified  data: 
research  on  the  mental  health  needs  of  rural  citizens  has  been  sporadic 
and  fragmented.  What  research  does  exist  fully  supports  the  notion  that 
rural  populations  are  underserved  in  the  mental  health  system.  However,  the 
base  of  verified  data  must  be  expanded  in  order  that  generalizations  concern- 
ing rural  mental  health  may  be  more  fully  substantiated. 

Because  the  task  panel  has  been  limited  in  its  ability  to  cite  research 
findings  for  its  conclusions,  it  has  had  to  draw  heavily  on  the  empirical 
wisdom  of  its  individual  members  for  data.  The  paucity  of  research  in  rural 
mental  health  is  but  one  manifestation  of  the  mental  health  resource  imbal- 
ance in  rural  America.  Like  service  delivery  resources,  research  resources 
have  tended  to  be  directed  toward  urban  concerns.  The  practical  effect  of 
such  inattention  to  specifically  rural  mental  health  concerns  has  been  the 
denial  of  quality  mental  health  care  to  a major  portion  of  the  55  million 
Americans  who  reside  in  rural  communities. 

In  some  instances  deficits  in  mental  health  services  experienced  by 
rural  persons  are  general  to  the  mental  health  service  delivery  system  and 
transcend  rural/urban  distinctions.  In  these  instances,  the  task  panel 
shares  the  concerns  of  other  task  panels  in  identifying  both  problem  areas 
and  options  for  improved  care.  In  other  instances,  however,  there  are 
mental  health  service  gaps  that  are  specific  to  rural  America.  In  these 
latter  cases,  the  task  panel  is  in  agreement  that  recognition  and  elabora- 
tion of  some  of  the  distinctions  between  rural  and  urban  life  circumstances 
are  essential  to  the  improvement  of  mental  health  service  delivery  to  rural 
Americans . 

The  present  report  proceeds  from  the  assumption  that  some  of  the 
accepted  concepts  in  mental  health  service  delivery  are  more  relevant  to 
urban  than  to  rural  needs  and  sometimes  work  to  the  disadvantage  of  the 
latter.  For  major  improvement  in  the  delivery  of  mental  health  services  to 
rural  Americans  to  take  place,  it  is  necessary  to  develop  new  concepts  that 
take  into  account  both  the  special  mental  health  needs  of  rural  populations 
and  the  variety  of  circumstances  that  impede  the  delivery  of  services  to 
these  people. 


ISSUES  IN  RURAL  MENTAL  HEALTH 

The  wide  range  of  mental  health  needs  among  rural  Americans  reflects 
great  diversity  in  rural  settings.  Geographic  variations  contribute  to  the 
diverse  nature  of  rural  communities.  In  some  places,  topographical  condi- 
tions impose  stresses  on  the  population  through  physical  barriers,  distances. 
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and  wide  spaces.  Sheer  vastness  contributes  both  to  the  creation  of  mental 
health  problems  and  to  difficulties  in  providing  services  to  alleviate  these 
problems.  Distance  itself  may  limit  the  delivery  of  services  in  ways  that 
are  unknown  in  urban  catchment  areas.  Many  urban  planners  are  unaware  that 
rural  catchment  areas  may  reach  a size  of  46,000  or  even  61,000  square  miles 
(Dolan  1975).  Transportation  difficulties  are  paramount  in  such  places,  so 
that  transportation  emerges  as  a major  variable  to  be  considered  in  the  pro- 
vision of  effective  rural  mental  health  services  (Brown  1977) . 

Political  differences  are  also  associated  with  rural  diversity  and  with 
patterns  of  mental  health  service  delivery  that  are  unique  to  specific  rural 
communities.  Many  rural  areas  have  a preponderance  of  undereducated,  poor 
and  essentially  unhealthy  persons,  whose  primary  life  endeavors  are  concerned 
with  survival.  Small  numbers  of  prestigious  and  affluent  persons  may  be  able 
to  influence  mental  health  service  delivery  modes  according  to  their  own  value 
orientations,  so  that  service  patterns  are  determined  by  relatively  few  indi- 
viduals with  special  professional  or  economic  interests.  In  certain  rural 
communities,  human  services,  including  mental  health  services,  are  primarily 
the  concern  of  the  educational  system;  in  other  places,  however,  human  serv- 
ices are  extensively  developed  through  efforts  of  the  church.  Ethnic,  demo- 
graphic, and  attitudinal  differences  contribute  further  to  the  tremendous 
diversity  of  rural  communities  in  the  Nation. 

Despite  diversity,  however,  certain  commonalities  in  rural  life  styles 
which  give  rise  to  critical  mental  health  service  needs  may  be  identified. 

It  is  necessary  to  understand  these  commonalities  to  assess  mental  health 
services  in  rural  America  properly.  A number  of  indices  may  be  used  in  doc- 
umenting the  need  for  mental  health  services  in  rural  areas.  Rural  communi- 
ties tend  to  be  characterized  by  higher  than  average  rates  of  psychiatric 
disorder,  particularly  depression;  by  severe  intergenerational  conflicts; 
by  restricted  opportunities  for  developing  adequate  coping  mechanisms  for 
facing  stress  and  for  problem  solving;  by  an  exodus  of  individuals  who  might 
serve  as  effective  role  models  for  coping;  by  an  acceptance  of  conditions  as 
being  beyond  individual  control;  and  by  an  acceptance  of  fatalistic  atti- 
tudes and  minimal  subscription  to  the  idea  that  change  is  possible. 

This  catalog  of  issues  in  rural  mental  health  was  included  in  the  task 
panel’s  first  report  to  the  Commissioners  and  was  derived  from  a literature 
review  and  from  panel  members’  empirical  experiences.  Since  that  time,  pre- 
liminary findings  of  an  epidemiological  study  of  mental  disorder  currently 
being  conducted  in  nine  rural  Tennessee  counties  have  been  released  (Husaini 
and  Neff  1977).  The  results,  though  tentative,  quite  strikingly  support  the 
panel’s  earlier  generalizations.  Data  in  the  report  suggest  that  approxi- 
mately 12  percent  of  the  rural  population  requires  psychiatric  care.  This 
figure  does  not  include  persons  who  experience  mild  or  even  moderate  stress 
but  rather  is  a conservative  estimate  covering  only  those  whose  need  for 
care  falls  into  the  high  risk  category.  In  comparing  the  psychiatrically 
impaired  and  nonimpaired  populations,  the  investigators  write  that  the 
former  "have  limited  internal  adaptive  capacities  and  few  external  support- 
ive social  ties."  They  are  "less  satisfied  with  their  present  life  (achieve- 
ments) and  are  not  optimistic  about  their  future  satisfaction  in  life." 
(Husaini  1977) 
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Rural  areas  are  frequently  poor  areas.  The  importance  of  this  fact 
for  rural  mental  health  planning  is  implicit  in  a series  of  questions 
raised  in  a recent  NIMH-funded  report  on  mental  health  manpower:  "Do... 

I (current  mental  health)  programs  demand  more  resources  than  rural  poverty 
areas  are  able  to  supply?  Do  they  require  more  local  political  organiza- 
I tion  than  rural  poverty  areas  are  likely  to  muster?  Is  there  a need  for 
: new  programs  to  directly  address  the  mental  health  needs  of  rural  America? 

I The  answers  to  each  of  these  questions  is  likely  to  be  yes."  (Longest, 

Konan,  and  Tweed  1977) 

! 

I The  incidence  and  incipiency  of  emotional  disorders  in  rural  areas 

' places  a great  responsibility  on  mental  health  agencies  for  individual  care. 

I In  addition,  rural  societies  experience  mental  health  needs  on  the  community 
jl  level.  Demographic  imbalances,  which  result  from  migration  patterns  and  are 

I often  manifested  in  disproportionate  numbers  of  very  young  and  elderly  per- 
il sons,  interfere  with  established  patterns  of  social  interaction  and  represent 
|l  a threat  to  the  very  survival  of  the  community.  Additionally,  rural  communi- 

;|i  ties,  under  the  impact  of  increasing  contact  with  urban  values,  are  under- 
il!  going  rapid  social  change.  Uncertainty  in  the  definition  of  social  roles 
. li  creates  an  increased  need  for  effective,  culturally  relevant,  and  community- 
oriented  mental  health  services, 
i' 

There  is,  then,  a need  to  recognize  not  only  illness  patterns  in  the 
[j  lives  of  rural  individuals  but  also  the  breakdown  of  coping  mechanisms  of 
ij  rural  citizens  and  the  dysfunctions  inherent  in  rural  community  support 
?i|  systems.  Recognition  of  these  problems  is  facilitated  through  understanding 
jj  of  the  strong  rural  sense  of  community. 

f THE  CONCEPT  OF  COMMUNITY 

j It  is  important  to  assess  and  evaluate  rural  mental  health  service 

}|  delivery  within  the  context  of  rural  attitudes  and  value  systems.  Too  fre- 
)|  quently  assessment  and  evaluation  derive  from  standards  developed  for  urban 
);  communities,  where  personal  and  community  causes  are  more  nearly  separable. 

1:  Rural  value  systems  tend  toward  holistic  approaches  to  life.  The  community 

and  its  members  are  perceived  as  a unified  entity;  notions  of  well-being  are 
||;  expressed  in  terms  of  the  individual’s  ability  to  function  in  the  community 
>1  (or,  coincidentally,  in  terms  of  the  community’s  ability  to  serve  the  indi- 
fj  vidual) , and  distinctions  between  physical  health  and  mental  health  are 
fj  often  perceived  as  artificial.  Positive  value  is  placed  on  promoting  good 

II  health  for  the  sake  of  both  individual  and  community  survival. 

:|  In  urban  settings,  mental  health  is  more  likely  to  be  defined  within  a 

traditional  patient  care  framework,  where  emphasis  is  placed  on  diagnostic 
(i  procedures  and  specific  treatment  plans  for  illness.  Implicit  in  such  a 
I model  is  a distinction  between  providers  and  consumers  of  mental  health 
||  services.  This  view  of  the  role  of  mental  health  services  must  be  supple- 
|:  mented  in  rural  areas,  where  the  prevailing  value  system  tends  to  emphasize 
jj  "helping  the  person"  rather  than  "curing  the  illness," 

! The  importance  of  rural  values  which  stress  holism  and  general  wellbeing 

II  needs  to  be  appreciated.  In  rural  communities,  mental  health  agencies  must 

li 

I 
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deal  not  only  with  illness  needs  of  individuals  but  also  with  developing  a 
mentally  healthy  environment.  The  community  must  be  seen  as  both  the  client 
and  the  agent  of  support  and  sanction  in  rural  places.  A community  mental 
health  model  that  allows  for  positive  preventive  and  educational  tasks  is 
more  consistent  with  rural  values  than  is  a treatment  model  that  focuses 
primarily  on  illness. 


ETHNIC  AND  MINORITY  MENTAL  HEALTH  CONCERNS 

The  rural  concept  of  community  takes  on  special  significance  in  relation 
to  the  mental  health  needs  of  ethnic  and  other  minorities  residing  in  rural 
areas.  The  task  panel  is  aware  of  the  special  plight  of  women  in  many  rural 
communities.  In  addition  to  sharing  the  same  kinds  of  growth  problems  that 
women  throughout  the  nation  are  experiencing,  rural  women  are  frequently 
affected  by  patterns  of  migration  taking  disproportionate  numbers  of  men  out 
of  the  community  and  leaving  the  women  behind  to  cope  with  stresses  imposed 
by  rapid  population  change.  Boomtown  communities  typically  experience  oppo- 
site disproportionate  numerical  representations  of  the  sexes.  Women  and 
other  minority  groups  have  special  problems  in  rural  America. 

The  special  mental  health  needs  of  ethnic  minorities  living  in  rural 
communities  are  of  singular  importance.  Implicit  in  the  recommendations 
presented  in  the  next  two  sections  of  this  report  is  a sensitivity  to  the 
unique  needs  of  ethnic  and  cultural  minorities  in  rural  areas.  The  task 
panel  wishes  to  alert  the  Commissioners  to  the  special  issues  facing  rural 
ethnic  subpopulations  and  to  underscore  the  need  for  special  action.  To 
this  end,  the  Commissioners  are  urged,  wherever  specific  recommendations 
appear  in  the  pages  that  follow,  to  consider  their  significance  for  rural 
minority  group  members.  The  task  panel  is  strongly  united  in  its  concern 
for  the  special  mental  health  needs  of  ethnic  minorities  in  rural  areas. 

Rural  American  ethnic  minorities  are  characterized  by  diversity.  In 
addition  to  numerically  large  aggregates  of  Black,  Hispanic,  and  Indian 
minorities,  there  are  smaller  groups  of  Asians,  Alaskan  natives,  Filipinos, 
and  Pacific  Islanders.  Although  specific  problems  of  these  ethnic  groups 
vary  with  region,  economic  circumstances,  and  the  rate  of  social  change, 
these  populations  often  experience  heightened  mental  stresses  as  the  result 
of  poverty  and  lack  of  power.  The  existence  of  nonvocal  minority  groups  in 
much  of  rural  America  creates  mental  health  needs  that  must  be  considered 
in  comprehensive  program  planning.  The  mental  health  of  the  community  and 
of  its  individual  members  is  threatened  by  the  survival  of  political  struc- 
tures that  discriminate  against  the  powerless  and  the  poor. 

A review  of  expert  opinion  suggests  that  there  are  problems  generally 
common  to  the  mental  health  needs  of  the  diverse  ethnic  minorities  in  rural 
America.  One  issue  affecting  the  delivery  of  quality  mental  health  services 
to  members  of  these  groups  in  rural  communities,  related  to  the  rural  con- 
cept of  community,  lies  in  external,  nonlocal  control  of  mental  health  plan- 
ning. The  problem  is  epitomized  in  a recent  statement  about  the  effects  of 
Federal  planning  on  rural  Indian  mental  health  services: 
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; The  inherent  rigidity  of  a centralized  federal  system  has 

! become  apparent ...  particularly  in  the  delivery  of  community 

mental  health  services.  The  cross-cultural,  bilingual,  and 
socioeconomic  components  of  mental  health  problems  demand  a 
flexibility  and  a sensitivity  to  local  needs  that  is  under- 
standably difficult  to  achieve  in  any  centralized,  bureau- 
cratic system  of  medical  care.  The  federal  system  allows 
no  direct  tribal  control  over  services,  and  therefore  the 
fundamental  concept  of  community-oriented  services  has  been 
difficult  to  implement  (Ostendorf  and  Hammerschlag  1977). 

Of  the  many  difficulties  impeding  the  delivery  of  mental  health  services 
to  rural  ethnic  minority  group  members,  those  involving  attitudinal  and  be- 
havioral departures  from  the  dominant  culture’s  patterns  for  dealing  with 
, stress  are  of  particular  importance.  The  dimensions  of  mental  illness  and 
the  techniques  for  handling  illness  among  these  subpopulations  may  be  very 
different  from  those  understood  by  members  of  the  dominant  culture.  Lack 
of  exposure  to  different  life  styles,  coupled  with  cultural  biases,  may 
render  decision-makers  at  the  Federal  level — and  also  at  State  and  local 
levels — less  sensitive  to  the  needs  of  minorities  than  successful  program 
planning  demands. 

It  is  essential  that  folkways  surrounding  the  care  of  the  mentally  ill 
in  rural  ethnic  communities  be  understood  and  acknowledged  and  that  an  effort 
be  made  to  adapt  them  to  formal  service  delivery  techniques.  This  could  be 
expedited  through  increased  participation  of  local  personnel  in  mental  health 
J1  planning  and  service  delivery.  Many  communities  have  traditional  or  tribal 
Mv  ways  of  designating  people  who  help  others — medicine  men,  compadres,  curan- 
i!;  deros,  etc.  These  complex  social  networks,  invisible  as  they  are  to  out- 
siders,  provide  excellent  mental  health  care  and  support.  In  addition,  for 
those  rural  minority  persons  who  require  professional  care,  it  is  incumbent 
|ii  upon  service  providers  to  understand  the  healing  folkways  and  to  seek  commun- 
fi  ity  participation  to  avoid  developing  services  that  are  not  attuned  to  the 
;|  culture  base  and  that  could  ultimately  be  destructive  to  community  solidarity. 

I The  double  minority  status  of  members  of  rural  ethnic  minorities  in 

i'l  matters  related  to  mental  health  service  delivery  must  be  emphasized.  These 
)j  populations  are  typically  subjected  to  both  urban  and  majority  cultural 
;;i  biases  in  the  planning  and  implementation  of  mental  health  services.  It  is 
ij  essential  that  the  assessment  of  rural  minority  mental  health  needs,  and  the 
|i  development  of  service  systems  to  meet  these  needs,  provide  for  the  fact 
(|  that  minority  populations  differ  in  rural  and  urban  areas.  It  is  too  easy 
>1  to  view  the  rural  groups  as  part  of  some  vaguely  defined  "minority  problem" 
t|  in  America  and  forget  that  their  needs  and  service  deficits  are  very  different 
fj'  from  those  of  urban  groups.  Unless  this  distinction  is  understood,  there  is 
'^j  a risk  that  rural  ethnic  minorities  will  be  overlooked  and  that  mental  health 
\'\  planning  will  proceed  from  models  relevant  to  inner-city  service  needs,  even 
j:i  though  their  problems  and  their  culturally  defined  support  systems  are  very 
different. 
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MENTAL  HEALTH  MONOPOLIES 

The  notion  of  pluralistic  service  delivery,  a fundamental  element  in 
the  development  of  human  services  in  our  nation,  is  frequently  unattainable 
in  rural  communities.  A pluralistic  mental  health  system  ideally  incorpo- 
rates the  services  of  private  practitioners,  nonprofit  private  agencies  and 
publicly  owned  or  sponsored  agencies  in  such  a way  that  a system  of  checks 
and  balances  assures  quality  care  and  freedom  of  choice  to  consumers.  Plu- 
ralism is,  however,  frequently  necessarily  replaced  by  mental  health  monop- 
olies in  rural  communities.  Sheer  lack  of  numbers  of  people  requiring 
treatment  precludes  extensive  development  of  competing  service  agencies. 
Thus,  although  pluralism  is  consistent  with  the  philosophy  of  mental  service 
delivery  prevalent  in  the  Nation,  it  is  difficult  to  attain  in  rural 
communities . 


INEQUITIES  IN  RESOURCE  ALLOCATION  AND  FINANCIAL  ASSISTANCE 

Rural  mental  health  agencies  have  found  it  difficult  to  qualify  for 
assistance  in  the  several  Federal  government  programs  that  support  construc- 
tion, development,  and  staffing  of  local  mental  health  programs.  For  example, 
specification  of  mandated  personnel  and  services  in  the  Community  Mental 
Health  Services  Act  (Public  Law  94-63)  is  based  on  the  delivery  of  services 
by  specialized  personnel.  In  rural  areas,  where  the  critical  mass  of  popula- 
tion needed  to  support  a category  of  specialized  services  often  does  not 
exist,  services  are  frequently  provided  by  staff  multiservice  specialists 
rather  than  by  credentialed  single-service  specialists.  An  absence  of  desig- 
nated single-service  specialists  may  render  rural  agencies  unqualified  to 
receive  support  and  assistance  according  to  preestablished  guidelines. 

A similar  situation  exists  with  regard  to  mandated  services.  Using  pre- 
designated specialty  categories  as  the  basis  for  program  development  places 
rural  agencies  in  the  position  of  having  to  offer  services  that  are  neither 
administratively  justified,  economically  feasible,  nor  culturally  relevant. 

Mandated  emergency  services  provide  a case  in  point.  While  there  is  no 
question  about  the  need  to  provide  emergency  mental  health  care,  the  mecha- 
nisms allowed  for  such  provision  are  rigid.  Emergency  services  may,  in  rural 
communities,  be  delivered  most  efficiently  through  an  established  network  of 
relationships  with  other  community  agencies,  rather  than  as  a mandated  sepa- 
rate entity  within  the  community  mental  health  center  program.  Indeed, 
placing  emergency  services  in  the  center  program  could  very  well  represent  a 
duplication  of  effort  where  mental  health  resources  are  scarce.  Again,  with 
regard  to  transitional  care  programs,  optimal  delivery  may  often  be  effected 
through  collaboration  with  social  service  and  private  agencies;  the  reassign- 
ment of  scarce  personnel  to  fulfill  the  requirements  of  mandated  programs  is 
not  a feasible  alternative. 

On  the  other  hand,  rural  community  mental  health  centers  must  sometimes 
provide  services  that  are  not  specifically  mandated.  Consultation  and  educa- 
tion services  in  urban  mental  health  centers  can  afford  to  focus  exclusively 
on  psychiatric  disorders,  because  there  are  other  community  agencies  to 
attend  to  such  needs  as  community  planning  and  community  organization.  Rural 
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community  mental  health  agencies,  however,  for  their  own  credibility,  must 
sometimes  take  the  lead  in  community  organization  functions.  These  are  not 
mandated  services,  but  they  certainly  impinge  on  the  mental  health  of  com- 
munity members. 

In  short.  Federal  assistance  guidelines  for  resource  allocation,  tech- 
nical assistance,  and  program  audit  all  flow  through  rigid  access  tunnels, 
which  tend  to  deny  the  realities  of  rural  social  life.  Allocation  is  based 
on  presumed  need  for  specific  categories  of  service,  a philosophy  that 
penalizes  practices  that  emphasize  a holistic  approach  to  community  and 
individual  needs.  Accountability  measures,  such  as  service  statistics  and 
fiscal  records,  communicate  the  message  that  separation  of  services  is 
superior  to  integration. 

Similarly,  policies  governing  eligibility  for  third-party  payments  are 
often  based  on  traditional  treatment  models  that  reward  manpower  specializa- 
tion and  administratively  separable  categories  of  service.  Rural  programs, 
in  their  need  to  rely  on  staff  multiservice  specialists,  are  penalized  in 
the  receipt  of  third-party  payments.  Additionally,  transportation  costs  in 
rural  areas  often  represent  a major  impediment  to  the  utilization  of  mental 
health  services.  Where  third-party  payments  are  available,  they  fail  to 
recognize  extraordinary  transportation  costs  as  legitimate  expenditures  for 
reimbursement . 


MANPOWER  PROBLEMS 

Although  research  on  problems  of  recruitment,  retention,  turnover,  and 
preservice  preparation  of  staff  for  rural  programs  is  very  limited,  reports 
indicate  that  staff  preparation  is  generally  inadequate  and  that  preservice 
experiences  are  not  sufficiently  relevant  to  the  demands  eventually  faced 
by  personnel  working  in  rural  areas.  Orientation  and  induction  of  new  staff 
is  an  ever-present  responsibility  of  rural  agencies.  New  personnel  need 
considerable  assistance  in  adapting  to  the  local  scene.  Lack  of  anonymity 
and  constraints  on  personal  privacy  are  other  problems  faced  by  rural  workers. 
Although  new  staff  may  work  toward  acceptance  in  the  community  and  may  attain 
some  measure  of  success  in  this  endeavor,  professional  isolation  is  likely  to 
persist  in  the  rural  setting,  as  is  the  problem  of  limited  opportunity  for 
professional  advancement. 

Reports  from  the  field  indicate  high  turnover  rates  in  the  early  years 
of  experience  in  rural  programs.  Recruitment  and  work  satisfaction  seem 
positively  related  to  previous  rural  background.  Beyond  this,  however,  de- 
finitive answers  for  personnel  problems  in  rural  programs  must  await  the 
initiation  of  personnel  studies  focused  specifically  on  rural  issues. 

RESEARCH  GAPS 

As  noted  earlier  in  the  introductory  section  of  this  report,  lack  of 
adequate  funding  for  rural  mental  health  research  is  both  a reflection  of 
the  rural  mental  health  resource  imbalance  and  a factor  that  limits  effec- 
tive program  planning.  The  paucity  of  rural  mental  health  research  has 
curtailed  the  search  for  generalizable  program  models.  Where  rural  mental 


RURAL  15 


1170 


health  reserach  has  been  conducted,  it  has  often  proceeded  from  urban 
research  designs  with  limited  relevance  for  rural  life.  More  emphasis 
needs  to  be  placed  on  formulating  appropriate  questions  to  ask  in  rural 
mental  health  research.  Methodologies  must  reflect  awareness,  on  a con- 
ceptual level,  that  some  of  the  questions  asked  in  the  past  have  not 
yielded  the  information  needed  to  improve  delivery  of  mental  health 
services  in  rural  America. 
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THE  ROLE  OF  ADAMHA  IN  RURAL  MENTAL  HEALTH 


In  many  rural  places,  the  Federal  government  assumes  primary  financial 
responsibility  for  the  delivery  of  mental  health  services.  In  other  rural 
places,  Federal  funds  provide  the  sole  source  of  financial  support  for 
organized  mental  health  endeavors:  were  it  not  for  the  Federal  government, 

such  services  would  be  entirely  lacking.  Statistics  indicate  that  where 
federally  assisted  community  mental  health  centers  exist  in  rural  areas. 
Federal  funds  generally  comprise  a higher  percentage  of  the  total  operating 
budget  than  is  the  case  at  nonrural  centers  (Bachrach  1974;  Bachrach  1977). 

Accordingly,  the  Task  Panel  on  Rural  Mental  Health  looks  to  ADAMHA  as 
the  prime  agency  in  providing  advocacy  for  rural  mental  health.^ 

The  task  panel  is  struck  with  the  fact  that  NIMH  has  for  nine  years  had 
a Center  for  the  Study  of  Metropolitan  Problems,  but  there  is  no  counterpart 
for  this  agency  within  NIMH  (nor  within  the  other  two  Institutes)  that  at- 
tends exclusively  to  rural  needs.  At  the  ADAMHA  level,  although  there  is 
currently  one  person  responsible  for  coordinating  ADAMHA’ s rural  concerns  with 
those  of  other  Federal  agencies,  the  incumbent,  by  virtue  of  his  assigned 
duties,  responds  to  program  directives  originated  outside  of  ADAMHA.  In  these 
program  directives,  mental  health  frequently  occurs  more  often  as  an  after- 
thought to  other  programs  than  as  the  prime  motivator  for  action.  Although 
the  incumbent  works  with  a small  advisory  group  from  the  three  Institutes,  the 
rural  position  at  the  ADAMHA  level  does  not  influence  ADAMHA  policy;  rather, 
it  is  reactive.  The  task  panel,  accordingly,  assigns  the  highest  priority  to 
effecting  adequate  rural  representation,  with  policymaking  capability,  at  the 
ADAMHA  level.  To  this  end,  the  Task  Panel  on  Rural  Mental  Health  recommends: 

1.  That  ADAMHA  establish  a Center  on  Rural  Issues  to  be 
linked  structurally  and  functionally  to  centers  on 
rural  issues  within  each  of  the  three  Institutes; 
and  that  the  ADAMHA  Center  on  Rural  Issues  be  organi- 
zationally located  within  the  Office  of  the  ADAMHA 
Administrator  and  be  superordinate  to  the  centers  in 
each  of  the  three  Institutes. 

The  administrative  chart  in  figure  I shows  the  structure  of  the  recom- 
mended ADAMHA  Center  on  Rural  Issues.  An  essential  feature  of  the  center  is 
that  it  will  serve  as  a unifying  and  coordinating  force  among  Federal  and 
non-Federal  agencies  involved  in  rural  mental  health  activities.  It  is  pro- 
posed that  the  Center  serve  as  the  primary  authority  responsible  for 


The  task  panel  proceeds  on  the  assumption  that  ADAMHA  will  retain  those 
functions  within  DHEW  (Department  of  Health,  Education,  and  Welfare)  with 
which  it  is  currently  charged.  It  should  be  stated  emphatically,  however, 
that  the  task  panel  endorses  implementation  of  the  recommendations  given  in 
this  report  irrespective  of  modifications  resulting  from  potential  future 
reorganizations  of  DHEW.  The  task  panel  urges  the  Commissioners  to  consider 
the  present  discussion  in  the  context  of  what  functions  are  performed,  with 
the  designation  of  where  they  are  performed  dependent  upon  organizational 
realities. 
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FIGURE  1 

ADMINISTRATIVE  STRUCTURE  OF  THE  PROPOSED  ADAMHA  CENTER 
ON  RURAL  ISSUES 


’ The  Planning  Grants  Function  is  temporary  and  self-limited.  See  Recommendation  2. 
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certifying  Federal  rural  mental  health  programs;  that  programs  so  certified 
then  be  eligible  for  funding  from  other  Federal  sources  outside  ADAMHA;  and 
that  these  requirements  also  be  recognized  by  State  and  local  regulating 
agencies . 

Characteristics  of  the  proposed  ADAMHA  Center  on  Rural  Issues  include: 

— a work  group  at  the  ADAMHA  level,  with  membership  drawn  from  the 
subordinate  centers  to  coordinate  rural  affairs  within  ADAMHA; 

— an  external  advisory  group  at  the  ADAMHA  level,  with  the  function 
of  providing  to  the  work  group  information  about  needs  and  concerns 
in  the  field,  suitability  of  proposed  programs,  feasibility  of 
implementing  proposed  programs  in  specific  communities,  techniques 
for  effective  accountability,  etc.;  and 

— concentration  at  the  Institute  levels  of  sufficient  working  staff 

in  each  subcenter  to  provide  for  six  major  functions:  research, 

liaison,  information  exchange,  manpower  development  and  training, 
review  of  legislation  and  regulations,  and  implementation  of  a one- 
time assignment  for  development  of  a special  comprehensive  rural 
planning  grant  program  (see  recommendation  2) . 

These  functions  are  detailed  in  appendix  A. 

Actually,  the  precise  structure  of  the  ADAMHA  Center  on  Rural  Issues 
|i  might  take  one  of  several  forms.  The  Task  Panel  on  Rural  Mental  Health 
|i  unanimously  and  strongly  suggests  the  organizational  form  discussed  above, 
jl  because  this  permits  ready  access  to  every  level  of  the  ADAMHA  organization. 
Under  this  plan,  the  three  Institutes  develop  their  own  staff  and  relate  to 
one  another  through  a small,  coordinative  work  group  at  the  ADAMHA  level. 

The  task  panel  believes  that  such  a structure  will  serve  to  eliminate 
bureaucratic  duplication  of  effort  by  correcting  the  administrative  frag- 
mentation that  now  charactd*rizes  mental  health  and  related  programs  in 
rural  communities . 

There  are,  however,  alternative  organizational  options  that  may  be 
considered: 

— The  NIMH,  NIDA,  and  NIAAA  rural  components  could  become 
separate  divisions  or  offices  within  their  respective 
Institutes.  The  major  coordinative  effort  would  then 
be  at  the  Institute  level.  The  advantage  of  this  option 
i is  the  elimination  of  one  bureaucratic  stratum;  the  major 

disadvantage  is  that,  in  the  absence  of  a coordinative 
body  at  a superordinate  level,  it  would  be  difficult  to 
correct  the  fragmentation  in  program  and  reporting  require- 
ments that  now  exists. 

— The  NIMH,  NIDA,  and  NIAAA  rural  components,  instead  of 
I having  staffs  of  their  own,  could  rather  operate  as  work 

groups  on  the  Institute  level.  Each  work  group  would 
draw  upon  the  staff  of  existing  divisions  and  offices  and 
meet  regularly  to  discuss  rural  concerns  of  the  respective 
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Institutes.  The  advantage  of  this  option  is  that 
it  utilizes  existing  staff  without  creating  new 
positions  and  new  bureaucratic  structures.  The 
disadvantages  lie  in  the  continued  fragmentation 
of  effort  and  in  the  dependence  of  each  rural  com- 
ponent on  existing,  not  specifically  rural,  staff. 
This  option,  in  effect,  describes  the  rural  opera- 
tion currently  existing  in  the  Division  of  Mental 
Health  Service  Programs  at  NIMH.  The  task  panel 
feels  that  this  arrangement  lends  itself  to  folm 
rather  than  substance  and  fosters,  at  best,  only 
token  recognition  of  rural  concerns. 
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CORRECTING  CURRENT  DEFICITS 


Deficits  in  rural  mental  health  services  have  been  described  in  some 
detail  in  the  Overview  section  of  this  report.  It  seems  appropriate  at  this 
time  to  suggest  a one-time  effort  to  eradicate  these  deficits  and  to  give 
rural  mental  health  a much  needed  "handicap"  in  the  allocation  of  resources. 

To  this  end,  the  Task  Panel  on  Rural  Mental  Health  recommends: 

2.  That  there  be  created  within  ADAMHA,  and  within  State 
mental  health  agencies,  a Rural  Mental  Health  Compre- 
hensive Planning  Grant  Program  for  the  award  of  formula 
grants  to  States  (or  to  federations  of  State  agencies) 
for  comprehensive  mental  health  planning;  and  that 
comprehensive  plans  for  rural  mental  health  services 
be  incorporated  into  the  required  overall  State  mental 
health  plans  and  HSA  (Health  Systems  Agencies)  plans. 

The  task  panel  views  the  ADAMHA  Center  on  Rural  Issues  (recommendation  1) 
as  the  appropriate  locus  for  implementing  this  program  for  a one-time  special 
allocation  of  funds.  The  formula  would  provide  for  a minimum  grant  of  $50,000 
to  any  State  with  one  or  more  predominantly  rural  counties  outside  SMSAs 
(standard  metropolitan  statistical  area) . Additional  grant  funds  beyond  this 
minimum  would  be  allotted  on  the  basis  of  the  number  of  rural  counties  in  the 
State  and  the  size  of  the  population  residing  in  these  counties,  and  would  be 
weighted  by  the  geographic  size  of  these  counties. 

Award  of  grants  would  be  contingent  upon  ADAMHA’ s approval  of  each 
State's  comprehensive  rural  planning  proposal  which  would  include  represen- 
tation on  the  planning  body  from  rural  social  services,  rehabilitation, 
health,  developmental  disabilities,  and  citizen  interest  groups;  provision 
for  special  needs  of  ethnic  minorities  and  women;  attention  to  transportation 
problems  and  other  manifestations  of  physical  barriers;  models  of  service 
delivery  including  natural  helpers  and  mutual  aid  networks;  provisions  per- 
taining to  staff  recruitment,  retention,  and  training;  and  designs  for  studies 
of  needs  assessment  and  program  evaluation  specific  to  rural  areas.  The  task 
panel  recommends  that  the  comprehensive  planning  process  for  rural  areas  be 
completed  in  a time-limited  period  of  one  to  two  years. 

The  rationale  for  introducing  comprehensive  rural  mental  health  planning 
grants  clearly  lies  in  the  flexibility  of  such  a program  in  meeting  the  dis- 
parate and  particularized  needs  of  different  rural  populations  instead  of 
having  planning  strategies  "handed  down"  from  remote  Federal  authorities. 

Although  rural  communities  must  frequently  rely  on  Federal  sources  for 
the  funding  of  mental  health  programs,  they  are  keenly  aware  of  the  need  for 
the  kind  of  local  control  of  the  service  delivery  system  that  derives  from  a 
living  acquaintance  with  local  problems.  Culturally-specif ic  local  programs 
may  often  need  Federal  assistance  to  get  started;  but  they  can  achieve  their 
promise  of  relevant  and  meaningful  services  only  if  the  requirements  for 
Federal  assistance  are  consistent  with  local  resources  and  do  not  run  counter 
to  local  values.  At  the  present  time,  it  is  often  necessary  for  rural  com- 
munities to  comply  with  funding  and  accreditation  requirements  that  are 
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culturally  and  economically  irrelevant  to  local  needs.  The  Task  Panel  on 
Rural  Mental  Health  recommends : 

3.  That  State  mental  health  authorities  within  each 
State,  with  the  active  participation  of  State  alco- 
holism, drug  abuse,  and  mental  retardation  authori- 
ties, designate  a locus  of  responsibility  for  rural 
mental  health  issues  and  related  programing. 

Each  such  office  would  assist,  on  the  State  level,  in  the  designation  of 
target  communities  and  populations  for  comprehensive  planning  grants  (recom- 
mendation 2) . Standing  between  the  Federal  Government  and  other  external 
funding  and  accrediting  bodies  and  the  local  service  delivery  structure,  each 
State  office  would  be  charged  with  the  responsibility  for  aiding  in  the  im- 
plementation of  rural  mental  health  programs  in  a manner  sympathetic  with  and 
responsive  to  local  concerns. 

As  confusion  of  purpose  in  the  top  levels  of  a bureaucratic  pyramid 
sifts  downward,  it  may  impose  untoward  hardships  on  local  resources.  This 
is  very  much  apparent  in  the  case  of  accountability  and  reporting  require- 
ments within  ADAMHA.  Each  of  the  three  Institutes  has  developed  its  own 
information  system  to  monitor,  control,  and  evaluate  the  programs  that  it 
funds.  These  reporting  requirements,  moreover,  supplement  paperwork  demands 
coming  from  State  and  local  agencies  as  well  as  other  Federal  bureaus. 

Each  Institute  gathers  separate  demographic  data,  information  on  geo- 
graphic and  clinical  characteristics  of  service  utilizers,  expenditure  and 
funding  data,  and  data  related  to  programing  and  staff.  The  information 
so  collected  possesses  similar  content  but  is  sufficiently  incompatible  in 
basic  definitions  and  tabulation  categories  to  prohibit  the  exchange  of 
information  in  statistically  relevant  form,  from  one  Institute  to  another. 

On  the  local  level — particularly  in  small  and  isolated  communities  where 
staff  shortages  make  it  essential  that  the  maximum  number  of  staff  hours  be 
devoted  to  clinical  concerns — multiple  reporting  requirements  are  burdensome, 
expensive,  and  counterproductive.  An  example  from  one  State  illustrates  the 
problem.  Federal  and  State  reporting  requirements  for  27  local  mental  health 
and  mental  retardation  centers  in  Texas  are  broken  down  as  follows:  27  cen- 

ters report  to  the  State;  22  report  to  the  State  and  one  Institute;  16  to  the 
State  and  two  Institutes;  and  two  to  the  State  and  three  Institutes  (Sheehan 
1975)  . 

To  ameliorate  this  unnecessary  burden  on  federally  funded  rural  community 
mental  health  facilities,  the  Task  Panel  on  Rural  Mental  Health  recommends: 

4.  That  immediate  action  be  implemented  to  consolidate 
information  requirements  of  the  reporting  systems  of 
the  three  separate  ADAMHA  Institutes  into  a single 
data-gathering  system  at  the  ADAMHA  level. 

Resultant  reporting  forms  should  reflect  consensus,  rather  than  disa- 
greement, regarding  what  information  is  important  to  ADAMHA.  Information  so 
gathered  should  also  respond  to  data  needs  at  the  local  level.  The  reporting 
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system  currently  used  in  the  Division  of  Biometry  and  Epidemiology  at  NIMH 
gives  consideration  to  local  information  needs  through  regular  and  continued 
consultation  with  State  and  local  agencies  and  through  annual  conferences 
for  mental  health  statisticians  from  State  agencies.  The  Task  Panel  on 
Rural  Mental  Health  endorses  this  procedure  and  recommends; 

5.  That  the  practice  of  involving  State  and  local 
agencies  in  the  design  of  information  systems  cur- 
rently employed  by  NIMH  be  utilized  in  the  design 
of  the  consolidated  ADAMHA  information  system. 

The  task  panel  believes  that  the  most  important  concern  in  rural  mental 
health  is  the  delivery  of  relevant  services  of  high  quality  to  populations 
that  are,  generally,  underserved.  Rural  Americans  live  in  catchment  areas 
that  have  general  characteristics  sufficiently  different  from  those  in  urban 
catchment  areas  that  they  require  distinctive  models  of  service  delivery  and 
administrative  organization.  To  afford  full  recognition  of  this  need,  legis- 
lation and  regulations  should  be  reformulated  and  refocused  to  enhance  the 
responsiveness  of  program  requirements  to  rural  catchment  area  realities. 

Rural  mental  health  providers  and  rural  sociologists  have  reported  that 
Federal  guidelines  for  community  mental  health  centers  derive  from  urban 
models  of  service  delivery  that  are  not  totally  applicable  to  the  rural 
scene  (Bachrach  1977) . The  1975  revisions  in  the  Community  Mental  Health 
Centers  Act  (Public  Law  94-63)  were  positive  responses  to  evidence  that  sev- 
eral populations  at  risk  were  not  being  adequately  served.  However,  the  new 
regulations  and  guidelines  that  emerged  continue  to  fit  urban  areas  better 
than  rural  because  of  assumptions  concerning  the  existence  of  population  con- 
centrations, the  availability  of  multiple  service  resources,  and  the  avail- 
ability of  specialized  manpower.  The  reality  is,  however,  that  comprehensive 
care  in  rural  areas  often  does  not  coincide  with  requirements  to  establish 
administratively  distinct  units  with  specialized  and  separate  staffs  for 
12  mandated  services. 

Despite  acknowledged  sociological  differences  in  rural  and  urban  living, 
there  is  nothing  in  Public  Law  94-63  to  support  the  notion  that  mental  health 
needs  in  rural  areas  are  any  different  from  those  in  urban  areas.  Committee 
reports  (Senate  Report  No.  94-29;  House  Report  No.  94-192),  in  their  single 
reference  to  rural  communities,  simply  lump  together  "urban  and  rural  poverty 
areas."  Even  in  considering  staff  to  bridge  linguistic  and  cultural  differ- 
ences for  limited  English-speaking  populations,  the  reports  do  not  advert  to 
different  life  circumstances  in  rural  areas. 

The  Task  Panel  on  Rural  Mental  Health  submits  a series  of  recommenda- 
tions designed  specifically  to  render  Public  Law  94-63  more  responsive  to  the 
uniqueness  of  rural  communities.  In  this  connection,  the  Task  Panel  on  Rural 
Mental  Health  recommends : 

6.  That  Public  Law  94-63  be  revised  to  allow  for  more 
flexibility  in  rural  areas  by  permitting  a redefi- 
nition of  basic  and  specialized  services;  that  the 
basic  services  be  offered  from  the  first  day  of  the 
center’s  operation;  and  that  provision  be  made  for 
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an  orderly  phase-in  of  specialized  services  over  a 
5-year  period. 

According  to  the  redefinition,  basic  services,  required  from  all  grant 
applicants  from  the  first  day  of  center  operation,  would  include:  emergency 

services;  outpatient  services;  consultation  and  education  services;  diagnos- 
tic and  referral  services  to  assist  public  agencies,  courts,  and  other  appro- 
priate entities  in  screening;  and  follow-up  and  aftercare  services  (excluding 
alternate  living  programs) . 

The  basic  services  would  thus  encompass  those  direct  services  that  are 
both  essential  and  comparatively  easy  to  establish,  even  in  rural  areas  with 
no  previously  existing  facilities.  In  addition,  basic  services  would  include 
linkages  with  health  and  social  agencies  to  ensure  that  patients  do  not  "fall 
through  the  cracks."  Based  upon  needs  assessment  findings  and  a predesigned 
plan  developed  by  the  center,  all  of  these  basic  services  would  be  readily 
accessible  and  available  to  all  population  groupings  in  the  catchment  area, 
including  ethnic  minorities,  persons  with  limited  English-speaking  ability, 
children,  elderly  persons,  and  other  underserved  population  elements. 

More  costly  and  elaborate  specialized  services  (where  needed)  would  be 
added  over  a 5-year  period  according  to  a predetermined  schedule  until,  at 
the  end  of  that  time,  the  program  would  become  comprehensive.  These  addi- 
tional services  would  include:  24-hour  care  (a  plan  demonstrating  the  de- 

velopment of  a 24-hour  care  center  would  be  submitted  with  the  original  grant 
application);  day  care  and/or  other  partial  hospitalization;  specialized 
services  for  high-risk  groups,  such  as  children,  the  elderly,  alcoholics, 
and  drug  abusers  where  a need  for  these  services  has  been  established  and 
where  the  need  is  not  being  met  through  other  resources;  and  transitional 
living  and  other  alternate  living  arrangements. 

The  Task  Panel  on  Rural  Mental  Health  also  endorses  flexibility  in  the 
location  of  primary  and  specialized  services  and  accordingly  recommends: 

7.  That  Section  201  of  the  Public  Law  94-63  be  revised 
to  enable  community  mental  health  centers  to  share 
certain  types  of  facilities  or  services,  or  to  con- 
tract with  appropriate  agencies  outside  the  catchment 
area  for  the  provision  of  services. 

Within  a catchment  area,  all  of  the  basic  services  as  described  above 
(recommendation  6)  would  be  provided  by  the  center,  or  through  affiliates  or 
agencies  by  way  of  agreement  with  the  center.  Specialized  services,  based 
upon  an  examination  of  the  resources  of  the  center,  could  be  provided  outside 
the  catchment  area  if  it  could  be  readily  ascertained  that  these  services 
would  be  accessible  to  catchment  area  residents.  These  modifications  in 
Public  Law  94-63  would  allow  a number  of  centers  to  share  a specialized  treat- 
ment service  and  would  also  permit  a center  to  make  arrangements  for  a spe- 
cialized program  operated  by  an  agency  outside  the  catchment  area. 

In  urban  communities,  arbitrary  limits  for  catchment  area  populations 
may  be  of  little  practical  consequence.  In  rural  communities,  however, 
sparseness  and  dispersion  of  population,  and  the  existence  of  topographical 
and  physical  barriers  to  service  delivery,  may  render  such  population  limits 
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(meaningless  or  even  unduly  restrictive.  To  this  end,  the  Task  Panel  on 
i Rural  Mental  Health  recommends: 

t 8.  That  Public  Law  94-63  be  amended  to  include  a 

cy  stipulation  for  the  waiver  of  the  75,000  to  200,000 

S'  population  limit  on  catchment  areas,  where  States 

fO'  ’ determine  that  the  needs  of  "natural  communities" 

^ng  ; would  best  be  served  by  such  a waiver. 

' To  supplement  this  recommendation,  the  Task  Panel  on  Rural  Mental 

I Health  further  recommends: 

h : 

de  I 9.  That  decisions  on  the  size  of  catchment  areas, 

11  ! according  to  both  population  and  territory  covered, 

i ; be  made  at  the  State  level  on  the  basis  of  the 

; determination  of  "natural  communities"  by  State 

and  local  authorities. 

In  rural  communities,  responsiveness  to  mental  health  needs  means  less 
emphasis  on  spurious  facility  standards  and  on  single  service  staff  require- 
I ments  and  more  attention  to  assuring  that  services  are  both  physically  and 
psychologically  accessible.  Responsiveness  means,  too,  that  external  fund- 
ing and  accrediting  agencies  recognize  and  accommodate  to  the  fact  that  rural 
I:  communities  have  traditionally  developed  human  services  delivery  systems 
tailored  to  their  own  specific  needs.  In  many  cases  these  service  networks 
} are  more  appropriate  and  realistic  than  are  those  required  by  enacted  legis- 
ij.  lation  and  regulations. 

j 

Constraints  imposed  by  externally  determined  categorical  demands  must 
be  amended  so  that  local  programs  are  not  penalized  by  funding  and  accredit- 
ing  agencies  for  reflecting  local  needs  and  realities.  In  order  to  make  it 
itij  possible  for  Federal  regulations,  standards,  and  guidelines  to  be  more  re- 

tjl’  sponsive  to  the  unique  needs  of  rural  communities,  the  Task  Panel  on  Rural 

£[1  Mental  Health  urges  recognition  of  the  effects  of  population  dispersal  over 
f|j  large  geographic  areas  and  recommends: 

i| 

i|  10.  That  the  provision  in  Public  Law  94-63  requiring 

' that  community  mental  health  center  governing 

ii  boards  meet  at  least  once  a month  (Section  201 

Ij  (c)  (1)  (B)  (ii)  ) be  rescinded. 

■■  i: 

i»!|-  Such  a requirement  may  not  only  represent  undue  hardship  and  expense  in  time 
3 1 and  money  for  geographically  large  catchment  areas  but  also  overlooks  the 

7 uniquely  rural  folkway  whereby  community  members  often  make  decisions  af- 

7 II  fecting  community  affairs  in  informal,  and  sometimes  spontaneous,  settings. 

■| 

; I The  Inventory  form  used  by  NIMH  to  record  services  provided  by  community 

1^1  mental  health  centers  presupposes  urban  population  concentrations  and  access 
^.ji  to  transportation.  However,  reports  indicate  that  in  rural  catchment  areas 
travel  to  satellite  facilities  may  take  as  much  as  10  percent  to  25  percent 
of  professional  staff  time  (Task  Panel  on  Rural  Mental  Health  1977).  The  re- 
porting  of  specialty  service  hours  without  due  reference  to  professional  time 
f spent  in  travel  yields  a biased  picture  of  professional  activities  and 
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penalizes  rural  communities  for  physical  realities  over  which  they  have  no 
control . 

In  addition,  the  informality  that  characterizes  rural  value  systems 
dictates  that,  for  effective  mental  health  services  to  be  delivered,  a cer- 
tain minimum  of  professional  time  must  be  allowed  for  informal  relationships 
with  patients  in  order  that  sufficient  rapport  be  developed  and  maintained. 
Accordingly,  the  Task  Panel  on  Rural  Mental  Health  recommends: 

11.  That  tabulation  categories  in  the  reporting  system 
of  the  NIMH  Division  of  Biometry  and  Epidemiology’s 
Inventory  of  Community  Mental  Health  Centers  be 
modified  so  as  to  recognize  services  rendered  in 
rural  areas  that  are  overlooked  in  the  currrent 
reporting  format. 

In  this  way,  credit  could  be  given  to  rural  centers  not  only  for  time  spent 
in  travel  but  also  for  time  spent  in  the  delivery  of  such  counseling  and 
other  direct  services  that  require  substantial  professional  time  commitment 
in  rural  areas  but  that  are  not  recognized  in  the  tabulation  categories  that 
now  exist. 

The  task  panel  strongly  endorses  the  stand  taken  in  the  Preliminary 
Report  of  the  President’s  Commission  on  Mental  Health  regarding  flexibility 
in  Medicare  and  Medicaid  regulations  and  recommends  two  additional  revisions 
in  this  context  that  would  render  the  regulations  more  responsive  to  the 
realities  of  rural  life. 

Recent  data  from  the  NIMH  Division  of  Biometry  and  Epidemiology  show 
that  federally  funded  metropolitan  community  mental  health  centers  have,  on 
the  average,  about  three  times  as  many  FTE  (full-time  equivalent)  psychia- 
trists and  other  physicians  as  do  nonmetropolitan  centers  (NIMH  1977). 
Accordingly,  the  Task  Panel  on  Rural  Mental  Health  recommends: 

12.  That  modifications  in  certification  requirements 
under  Medicare  and  Medicaid  (Titles  XVIII  and  XIX) 
be  instituted  to  allow  reimbursement  for  outpatient, 
partial  hospitalization  and  other  services  offered 
by  nonphysician  mental  health  service  providers. 

As  previously  indicated,  steps  must  also  be  taken  to  counteract  the 
effects  of  distance  and  transportation  difficulties.  Accordingly,  the  Task 
Panel  on  Rural  Mental  Health  recommends: 

13.  That  modifications  in  certification  requirements 
under  Medicare  and  Medicaid  (Titles  XVIII  and  XIX) 
be  instituted  to  allow  reimbursement  for  extra- 
ordinary transportation  costs  faced  by  patients  and 
service  providers  in  the  delivery  of  mental  health 
services  in  rural  areas. 

Nongovernment  funding  agencies  should  also  be  encouraged  to  modify  their 
regulations  in  a manner  parallel  to  recommendations  12  and  13.  If  prepayment 
and  third-party  reimbursement  plans  are  to  meet  the  costs  of  rural  mental 
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Siealth  adequately,  formulae  for  support  and  assistance  of  rural  programs 
inust  acknowledge  travel  costs  incurred  by  staff  as  well  as  patients  in 
rural  communities  and  must  build  in  special  provisions  for  supporting  such 

20StS . 

Part  of  the  mental  health  resource  imbalance  in  rural  areas  involves 
research.  Since  the  data  base  for  rural  mental  health  is,  at  the  present 
time,  fragmented  and  severely  limited,  it  is  urged  that  research  in  rural 
'nental  health  be  implemented  as  a basic  component  of  the  service  delivery 

[system.  Immediate  research  is  needed  in  the  areas  of  basic  demographic  data, 
local  needs  assessments,  and  epidemiological  studies,  with  subsequent  prior- 
ity given  to  critical  research  needs  as  enumerated  in  the  Research  Statement 
Df  the  Association  for  Rural  Mental  Health  (appendix  A) . 

To  ameliorate  problems  associated  with  the  lack  of  basic  information  in 
rural  mental  health  the  Task  Panel  on  Rural  Mental  Health  recommends: 

14.  That  ADAMHA  establish  rural  mental  health  as  a 

priority  to  be  implemented  through  the  realignment 

I of  existing  research  capabilities  with  appropriate 

allocation  of  research  moneys;  and  that  the  ADAMHA 
rural  mental  health  research  initiative  include 
clinical  and  sociological  investigations,  as  well 

I as  evaluation  and  needs  assessment  studies;  and 

that  ADAMHA,  through  special  announcements,  invite 
the  receipt  of  rural  mental  health  research 
j proposals . 

lljiThe  task  panel  views  the  ADAMHA  Center  on  Rural  Issues  (recommendation  1)  as 
, the  appropriate  locus  for  rural  research.  In  accord  with  the  research  func- 
Ition  of  the  Center  on  Rural  Issues  (appendix  A) , it  is  urged  that  rural  pro- 
■ grams  currently  in  operation  be  supported  in  the  design  and  conduct  of  local 
^studies.  Specialized  training  in  research  f .ills  should  be  made  available 
jrto  local  service  providers  and  consumers,  e pecially  members  of  ethnic  minor- 
pity  groups,  in  order  that  their  unique  perspective  may  be  introduced  into  the 
presearch  process.  The  encouragement  of  suitably  trained  local  personnel 
should  be  considered  an  investment  in  the  mental  health  of  rural  America. 

"The  focus  in  rural  mental  health  research  should  be  uniquely  rural,  for  urban 

F research  designs  have  had  limited  success  in  describing  rural  conditions 
(Nyberg  1977). 

j Special  sociological  investigations  should  be  undertaken  to  establish  an 

|i  information  base  about  life  styles  among  ethnic  minority  populations  in  rural 
I areas.  More  must  be  known  about  the  relevance  of  their  social  systems  to 
: treatment  modalities.  In  short,  research  should  provide  knowledge  bridging 
lithe  gap  between  cultural  forms  and  effective  service  models.  Special  inquir- 
ff  ies  into  the  survival  skills  developed  by  rural  minority  populations  would  be 
^imost  instructive  and  helpful  in  the  planning  of  service  programs. 

I Closely  allied  to  recommendation  14  concerning  rural  mental  health 

' research  is  a special  need  for  studies  of  problems  associated  with  the 
! recruitment,  retention,  and  turnover  of  mental  health  personnel  in  rural 
I communities.  A recent  mental  health  manpower  study  concludes: 
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The  provision  of  mental  health  manpower  to  rural  areas  is  likely 
to  present  planners  with  a broad  array  of  problems.  First,  such 
areas,  being  sparsely  settled,  cannot  finance  meaningful  private 
sector  mental  health  service  systems.  Second,  the  same  popula- 
tion sparsity  leads  to  low  tax  bases  upon  which  to  support  public 
service  systems.  Third,  the  provision  of  services  in  sparsely 
settled  areas  is  much  more  costly.  Fourth,  qualified  manpower 
simply  is  not  attracted  to  rural  areas  where  professional  resources 
and  opportunities  for  professional  interaction  tend  to  be  lacking 
(Longest,  Konan,  and  Tweed  1977). 

That  rural  areas  characteristically  experience  shortages  in  the  various 
categories  of  needed  mental  health  manpower  is  clearly  established  (Longest, 
Konan,  and  Tweed  1977) . The  Task  Panel  on  Rural  Mental  Health  believes  that 
ADAMHA  should  specifically  encourage  the  training  of  persons  to  serve  in 
rural  areas  and,  to  this  end,  recommends: 

15.  That  ADAMHA  establish  rural  manpower  training  as  a 
priority  to  be  implemented  through  the  realignment 
of  existing  manpower  training  capabilities  with 
appropriate  reallocation  of  manpower  training  moneys; 
and  that  ADAMHA,  through  special  announcements,  invite 
the  receipt  of  proposals  to  prepare  prospective  staff 
in  all  specialty  categories  for  rural  employment. 

The  task  panel  views  as  the  appropriate  locus  for  rural  manpower  training 
the  ADAMHA  Center  on  Rural  Issues  (recommendation  1) . 

In  addition  to  this  organizational  realignment,  the  task  panel  is  con- 
cerned that  rural  manpower  training  programs  supported  by  ADAMHA  be  appropri- 
ately fitted  to  rural  needs — i.e.,  that  their  curricula  be  relevant  to  the 
realities  of  rural  life.  Therefore,  the  Task  Panel  on  Rural  Mental  Health 
recommends : 

16.  That  rural  manpower  training  programs  supported  by 
ADAMHA  include  traineeships  in  all  professional  and 
supportive  specialties;  and  that  these  training  pro- 
grams depart  from  a core  curriculum  that  focuses 
specifically  on  rural  mental  health  service  delivery. 

In  its  encouragement  of  special  rural  manpower  training  projects,  ADAMHA 
should  endorse  educational  programs  that  accept  responsibility  for  preparing 
staff  for  rural  employment.  Some  of  the  important  elements  in  an  effective 
curriculum  would  include:  supervised  field  experience  in  a rural  program; 

courses  in  the  sociology  of  rural  life;  course  material  on  teamwork  and  col- 
laboration with  other  human  service  programs;  and  instruction  in  program 
evaluation  and  other  research  techniques.  In  the  likely  event  that  rural 
clinicians  will  also  take  on  administrative  responsibilities,  studies  in 
mental  health  program  administration  should  also  be  part  of  federally  funded 
rural  mental  health  training  efforts  (Hollingsworth  and  Hendrix  1977). 

The  importance  of  recruiting  indigenous  persons  to  work  in  rural  mental 
health  programs  cannot  be  overemphasized.  People  familiar  with  local  customs 
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are  needed  as  caregivers  at  all  levels  of  specialization,  within  all  specialty 
disciplines  and  as  staff  generalists.  As  recently  noted,  "people  in  rural 
settings  deserve  caregivers  who  understand  them"  (Hollingsworth  and  Hendrix 
1977).  Training  of  local  indigenous  mental  health  care  extenders  for  rural 
programs  is  of  special  moment;  it  is  necessary,  practicable,  and  feasible  to 
involve  in  the  service  delivery  system  those  persons  who  form  a bridge  be- 
tween traditional  folkways  and  current  concepts  in  the  delivery  of  services. 
Mazer  aptly  points  out  that  "coping  with  mental  disorders  in  our  communities 
cannot  be  reserved  for  the  mental  health  professions  alone"  (Mazer  1974) . 

When  feasible,  training  should  be  provided  in  local  settings,  for  the 
"removal  of  the  trainees  to  urban  settings  for  training  in  traditional  prac- 
tices may  change  the  very  qualities  for  which  they  were  selected."  There 
are,  however,  inherent  difficulties  in  such  practices,  for  while  the  "train- 
ing of  rural  residents  within  local  settings  in  techniques  appropriate  for 
their  communities  would  seem  very  desirable ...  the  mechanisms  for  such 
training  have  not  been  widely  developed  as  yet  in  this  country"  (Hollings- 
worth and  Hendrix  1977). 
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PREVENTIVE  STRATEGIES 


The  Task  Panel  on  Rural  Mental  Health  wishes  to  include  in  the  final 
section  of  this  report  a strong  statement  concerning  the  role  of  prevention 
in  rural  mental  health.  This  panel  urges  the  Commissioners,  as  they  review 
the  report  of  the  Task  Panel  on  Prevention,  to  remain  alert  to  those  ele- 
ments in  rural  living  that  underscore  the  importance  of  promoting  positive 
mental  health. 

There  is  a need  to  document  the  effects  of  demographic,  environmental, 
and  economic  changes  on  mental  health  as  these  occur  in  rural  communities. 
Residents  of  small  communities  undergoing  rapid  and  precipitate  sociodemo- 
graphic change — frequently  the  plight  of  rural  areas — emerge  as  special 
target  groups  for  preventive  measures. 

Economic  disasters  must  be  investigated  for  their  special  mental  health 
implications  in  rural  life.  Such  events  doubtless  have  different  signifi- 
cance in  rural  and  urban  areas.  The  closing  of  a mill  or  factory  that  repre- 
sents a small  community’s  sole  source  of  revenue  is  different  from  a similar 
disaster  in  a place  where  diversified  pursuits  may  aid  the  community  in 
absorbing  its  loss. 

The  mental  health  consequences  of  the  use  of  pesticides  in  farm  communi- 
ties are  still  to  be  investigated  and  await  the  design  of  appropriate  scien- 
tific studies. 

In  short,  the  social  and  mental  health  costs  of  economic  and  natural 
disasters,  of  environmental  changes,  and  of  demographic  swings  must  be  more 
fully  understood,  so  that  effective  preventive  strategies  can  be  proposed, 
introduced,  and  pursued. 

Difficulties  in  delivering  a full  array  of  clinical  and  mental  health 
services  in  rural  areas,  taken  in  conjunction  with  mental  health  risks  of 
rural  residence,  heighten  the  importance  of  any  methods  that  may  serve  to 
decrease  the  need  for  mental  health  services.  Preventive  programs  that  would 
improve  the  quality  of  life  and  lessen  environmental  stress,  and  assist  the 
population  at  risk  to  cope  better  with  stress  at  the  individual  and  community 
levels,  should  be  implemented  to  the  maximum  extent  possible.  Any  successful 
effort  to  reduce  the  stigma  of  mental  illness  would  constitute  a major  contri- 
bution in  this  area. 

Many  rural  communities  possess  within  their  culture  base  the  seeds  for 
effective  preventive  programs.  Through  traditional  designations  of  people 
who  help  others  and  of  methods  for  delivering  such  help,  rural  communities 
frequently  foster  sympathy  and  a helping  orientation  that  serve  as  the  entry 
route  to  clinical  services.  This  is  especially  the  case  for  ethnic  minority 
populations  in  rural  areas.  Using  these  built-in  cultural  foundations  as 
building  blocks  in  the  development  of  mental  health  preventive  strategies  in 
rural  communities  is  not  only  a matter  of  wisdom;  it  is  also  a necessary  step 
in  the  promotion  of  positive  mental  health  in  rural  areas. 
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APPENDIX  A 


Functions  of  the  Proposed  ADAMHA  Center  on  Rural  Issues 


The  Task  Panel  on  Rural  Mental  Health  identifies  six  basic  functions 
to  be  incorporated  as  part  of  the  proposed  ADAMHA  Center  on  Rural  Issues 
(recommendation  1) . 


RESEARCH  FUNCTION 

Research  will  be  encouraged  and  conducted  to  broaden  the  base  of 
knowledge  in  rural  mental  health.  Proceeding  on  the  assumption  that  needs 
are  best  identified  by  those  who  experience  them,  the  research  function 
will,  wherever  possible,  attempt  to  implement  answers  for  questions  formu- 
lated by  rural  consumers  and  service  providers.  Research  supported  by  the 
Center  on  Rural  Issues  will: 

— be  directed  toward  the  building  of  a body  of  demographic,  local 
needs  assessment  and  epidemiological  data  specific  to  rural  por- 
tions of  the  nation; 

— where  appropriate,  reflect  the  needs  of  high-risk  rural  populations, 
such  as  ethnic  minorities,  women,  the  elderly,  and  children; 

— solicit  increased  representation  of  relevant  minority  group  personnel 
in  the  design  and  execution  of  research  projects,  so  that  those  who 
are  affected  by  the  results  of  the  research  are  more  directly  in- 
volved in  its  design; 

— focus  on  critical  needs  in  rural  mental  health  research  as  identified 
by  the  Association  for  Rural  Mental  Health,^  including: 

Epidemiology  of  mental  disorder  (including  clinical 
information  on  incidence  and  prevalence  of  disorders) 

Assessment  of  mental  health  service  needs 

Assessment  of  mental  health  consultation  and  education 
needs 

Assessment  of  mental  health  resources 
Barriers  to  mental  health  service  delivery 
Strategies  for  prevention 


Statement  of  critical  issues  in  rural  mental  health  research  drafted  by 
the  Ad  Hoc  Research  Committee  of  the  Association  for  Rural  Mental  Health  and 
adopted  as  policy  by  the  general  meeting,  Madison,  Wisconsin,  June  1977. 
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Rural  community  organization  and  value  systems 
Mental  health  program  evaluation 
Demographic  trends  in  rural  communities 

Effects  of  deinstitutionalization  and  other  social  change 
policies  on  rural  life 

Effectiveness  of  alternative  treatment  modalities 


Relevant  cost-effectiveness  measures. 


I 

I — encourage  collaborative  efforts  among  governmental,  private,  and 
academic  institutions,  as  well  as  national  organizations. 


Research  activity  will  be  directed  toward  the  building  of  a knowledge 
base  relevant  to  the  development  of  rural  mental  health  service  delivery 
systems,  with  emphasis  on  effective  methods  of  treatment  and  strategies  for 
prevention.  Additionally,  the  research  function  will  support  the  synthesis 
and  examination  of  already  existing  studies  in  rural  mental  health. 

An  effort  will  be  made  to  stimulate  research  activity  at  the  local  level 
through  training  of  local  research  personnel. 

For  additional  explanation  of  the  research  function,  see  discussion 
accompanying  recommendation  14. 


LIAISON  FUNCTION 

Two  important  areas  of  liaison  activity  are  visualized  for  the  Center  on 
Rural  Issues:  internal  liaison  with  centers  on  rural  issues  within  the  three 

ADAMHA  Institutes  and,  through  them,  with  the  various  ADAMHA  Divisions  and 
Offices;  and  external  liaison  with  other  Federal  agencies  (such  as  USDA  (U.S. 
Department  of  Agriculture)  and  HUD  (Department  of  Housing  and  Urban  Develop- 
ment) , etc.)  and  with  non-Federal  agencies  (such  as  the  National  Association 
of  Counties,  labor  unions  with  rural  constituencies,  professional  associa- 
tions, farmers’  associations,  etc.).  Both  internal  and  external  liaison 
activities  will  be  directed  toward  the  stimulation  of  programs  appropriate 
for  recognizing  the  special  mental  health  needs  of  rural  people  and  promoting 
improved  services  for  this  largely  underserved  population. 


INFORMATION  EXCHANGE  FUNCTION 

The  Center  on  Rural  Issues  will  serve  as  a clearinghouse  for  information 
on  programs  and  treatment  techniques  to  be  disseminated  to  people  working  in 
the  field.  The  primary  avenue  for  implementation  of  this  function  will  be 
through  a public  information  service.  The  job  of  providing  technical  assist- 
ance to  needy  rural  communities  is  easily  overlooked  within  the  current  ADAMHA 
structure,  for  these  are  often  the  very  communities  least  capable  of  articu- 
lating their  needs  and  seeking  assistance.  The  Center  on  Rural  Issues  will 
attempt  to  fill  this  gap  in  services. 
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MANPOWER  DEVELOPMENT  AND  TRAINING  FUNCTION 

This  function  is  concerned  with  both  preprofessional  training  oppor- 
tunities and  continuing  education  and  learning  experiences  for  those  already 
working  in  the  field.  The  center *s  purpose  in  this  function  is  to  influence 
the  production  and  development  of  staff  suitable  for  work  in  rural  areas. 
Specific  attention  will  be  paid  to  the  development  of  manpower  pools  drawn 
from  populations  that  are  ethnically  representative  of  specific  communities. 

It  is  recognized  that  this  function  must  be  realized  through  collabora- 
tive efforts  with  accreditation  bodies,  with  Federal  funding  agencies  and 
with  independent  training  institutions.  The  function  is  predicated  on  the 
realization  that: 

— the  problem  of  "burn-out”  being  a serious  one  in  rural  communities, 
adequate  opportunities  must  be  afforded  for  accredited  continuing 
education  of  rural  personnel,  both  within  the  service  delivery  area 
and,  through  travel  funds  earmarked  for  this  purpose,  to  other  areas. 
(The  University  of  Wisconsin-Extension  Summer  Study  Program  on  Rural 
Mental  Health,  for  example,  provides  a unique  opportunity  for  enrich- 
ment and  exchange.); 

— ' incentives  for  training  and  training  opportunities  must  be  made 
available  to  local  personnel  who  represent  rural  communities; 

— manpower  training  efforts  must  cover  the  full  range  of  professional 
and  supportive  specialties,  including  indigenous  mental  health  ex- 
tenders; and 

— special  training  protocols  must  be  made  available  to  mental  health 
workers  who  expect  to  deliver  services  to  ethnic  minorities  in 
rural  areas. 

For  additional  explanation  of  the  manpower  development  and  training 
function,  see  discussion  accompanying  recommendations  15  and  16. 

REVIEW  OF  LEGISLATION  AND  REGULATIONS  FUNCTION 

The  ADAMHA  Center  on  Rural  Issues  will  provide  staff  for  analyzing  and 
assessing  the  impact  of  proposed  and  existing  standards,  guidelines,  regula- 
tions, and  legislation  on  program  development  in  rural  areas. 


PLANNING  GRANTS  FUNCTION 

The  ADAMHA  Center  on  Rural  Issues  will  undertake  a temporary  and  self- 
limited function  in  implementing  a one-time  assignment  for  the  development  of 
a special  formula  grants  program  for  comprehensive  mental  health  planning  in 
rural  areas.  The  proposed  program  is  discussed  in  detail  in  recommendation  2. 
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THE  CHARGE,  THE  CONTEXT,  AND  THE  CALENDAR 


The  Task  Panel  on  Migrant  and  Seasonal  Farmworkers  was  one  of  the 
first  to  be  formed  by  the  Commission.  Its  membership  was  balanced,  inso- 
far as  possible,  to  reflect  the  geographic  and  cultural  diversity  that 
exists  within  the  target  population,  and  represents  the  professions  and 
disciplines  of  medicine,  psychology,  sociology,  education  and  training, 
and  community  organization.  In  the  course  of  its  work  the  panel  held 
three  formal  meetings.  The  first,  devoted  to  the  organization  of  the 
task  and  assignment  of  specific  responsibilities,  was  held  in  Washington, 
D.C.,  in  June  1977.  The  second  meeting  was  held  in  October  1977  in  Austin, 
Texas,  Funded  by  the  Hogg  Foundation  for  Mental  Health,  it  provided  panel 
members  with  an  opportunity  to  hear  field  viewpoints  from  a major  home- 
base  State.  The  final  meeting,  held  in  Washington,  D.C.,  December  8-9, 

1977,  enabled  panel  members  to  agree  on  the  conclusions  to  be  presented 
in  this  final  report  to  the  Commission. 

In  addition  to  the  three  formal  meetings  of  the  full  panel,  individual 
working  groups  were  held  here  in  Washington  and  in  other  regions  of  the 
country  to  ensure  that  a broad  variety  of  points  of  view  would  be  repre- 
sented in  the  deliberations  of  the  panel.  These  working  sessions  directed 
attention  to  the  following  areas  of  concern  affecting  farmworkers  and  their 
families : 

• Legal,  legislative,  and  enforcement  problems 

• Child  welfare  and  education 

• Manpower  and  employment  practices 

• Environmental  concerns 

• Health 

• Mental  Health 

To  assist  the  panel  in  acquiring  more  reliable  information  regarding 
the  mental  health  needs  of  farmworkers,  a questionnaire  was  sent  to  direc- 
tors of  migrant  health  clinics  and  to  directors  of  community  mental  health 
centers  located  in  stream.  The  results  of  that  questionnaire  are  con- 
tained in  Section  2 of  this  report.  In  addition,  hundreds  of  letters  were 
sent  to  individuals  and  agencies  throughout  the  Nation  in  an  effort  to 
solicit  contributions  and  suggestions  which  would  inform  and  broaden  the 
scope  of  our  work. 

While  the  list  of  those  to  whom  we  are  indebted  is  too  long  to  include 
the  names  of  all  who  shared  their  experience  and  expertise  with  us,  we 
acknowledge  a special  debt  to  those  individuals  and  organizations  upon 
whom  we  came  to  rely  in  the  course  of  preparing  this  report.  In  particular, 
we  extend  our  gratitude  to  Ms.  Lea  Pellett  and  to  Richard  Morrison,  who 
together  assumed  the  major  burden  of  research  and  preparation  of  early 
drafts  of  the  document,  and  to  the  staff  of  the  National  Association  of 
Farmworker  Organizations,  whose  continuing  assistance  has  been  invaluable. 

We  have  been  deeply  impressed  by  the  degree  to  which  the  suggestions 
and  recommendations  we  received  were  truly  objective,  transcending  the 
boundaries  of  categorical  programs  or  of  personal  or  organizational 
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Ideology.  To  these  many  hundreds  of  individuals  and  groups  we  offer  our 
ieepest  thanks.  Perhaps  they  will  take  encouragement  from  the  fact  that 
ve  have  attempted  to  reflect  their  thoughtful  views  wherever  possible  in 
Dur  conclusions.  We  emphasize,  however,  that  these  conclusions  are  our 
3wn  and  should  not  be  construed  as  representing  the  point  of  view  of  those 
^hose  help  we  acknowledge  at  the  end  of  this  report. 

At  its  first  meeting  the  task  panel  adopted  the  following  charges: 

• To  ascertain  the  current  human  geography  of  the  populations  of 
itinerant  and  seasonal  farmworkers,  including  the  racial  and 
cultural  compositions  of  the  populations,  the  general  age  group- 
ings of  workers  and  their  families,  the  major  migratory  patterns 
and  locations  of  nonmigrating  farmworkers,  and  the  demographic 
and  socioeconomic  transitional  trends  within  these  populations. 

• To  determine,  insofar  as  possible,  the  impact  of  cultural, 
racial,  and  occupational  minority  status  on  the  emotional, 
physical,  developmental,  and  social  health  of  farmworkers  and 
their  families,  including  an  assessment  of  the  degree  to  which 
the  mental  health  of  the  whole  person  is  affected  by  health, 
educational  and  human  services  delivery,  and  environmental  fac- 
tors such  as  poor  housing  and  nutrition,  marginal  educational 
status,  dependency,  migration,  poor  sanitation,  disease,  social 
isolation,  poverty,  and  toxic  agents. 

• To  examine  and  assess  the  degree  to  which  models  can  be  developed 
for  the  delivery  of  effective,  accessible,  acceptable,  and  coordi- 
nated mental  health  services  to  the  target  populations  for  the 
purpose  of  preventing  mental  illness,  mental  retardation,  and 
substance  abuse  afflictions  of  these  populations  and/or  reducing 
the  risk  for  mental  disorder. 

• To  assess  the  cost,  scope,  and  outcome  of  human  services  provided 
to  farmworker  populations  by  Federal  programs  (and  to  the  degree 
possible,  non-Federal  programs  operated  by  States,  localities,  and 
the  private  sector) ; and  to  discover  the  degree  to  which  these 
programs  impact  on  the  mental  health  of  the  farmworker  and  his 
family. 

• To  ascertain  the  degree  to  which  the  human  services  program  de- 
livery needs  of  itinerant  and  seasonal  farmworkers  and  their  fami- 
lies may  lie  in  the  consolidation,  reorganization,  and  coordination 
of  Federal  and  other  programs  that  are  sensitive  to  the  focused 
objective  of  preserving  the  strengths  and  upgrading  the  status 

of  the  stable  farm  labor  force. 

In  the  report  which  follows,  we  have  attempted  to  respond  to  these 
charges. 
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EXECUTIVE  SUMMARY  AND  CONCLUSIONS  ON  FEDERAL 
PROGRAMS  FOR  FARMWORKERS 


It  is  the  conclusion  of  Panel  members  that,  despite  the  several  bil- 
lions of  dollars  that  have  been  spent  by  the  Federal  Government  over  the 
past  15  years,  American  farmworkers  and  their  families  still  live  and  work 
under  conditions  which  are  cruel  and  harsh  by  any  standard:  they  are  ill- 
housed,  ill-clothed,  undernourished,  face  enormous  health  hazards,  are 
underpaid,  underemployed,  undereducated,  socially  isolated,  politically 
powerless,  excluded  from  much  of  the  worker-protective  legislation  that 
other  American  workers  take  for  granted,  and  unable  to  compete  in  the  labor 
market  for  the  higher  wages  that  would  permit  them  to  resolve  their  own 
problems  or  ameliorate  the  bleak  reality  of  their  existence.  When  their 
most  primitive  human  needs  are  not  met,  how  can  we  hope  to  address  their 
mental  health  needs?  Indeed,  to  speak  of  the  "mental  health  needs"  of 
the  farmworker  seems  almost  a luxury  when  their  physical  and  economic 
needs  are  so  acute  and  so  profound. 

And  yet,  we  must  speak  of  their  mental  health  needs,  not  only  because 
this  is  our  charge,  but  because  it  is  our  view  that  these  needs  are  fre- 
quently the  result  of  systemic  stresses  which  put  farmworkers  at  enormous 
and  continuing  disadvantage  in  our  society.  Locked  in  such  a terrible  cycle 
of  poverty  and  despair,  it  is  a tribute  to  their  strength  and  fortitude 
that  they  survive  at  all.  But  they  do  survive,  and  while  they  do  not 
prosper,  our  economy  prospers  as  a result  of  their  commitment  to  their 
work  and  to  the  work  ethic.  The  cost  of  our  failure  to  meet  their  needs 
is  measured  not  only  by  their  suffering;  it  is  measured  by  the  unrealized 
human  resources,  the  talent  and  the  creativity  they  could  bring  to  our 
national  life  if  we  opened  channels  for  their  participation. 

We  must  ask  ourselves,  as  a Nation,  whether  we  are  willing  to  continue 
to  deny  to  the  farmworker  the  opportunities  for  self-fulfillment  that  are 
the  true  measures  of  mental  health.  In  this  Report,  the  panel  has  at- 
tempted to  examine  some  of  the  root  causes  of  the  social,  economic,  and 
emotional  stresses  under  which  the  farmworker  works  and  lives,  and  to 
demonstrate  their  impact  upon  the  farmworker  family. 

Our  study  leads  us  to  believe  that  while  there  are  obvious  merits 
in  any  efforts  aimed  at  improving  mental  health  services  to  the  farmworker 
population,  unless  such  efforts  are  accompanied  by  concurrent  policies 
and  programs  aimed  at  relieving  the  economic  plight  of  migrant  and  seasonal 
farmworkers,  such  efforts  will  be  tantamount  to  planning  for  failure.  The 
panel  shares  the  conviction  of  farmworkers’  advocates  and  others  familiar 
with  their  living  and  working  conditions  that  economics  plays  a significant 
causative  role  in  the  manifestation  of  mental  health  problems  by  farmwork- 
ers and  that  any  programmatic  approach  must  take  this  causation  into 
account. 

In  our  view,  any  efforts  at  remediating  their  mental  health  problems 
must  be  concerned  not  only  with  symptoms,  but  with  root  causes.  For  this 
reason,  the  panel  firmly  believes  that  the  models  of  primary  preventive 
mental  health  services  and  of  social  action  treatment  theory  and  practice 
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are  the  models  of  choice.  We  assert  that  the  farmworker  population  repre- 
sents an  especially  vulnerable  high  risk  group  within  the  Nation  for  whom 
preventive  mental  health  strategies  must  be  developed  and  implemented  to 
reduce  the  social  and  economic  stresses  to  which  farmworkers  are  subjected. 
It  is  our  view  that  all  Federal  programming  to  meet  their  needs  should  ad- 
dress itself  to  the  objectives  of  integrating  them  fully  into  the  coimnunity 
and  of  encouraging  their  full  participation  in  all  programs  and  policies 
which  affect  their  lives. 

There  are  many  who  hold  that  the  failure  of  Federal  programing  to 
meet  the  needs  of  migrant  and  seasonal  farmworkers  is  the  result  of  the 
lack  of  coordination  and  the  fragmentation  of  programs  designed  to  serve 
them.  Others  hold  that  the  failure  to  enforce  existing  laws  intended  to 
protect  them  is  a major  cause  of  their  continuing  plight.  The  panel 
agrees  with  both  of  these  views,  but  we  also  contend  that  the  very  lack 
of  a system  is  itself  a kind  of  system.  Certainly  the  duplication,  over- 
lapping, and  lack  of  coordination  in  Federal  programs  results  in  the  fail- 
ure to  address  farmworkers’  needs  in  any  comprehensive  manner;  and  most 
assuredly,  their  lives  would  be  improved  by  the  strict  enforcement  of 
existing  laws.  However,  these  failures  must  be  viewed  within  a larger 
framework  as  part  of  an  unwitting  and  often  irrational  system  that  iso- 
lates farmworkers  from  the  mainstream  of  American  life  and  perpetuates 
their  dependency  and  powerlessness. 

Current  Federal  categorical  programs  not  only  fragment  services  to 
farmworkers — they  separate  them  from  the  rural  communities  of  which  they 
should  be  a part.  Migrants  are  further  separated  by  their  mobility  as 
they  travel  from  place  to  place  in  search  of  employment.  They  move  from 
one  community  to  another,  a part  of  none,  forever  outsiders,  isolated  from 
the  life  of  the  community,  living  outside  its  boundaries  in  filthy  labor 
camps,  always  moving  as  the  crops  ripen  and  the  next  harvest  beckons. 

Nor  are  they  able  to  establish  a community  within  the  migrant  stream: 
each  season  they  may  travel  with  different  companions,  dependent  upon  the 
vagaries  of  weather,  crop  failures,  equipment  breakdowns  and  other  factors 
over  which  they  have  no  control.  Often  their  families  move  with  them,  the 
children  attending  one  school  after  another,  or  working  the  fields  to  help 
the  family  earn  enough  money  to  survive.  Schooling  at  best,  is  a stop- 
and-start  sporadic  process — one  from  which  many  drop  out,  discouraged  by 
what  they  perceive  as  their  failure,  thus  decreasing  their  chances  to 
alter  their  lives  substantially.  Their  sense  of  self-worth  and  self-esteem 
suffers  as  a direct  result;  many  come  to  feel  that  they  are  dispensable 
and  of  little  value. 

It  is  the  panel's  view  that  an  agricultural  system  which  permits, 
even  unintentionally  encourages,  the  separation  of  the  farmworker  from 
the  life  of  the  community  is  a system  which  causes  more  human  misery  than 
can  be  justified  under  any  circumstances.  The  burden  of  providing  the 
human  services  which  the  farmworker  and  his  family  so  desperately  need 
falls  not  upon  the  employer  of  the  farm  laborer  but  upon  the  taxpayer,  who 
must  assume  the  cost  of  providing  these  services.  In  no  other  industry 
have  the  economic  risks  been  shifted  so  directly  from  management  to  the 
public,  which  must  compensate,  through  the  provision  of  human  services, 
for  the  abuses  which  the  farmworker  endures  as  a result  of  the  agricultural 
industry’s  failure  to  attend  to  the  needs  of  its  own  work  force. 
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Over  the  years  the  plight  of  the  farmworker — especially  the  migrant 
farmworker — has  been  brought  to  public  attention  with  special  force. 

Media  documentaries  such  as  Edward  R.  Morrow’s  Harvest  of  Shame  and  the 
NBC  White  Paper:  Migrant  described  with  chilling  accuracy  the  conditions 

of  migrant  life.  While  each  produced  a public  outcry,  few  people  have 
questioned  the  system  itself  or  the  need  for  our  society  to  depend  on 
migrancy  as  an  essential  component  of  our  agricultural  system.  The  panel 
believes  this  system  must  be  confronted.  We  believe  that  it  within 
our  national  capacity  to  reduce  our  dependence  on  migrancy  through  rigor- 
ous studies  of  agricultural  labor  supply  and  demand  that  will  enable  us 
to  predict  with  much  greater  accuracy  the  need  for  agricultural  labor  for 
specific  crops  in  specific  regions  at  more  or  less  specific  times.  We  be- 
lieve it  is  possible  to  eliminate  much  of  the  migration  which  produces 
such  stresses  in  the  migrant  farmworker’s  life  and  in  the  lives  of  farm- 
worker families,  and  to  begin,  as  a Nation,  to  implement  programs  that 
have  as  their  goal  the  integration  of  the  farmworker  into  American  society. 
We  believe  the  time  has  come  for  us  to  reorder  our  national  priorities  to 
permit  the  eventual  realization  of  this  goal. 

The  panel  recognizes  that  the  goal  cannot  be  realized  overnight; 
perhaps  it  will  not  be  achieved  within  our  lifetime.  However,  the  public 
articulation  by  the  Federal  Government  of  a national  policy  on  the  farm- 
worker would  be  an  important  first  step.  Such  a policy  would  require  a 
commitment  to  continue  to  provide  the  human  services  the  farmworker  clearly 
needs,  and  to  provide  these  services  to  the  complete  family  in  a compre- 
hensive, coordinated  fashion.  It  would  also  require  a commitment  to  a 
step-by-step  process  to  extend  to  farmworkers  all  the  human  services  which 
are  available  to  the  general  population.  Only  when  other  noncategorical 
programs  are  in  place  to  serve  farmworkers  could  categorical  programs 
targeted  to  meet  their  needs  begin  to  be  phased  out.  Until  that  time, 
such  programs  must  be  maintained  and  improved,  unified  and  coordinated  for 
greater  effectiveness. 

The  stabilization  of  the  farm  labor  force  would  ease  many  of  the 
problems  of  providing  essential  human  services  to  the  farmworker.  The 
development  of  community  support  mechanisms  and  of  preventive  social  action 
programs  to  meet  the  housing,  health,  education,  and  nutritional  needs  of 
farmworkers  could  be  comprehensively  addressed  to  a more  cohesive  popula- 
tion; in  turn,  farmworkers  themselves  could  be  more  aware  of  available 
services,  and  could  begin  to  participate  politically  and  organizationally 
in  joint  efforts  to  resolve  their  problems.  No  longer  isolated,  their 
voices  could  be  heard  in  the  community  and  at  the  ballot  box.  No  longer 
dependent,  their  reliance  on  Federal  programs  to  sustain  them  could  come 
to  an  end,  and  they  could  organize  effectively  with  fellow  workers  to  im- 
prove the  conditions  of  their  lives. 

The  panel  believes  that  these  present  dreams  can  become  reality  if 
the  commitment  to  change  exists.  And  we  believe  that  the  public — including 
responsible  growers — will  support  such  a commitment.  We  believe  that  the 
preparation  of  a comprehensive  plan  for  rural  economic  development  would 
benefit  farmer  and  farmworker  alike,  and  that  the  problems  of  both 
groups  have  many  common  roots.  We  believe  that  farmers  should  receive  an 
adequate  return  for  their  investment  of  time,  equipment,  and  skill.  We 
do  not  believe  that  an  adequate  return  on  that  investment  should  preclude 
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the  payment  of  decent  wages  and  the  provision  of  decent  working  conditions 
to  the  farmworker,  nor  do  we  believe  that  growers  as  a group  wish  to  deny 
to  their  workers  a fair  share  in  the  rewards  of  the  agricultural  economy. 
They,  like  the  rest  of  us,  have  come  to  rely  on  a system  which  depends  on 
migrancy  to  keep  it  working,  and  they,  like  other  taxpayers,  pay  their 
share  of  the  human  services  the  farmworker  receives.  The  inadequacy  of 
these  services  is  documented  in  this  report.  Their  cost  is  substantial — 
indeed,  the  ultimate  cost  to  the  taxpayer  is  probably  much  greater  than  it 
would  be  if  farmworkers  were  guaranteed  a living  wage.  A comprehensive 
rural  economic  development  plan  could  well  include  the  provision  of 
technical  and  financial  support  to  those  small  farmers  who  would  be  ex- 
cessively burdened  by  providing  decent  wages  and  working  conditions  to 
their  workers.  Such  a plan  could  incorporate  the  needs  of  both  farmer  and 
farmworker,  making  them  allies  rather  than  adversaries. 

It  is  of  vital  importance  that  changes  in  our  national  policy  toward 
the  farmworker  be  fully  developed  and  publicly  articulated.  The  implemen- 
tation of  such  a policy  must  begin  with  the  creation  of  a new  National 
Farmworker  Office  within  the  Federal  Government.  Such  an  agency  could 
begin  the  process  of  redirecting  our  national  agricultural  priorities  as 
they  affect  the  farmworker  and  move  toward  the  realization  of  the  long-term 
goal  of  integrating  the  farmworker  into  the  community.  Such  an  agency 
should  coordinate  all  present  categorical  programs  which  serve  the  farm- 
worker, thereby  eliminating  the  duplication,  fragmentation,  and  lack  of 
coordination  of  existing  programs.  This  agency  should  serve  as  an  advocate 
for  farmworkers,  pressing  for  their  inclusion  into  worker-protective  legis- 
lation from  which  they  are  now  excluded,  and  for  the  strict  enforcement  of 
existing  laws.  It  should  move  toward  greater  participation  of  the  farm- 
worker in  noncategorical  programs  of  assistance,  even  as  it  maintains  and 
improves  existing  programs.  It  should  develop  and  oversee  programs  of 
research  into  all  areas  of  farmworker  needs,  including  an  assessment  of 
mental  health  needs,  and  should  move  for  a uniform  definition  of  migrant 
and  seasonal  farmworkers  common  to  all  programs  and  to  all  statistical 
reporting  systems  so  that  n^  farmworker  is  excluded  from  services.  It 
should  develop  new  Federal  strategies,  forging  stronger  partnerships  with 
home-base  States  and  encouraging  the  development  of  inter-State  agreements 
to  assure  that  the  needs  of  migrants  in  stream  are  addressed  in  a compre- 
hensive manner. 

This  agency  should  develop  programs  for  the  recruitment  and  training 
of  bilingual,  multicultural  professionals  and  service  providers  who  can 
address  the  farmworker's  needs  with  sensitivity  and  compassion,  and  should 
establish  linkages  with  other  governmental  agencies  for  the  training  and 
recruitment  of  needed  manpower.  It  should  develop  broad  preventive  social 
action  programs  which  invite  and  encourage  farmworker  participation,  and 
should  strengthen  that  participation  by  encouraging  the  growth  of  farm- 
worker advocacy  groups  within  the  States  and  communities  where  farmworkers 
live  and  work.  It  should  evaluate  and  monitor  existing  programs  to  deter- 
mine their  effectiveness,  as  well  as  to  guide  programs  and  policies  toward 
the  realization  of  the  goal  of  the  full  integration  of  the  farmworker  into 
our  national  life.  It  should  develop  programs  to  provide  the  widest  pos- 
sible range  of  options  in  employment  and  in  education  for  the  farmworker 
so  that  he,  too,  can  begin  to  travel  that  upwardly  mobile  road  other  dis- 
advantaged groups  in  society  have  traveled  before  him. 
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Only  when  despair  is  replaced  by  hope;  only  when  feelings  of  dependency 
and  powerlessness  are  converted  to  those  of  self-worth  and  self-esteem;  only 
when  the  uncertainty  and  unpredictability  that  have  thus  far  characterized 
farmworkers'  lives  and  which  place  them  under  such  emotional  stress  are 
replaced  by  some  degree  of  certainty  that  they  have  a chance  to  improve 
their  lives,  will  they  be  able  to  reach  for  self-fulfillment,  and  will  ^ 
be  able  to  say  that  we  have  truly  addressed  their  mental  health  needs. 

To  achieve  these  goals,  the  panel  recommends  the  immediate  adoption 
of  the  following  measures: 

• The  establishment,  within  the  Executive  Branch,  of  a 

National  Farmworker  Office  at  the  Cabinet  level,  to 

include  (but  not  be  limited  to)  the  following 

responsibilities : 

1.  The  coordination  of  all  farmworker  service  de- 
livery programs  at  the  Federal  level  to  meet  the 
needs  of  the  total  farmworker  family; 

2.  The  implementation  of  national  policy  for  the 
integration  of  the  farmworker  family  into  the 
community  through  the  gradual  elimination  of 
widespread  migrancy  and  the  stabilization  of 
the  farm  labor  force; 

3.  The  establishment  of  standards  for  all  farmwork- 
er programs , and  the  monitoring  and  evaluation  of 
such  programs; 

4.  The  implementation  of  policies  and  programs  to 
strengthen  and  enforce  existing  laws  intended  to 
protect  the  farmworker  family; 

5.  The  implementation  of  policies  and  the  develop- 
ment of  interagency  agreements  to  guarantee  that 
all  farmworker  families  are  included  in  the  bene- 
fits of  all  social  legislation  to  elevate  the  eco- 
nomic status  of  the  disadvantaged,  including  their 
explicit  coverage  in  all  programs  administered  by 
States  or  communities  with  direct  or  indirect 
Federal  grants; 

6.  The  design  and  implementation  of  programs  to  abol- 
ish the  present  farm  labor  contractor  system  and 
to  replace  it  with  a federally  monitored  alterna- 
tive (such  as  hiring  halls) ; 

7.  The  direct  operational  control  of  all  educational 
programs  to  benefit  children  and  youth  who  are 
farmworker  dependents  (including  Title  I-Migrant, 

Migrant  Headstart,  High  School  Equivalency  Pro- 
gram (HEP) , and  College  Assistance  Migrant  Program 
(CAMP),  etc.); 
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8.  The  development  of  programs  for  the  recruitment 
of  training  of  professional  and  paraprof essional 
service  providers  who  are  bilingual,  multicul- 
tural, and  sensitive  to  the  environment  and  needs 
of  farmworkers  and  their  families; 

9.  The  development  of  programs  and  policies  to  ex- 
tend legal  services  to  farmworkers  and  their 
families,  including  the  pursuit  of  legislation 
which  will  permit  the  farmworker  to  bring  a pri- 
vate cause  of  action  against  employers  who  fail 
to  meet  existing  standards; 

10.  The  establishment  of  rigorous  research  mechanisms 
for  the  gathering  of  statistical  and  socioeconomic 
data  on  farmworkers  and  their  families,  utilizing 
a uniform  definition  of  the  target  population  that 
is  common  to  all  programs.  Such  research  should 
include  needs  assessments  in  health,  mental  health, 
nutrition,  employment  and  training,  education,  etc. 
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SECTION  I;  THE  HUMAN  GEOGRAPHY  OF  THE  AMERICAN  FARMWORKER 


CHARGE 

o To  ascertain  the  current  human  geography  of  the  populations  of 
itinerant  and  seasonal  farmworkers,  including  the  racial  and 
cultural  compositions  of  the  populations,  the  general  age 
groupings  of  the  workers  and  their  families,  the  major  migra- 
tory patterns  and  locations  of  nonmigrating  farmworkers,  and 
the  demographic  and  socioeconomic  transitional  trends  within 
these  populations. 

In  The  Slaves  We  Rent,  Truman  Moore  notes  that  the  United  States  does 
a better  job  of  counting  migratory  birds  than  counting  the  millions  of  farm- 
workers who  harvest  and  process  its  crops. 1 According  to  a 1977  Legal 
Services  Corporation  report,  there  are  five  major  and  three  minor  Federal 
statistical  systems  that  purport  to  count,  in  part,  migrant  and  seasonal 
farmworkers . 2 A separate  1977  report  by  Rural  America,  Inc.  entitled 
"Where  Have  All  the  Farmworkers  Gone?"  is  sub-titled  "The  Statistical 
Annihilation  of  Migrant  and  Seasonal  Farmworkers  by  Federal  Agencies."^ 

Both  reports,  released  in  late  1977,  review  and  assess  the  separate  statis- 
tical systems  used  by  Federal  agencies.  Without  belaboring  the  methodolo- 
gies used,  the  panel  notes  that  Federal  programing  for  the  farmworker 
has  been  based  on  estimates  ranging  from  1.5  to  6 million  individuals.  The 
Rural  America  report  documents  that  there  has  been  a systematic  undercount 
of  migrant  and  seasonal  farmworkers  and  attempts  to  assess  the  factors  which 
have  contributed  to  such  wide  discrepancies  in  the  Federal  estimates  of  the 
farmworker  population.  Since  both  this  report  and  that  of  the  Legal  Serv- 
ices Corporation  cited  above  are  current  and  comprehensive,  and  both  point 
to  an  "intelligent  guess"  of  approximately  5 million  farmworkers  and  members 
of  farmworker  families,  the  panel  has  used  this  figure  as  a working  esti- 
mate of  the  population. 

Attempts  to  integrate  these  Federal  data  collection  systems  are  made 
largely  impossible  since  each  system  measures  a different  population.  None 
of  the  five  statistical  services  employ  the  same  definition  of  "migrant," 
"seasonal,"  or  "farmwork."  A 1977  report  commissioned  by  Region  III  of  the 
U.S.  Department  of  Health,  Education,  and  Welfare  recites  16  printed  pages 


^Moore,  Truman.  The  Slaves  We  Rent.  Random  House,  New  York,  N.Y., 

1965. 

2 

Legal  Services  Corporation.  An  Estimate  of  the  Number  of  Migrant 
and  Seasonal  Farmworkers  in  the  United  States  and  Puerto  Rico,  by  David 
Lillesand,  Linda  Kravitz,  and  Joan  McClelland,  Washington,  D.C.,  May  1977, 

3 

Rural  America,  Inc.  Where  Have  All  the  Farmworkers  Gone?  The 
Statistical  Annihilation  of  Migrant /Seasonal  Farmworkers  b>  Federal  Agen- 
cies: An  Analysis  of  the  Federal  Effort  to  Define  and  Count  Migrant  and 

Seasonal  Farmworkers.  Washington,  D.C.,  September  1977. 
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of  definitions  of  migrancy  and  of  seasonal  farmwork  which  may  be  found  in 
Federal  statistical  services  and  in  regulations  governing  service  programs.^ 

Just  as  the  lack  of  a uniform  definition  produces  a confusing  situa- 
tion in  which  all  major  governmental  statistical  services  use  the  same 
terminology  to  describe  and  count  substantially  different  populations, 
each  Federal  agency  which  provides  services  to  farmworkers  and  their  fami- 
lies uses  a different  definition  of  the  population  to  be  served,  and  each 
has  distinct  and  widely  varying  criteria  of  eligibility  for  services.  No 
two  programs  have  the  same  legislatively  described  target  populations  nor 
do  they  share  the  same  program  eligibility  requirements.  The  lack  of  a 
uniform  definition  confuses  and  circumscribes  efforts  to  assess  accurately 
the  size  and  composition  of  the  farm  labor  force,  and  has  obvious  effects 
on-  programs  of  service  delivery  to  farmworkers,  since  data  on  the  target 
populations  is  used  as  a basis  for  Federal  funding  of  such  programs.  These 
definitional  conflicts  are  compounded  when  Federal  regulations  and  program 
eligibility  requirements  are  interpreted  by  regional.  State,  and  local 
agencies . 

The  situation  is  further  complicated  by  the  fact  that  the  populations 
of  migrants  and  seasonal  farmworkers  frequently  overlap.  There  is  general 
agreement  that  the  migrant  farmworker  represents  those  individuals  and 
families  who  leave  their  homes  for  periods  of  time  to  pursue  farmwork  in 
another  area,  frequently  traveling  across  district,  county,  or  State  lines 
to  do  so,  and  that  seasonal  farmworkers  are  more  geographically  stable. 
However,  seasonal  farmworkers  may  become  migrants,  within  or  outside  their 
home  States,  depending  upon  the  financial  necessity  to  travel  in  order  to 
work;  in  turn,  migrant  farmworkers  may  "settle  out"  of  the  migrant  stream 
to  become  seasonal  farmworkers,  either  temporarily  or  permanently. 

The  confusion  that  results  from  the  definitional  and  eligibility  con- 
flicts is  more  than  administrative.  The  response  to  such  questions  as 
what  constitutes  seasonal  work,  agricultural  work,  migrant  labor,  income 
eligibility,  etc.  varies  so  widely  from  program  to  program  that  a farmworker 
often  finds  that  he/she  qualifies  for  services  under  one  set  of  program 
guidelines  but  does  not  meet  the  requirements  for  other  farmworker  programs. 
Farmworkers  who  migrate  intra-  or  interstate  in  pursuit  of  work  are  fre- 
quently and  understandably  confused  regarding  their  eligibility  for  service 
programs;  their  own  confusion  is  often  matched  by  the  bewilderment  of  serv- 
ice delivery  agents  themselves.  The  bureaucratic  maze  which  results  from 
the  lack  of  a uniform  definition  of  migrant  and  seasonal  farmworkers  that 
is  common  to  all  Federal  agencies  produces  confusion  in  the  field,  as  repre- 
sentatives of  the  various  agencies  attempt  to  deliver  services  to  the  "farm- 
worker." A far  more  serious  effect  is  the  exclu'sion  from  services  of 
substantial  numbers  of  the  farmworker  population,  or  the  shunting  of  indi- 
viduals and  families  in  need  of  services  from  one  agency  to  another.  To 
eliminate  these  major  problems  and  to  guarantee  that  programs  of  service 
delivery  are  funded  in  amounts  adequate  to  meet  the  needs  of  all  farmworkers, 
the  panel  strongly  urges  the  following  solution: 


U.S.  Department  of  Health,  Education,  and  Welfare,  Region  III. 
Human  Services  to  Migrants,  Philadelphia,  Pa.,  1977. 


MIG  13 


1204 


• That  the  Federal  Government  develop,  utilize,  and  pro- 
mote the  use  of  a uniform,  national  farmworker  definition 
which  is  common  to  all  Federal  programs  and  to  all  Fed- 
eral statistical  reporting  systems. 

The  panel  agrees  that  such  a uniform  definition  should  be  formulated 
by  an  interagency  task  force  in  cooperation  with  State  governments,  farm- 
worker representatives,  and  representatives  of  farmworker-governed  organi- 
zations, and  that  the  definition  be  broad  enough  to  include  all  workers 
involved  in  agricultural  harvesting  and  processing,  both  inter-  and  intra- 
state farmworkers,  adults  and  children,  and  those  individuals  who  have 
settled  out  of  the  migrant  stream  within  the  last  five  years.  The  panel 
also  suggests  that  serious  consideration  be  given  to  the  elimination  of  the 
minimum  and  maximum  day’s  work  requirement,  so  that  progra’ms  of  service 
delivery  can  be  based  on  need  alone. 

o o o o o o o 

Those  farmworkers  who  migrate  interstate  in  pursuit  of  work  tend  to 
travel  in  three  main  "streams" — the  Eastern,  Midwest,  and  Western  streams 
(see  attached  map).  Of  these,  the  Midwest  stream  is  the  largest  and  geo- 
graphically most  expansive.  Starting  from  their  home  bases  in  Texas, 
migrant . farmworkers  begin  to  move  north  in  early  spring  to  work  in  nurs- 
eries, followed  by  those  who  leave  to  harvest  fruits  and  vegetables  and 
other  perishable  crops.  These  workers  move  to  the  North-Central,  Mountain, 
and  Pacific  Northwest  States,  followed  by  a second  movement  of  workers 
which  originates  in  the  Rio  Grande  Valley,  migrates  north  through  Texas 
and  west  to  New  Mexico,  Arizona,  and  California.  The  third  section  of  the 
Midwest  stream  begins  in  Texas,  migrates  north  and  terminates  in  Montana, 
North  Dakota,  New  York,  and  Michigan.  The  Midwest  stream  is  characterized 
by  large  concentrations  of  Mexican-Americans , and  its  farm  laborers  have 
historically  tended  to  travel  in  family  groups. 

A second  major  migrant  flow  is  the  Eastern  stream,  which  originates 
in  Florida.  It  contains  large  numbers  of  Blacks  who  are  joined  by  other 
migrants  from  Puerto  Rico  and  Texas,  as  well  as  by  seasonal  farmworkers 
coming  from  adjacent  areas  to  help  in  the  harvest.  Here  too  the  annual 
migration  north  typically  begins  in  the  early  spring  as  the  workers  move 
northward  as  far  as  New  England  to  harvest  fruits  and  vegetables  in  the 
Atlantic  Coast  States.  In  November  the  stream  recedes  and  is  relocated 
in  Florida  by  December. 

As  noted,  large  numbers  of  workers  in  the  Eastern  stream  are  Black; 
however,  it  also  contains  substantial  numbers  of  Puerto  Ricans,  West  In- 
dians, and  whites,  as  well  as  some  Mexican-Americans  who  have  moved  east 
from  Texas  to  work  the  Eastern  stream.  With  many  exceptions,  farmworkers 
in  this  stream  have  historically  tended  to  be  single  males  rather  than 
family  groups. 

A third  major  stream  is  the  Western  movement  which  is  concentrated 
in  Southern  California  and  the  Pacific  Coast  States.  This  stream  harvests 
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Source:  National  Migrant  Information  Clearing  House,  Juarez-Lincoln  Center, 
Austin,  TX,  August,  1974. 
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a wide  variety  of  vegetables  and  fruits,  and  is  comprised,  in  the  main,  of 
Mexican- Americans. 5 

The  most  active  seasons  for  both  migrants  and  seasonal  farmworkers  are 
summer  and  fall,  when  migratory  laborers  are  needed  to  supplement  the  more 
geographically  stable  seasonal  farmworker  and  local  labor  in  the  harvest. 
Almost  every  State  uses  migratory  workers  some  time  during  the  year,  with 
the  largest  numbers  in  California,  North  Carolina,  Texas,  Florida,  and 
Washington. ^ 

While  it  is  useful  as  general  information  to  refer  to  the  conventional 
concept  of  three  "streams"  of  migration,  there  is  not  so  much  patterned  or 
uniform  geographic  migration  as  is  commonly  thought  to  exist.  Studies  re- 
ported and  conducted  by  the  Legal  Services  Corporation  substantiate  that 
seasonal  migration  is  a much  more  complex,  unpatterned,  and  unpredictable 
phenomenon  than  is  generally  perceived.  An  analysis  of  enrolled  migrant 
school  children  indicates  that  families  not  only  do  not  move  along  historic 
"tracks"  but  also  do  not  move  in  large  groups. ^ Field  studies  portray  a 
continuing  deterioration  of  traditional  streams;  migrants  from  Florida  can 
be  found  in  Washington  State  in  April;  Puerto  Rican  and  Floridian  workers 
work  regularly  in  California;  California  migrants  are  found  in  New  Jersey; 
and  Minnesota  farmworkers  are  found  in  Oregon.  This  fragmentation  of  migra- 
tory patterns  intensifies  in  periods  of  oversupply  and  in  periods  of  un- 
certain harvest.  During  the  past  year,  for  example,  the  freeze  in  Florida, 
the  western  drought,  and  the  devaluation  of  the  Mexican  peso  all  created 
unusual  migratory  patterns. 

While  the  migrant  labor  force  has  typically  been  composed  of  large 
racial  and  ethnic  blocks,  a significant  point  is  that  no  large  group  of 
migrants  has  remained  permanently  migratory.  This  probably  is  the  best 
evidence  that  people  are  migrants  by  economic  necessity  rather  than  by 
choice.  In  the  1930’ s,  for  example,  one  of  the  largest  elements  in  the 
migratory  labor  group  was  the  "okie" — the  collective  name  applied  to  the 
displaced  small  farmers  of  the  "Dust  Bowl"  regions  of  Oklahoma,  Arkansas, 
Missouri,  and  Texas.  Many  of  these  individuals  and  families  were  migratory 
workers  throughout  the  1930’ s but  resettled  whenever  the  opportunity  ap- 
peared, so  that  today  this  group  no  longer  remains  a principal  element  in 
the  Nation’s  migratory  work  force.  Today,  the  bulk  of  this  work  force  is 
made  of  of  Mexi can- Ameri cans , Puerto  Ricans,  West  Indians,  and  native-born 
American  Blacks.^ 


Binder,  Eugene  F.  and  Richard  H.  Kinsey.  A Special  Report  on  Some 
Migrant  Education  Projects.  St.  Edward’s  University,  Austin,  Texas, 
November  1977. 

Rural  America,  Inc.  Op.  Clt. 

^Legal  Services  Corporation.  Op.  Cit. 


^Ibld. 

9 

Congressional  Research  Service,  Library  of  Congress.  The  Migrant 
Farmworker  Situation  in  the  U.S.;  The  Problems  and  the  Programs,  HD  5856 
(75-115  ED),  by  Raymond  Schmitt,  April  1975,  p.  2. 
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However,  estimates  of  the  racial/ethnic  composition  of  the  population 
of  migrant  farmworkers  are  exceedingly  controversial.  An  estimate  made  by 
the  Department  of  Labor’s  Occupational  and  Health  Administration  states 
that  approximately  one-half  of  the  migrant  farm  labor  force  is  Spanish- 
speaking, an  additional  30  percent  is  comprised  of  Black  individuals  and 
families,  and  the  balance  of  20  percent  are  white  or  of  other  extraction, 
including  Native  Americans,  Asiatics,  Filipinos,  West  Indians,  and  others. 
However,  a 1975  study  of  the  migrant  farmworker  force  in  the  United  States 
conducted  by  the  Congressional  Research  Service  (CRS)  encountered  obstacles 
similar  to  those  which  faced  the  panel  in  its  attempts  to  collect  data  of 
reasonable  quality  regarding  the  size  and  composition  of  the  farm  labor 
force. 11  The  CRS  report  reviewed  a 1973  publication  of  the  Department  of 
Labor’s  Farmworker  Task  Force  which  asserted  that  one  of  the  most  important 
areas  in  which  farmworker  statistics  tend  to  be  the  most  distorted  is  in 
racial/ethnic  composition.  The  task  force  report  stated: 

In  addition,  our  most  knowledgeable  people  in  the  field  are 
probably  confused  in  that  they  tend  to  view  the  ethnic  break- 
down for  the  entire  U.S.  on  the  basis  of  their  empirical  ob- 
servations in  specific  geographic  areas.  The  result  is  that 
those  working  in  Texas  are  convinced  that  Mexican -Americans 
make  up  the  majority  of  the  farm  labor  force,  while  those 
working  in  the  East  believe  that  Blacks  constitute  a signifi- 
cant proportion  of  the  farmworker  force.  What  is  the  evidence 
to  support  any  of  these  contentions?  The  answer  is  none [12 

However,  it  is  not  only  in  the  area  of  race  and  ethnicity  that 
adequate,  reliable  statistical  data  are  unavailable.  Other  characteris- 
tics of  the  farmworker  population  which  need  regular  and  detailed  exami- 
nation include  age,  sex,  income,  and  the  educational  level  of  workers;  the 
characteristics  of  farmworker  dependents  including  the  number  of  dependents, 
their  age,  and  sex;  the  number  of  farmworkers  per  family,  income  sources, 
housing  conditions,  etc.;  occupational  information  including  the  number  of 
days  worked,  length  of  the  work  year,  supplemental  income  sources,  proportion 
of  income  from  nonagricultural  labor,  and  the  extent  of  coverage  under  em- 
ployment protective  legislation. 13 


Centaur  Management  Consultants.  Report  to  QSHA  for  Use  in  Develop- 
ment of  New  Proposed  Standards  Concerning  Housing  of  Agricultural  Employ- 
ees . Washington,  D.C.:  1975. 

^^Congressional  Research  Service,  Op . Cit . , pp.  6-9. 

12 

U.S.  Department  of  Labor.  Report  of  Farmworker  Task  Force,  Washing- 
ton, D.C. , September  1973.  Cited  by  Congressional  Research  Service,  Op . 
Cit. , p.  9. 


13 


Rural  America, 


Inc. 


Op.  Cit . , p.  xiii. 
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Of  the  five  statistical  reporting  services  mentioned  earlier,  only 
one — the  Economic  Research  Service — provides  limited  demographic  and  socio- 
economic data  on  the  farmworker  population. 

14 

A 1970  study  sponsored  by  the  Office  of  Economic  Opportunity  esti- 
mated that  the  average  family  size  for  Spanish-speaking  migrant  farmworkers 
was  6.4  individuals;  for  Black  farmworkers,  5.5  individuals;  and  for  others, 
4.2.  Average  annual  income,  according  to  the  study,  was  $2,130  for  Spanish- 
speaking families;  $1,558  for  Black  farmworker  families;  and  $1,888  for 
other  farmworker  families.  A more  recent  estimate^^  cites  average  migrant 
farmworker  income  from  farmwork  at  $1,700  (with  total  income  from  all 
sources  at  $3,100  per  year).  Seasonal  farmworker  income  was  $1,000  per 
year  from  farmwork  and  $1,840  from  all  sources,  demonstrating  a net  income 
decrease  per  year  from  farmwork. 

At  this  point  it  seems  appropriate  to  stress  that  while  the  migrant 
farmworker  has  been  the  subject  of  more  study  and  attention,  the  seasonal 
farmworker  and  his/her  family  has  received  significantly  less  study. 

Seasonal  farmworkers  represent  a larger  proportion  of  the  farm  labor  force 
than  migrants,  and  their  social  and  economic  circumstances  also  represent 
overwhelming  system  stress.  Although  age  breakdowns,  indicators  of  house- 
hold composition  and  family  structure,  socioeconomic  data  and  information 
relating  to  the  racial/ethnic  composition  of  this  group  have  not  been 
readily  available  on  a national,  regional,  or  local  basis,  the  panel  is 
convinced  that  the  problems  of  discrimination,  low  income,  social  and 
geographic  isolation,  poor  medical  care,  poor  nutrition,  and  a host  of 
other  variables  predictive  of  high  risk  for  mental  disorder  affect  the 
seasonal  farmworker  as  well  as  the  migrant. 

The  lack  of  reliable  demographic  and  socioeconomic  data  on  both 
migrant  and  seasonal  farmworkers  and  their  families  hampers  service  de- 
livery programs  to  an  extraordinary  degree.  Programs  providing  services 
to  the  target  population  need  such  basic  information  as  the  size  of  the 
population,  its  geographical  distribution,  its  composition,  and  its  social 
and  economic  characteristics.  Therefore,  the  panel  joins  Rural  America, 

Inc.  in  urging: 

• The  immediate  establishment  of  an  expanded  interagency 
effort  to  survey  the  Nation's  farmworkers  to  determine 
the  social  and  economic  condition  of  this  population. 

Such  a comprehensive  Federal  effort  should  include  the 
collection  of  household  data  which  provides  demographic 
and  socioeconomic  information  on  a national,  State, 
and  local  basis,  and  should  be  coordinated  with  ap- 
propriate representatives  of  farmworker  service 


Office  of  Economic  Opportunity.  Report  of  the  Migrant  Research  Proj- 
ect, Washington,  D.C.,  1970.  Cited  by  Congressional  Research  Service, 

Op.  Cit. , p.  14. 


^^U.S.  Department  of  Agriculture,  Economic  Research  Service.  The  Hired 
Farm  Working  Force  of  1974:  A Statistical  Report,  Washington,  D.C.,  July  1975. 
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agencies.  It  should  also  include  the  collection  of 
the  following  information: 

1.  Characteristics  of  the  farmworker  population 
including  race,  age,  sex,  income  and  educational 
level  of  workers; 

2.  Characteristics  of  farmworker  dependents,  in- 
cluding the  number  of  dependents,  number  of  farm- 
workers per  family,  income  sources,  housing 
conditions,  etc.; 

3.  Occupational  information,  including  number  of 
days  worked,  length  of  work  year,  supplemental 
income  sources,  proportion  of  income  from  non- 
agricultural  labor,  extent  of  coverage  under 
employment  protective  legislation,  etc. 

Such  an  interagency  effort  should  also  include,  in  the 
view  of  the  panel,  a concerted  attempt  to  ensure  that 
the  1980  Census  of  Population  and  Housing  and  Agri- 
culture provide,  through  careful  enumeration,  an  ac- 
curate and  current  count  and  sociodemographic 
description  of  farmworkers,  food  processors,  and 
their  dependents,  and  the  establishment  of  an  ongoing 
effort  to  refine  and  elaborate  a system  to  provide 
accurate  census  data  on  the  target  population,  using 
a uniform  definition  as  recommended  by  the  panel 
earlier. 


o o o o o o o 

The  low  income  of  both  the  migrant  and  the  seasonal  farmworker  is,  in 
part,  the  result  of  the  seasonality  and  unpredictability  of  the  work.  Equip- 
ment delays  and  breakdowns  mean  further  loss  from  work  with  a subsequent 
loss  of  wages.  Weather,  crop  and  soil  conditions,  and  other  contingencies 
may  keep  workers  from  employment  on  a particular  day,  week,  or  even  month. 

To  these  short  term  difficulties  must  be  added  the  further  serious  problem 
of  the  impact  of  mechanization  in  agriculture  on  the  farmworker’s  long  term 
job  prospects.  Formerly  noted  for  its  reliance  on  intensive  labor,  the 
agricultural  industry  today  is  increasingly  characterized  by  the  use  of 
machinery  to  plant,  cultivate,  and  harvest  crops.  The  application  of  tech- 
nology to  the  cultivation  and  harvesting  of  crops  has  resulted  in  the 
reduction  of  the  need  for  seasonal  farm  labor  by  approximately  30  percent 
in  the  past  10  years,  aggravating  the  already  present  surplus  labor  supply 
problems  in  the  agricultural  industry. 


U.S.  Department  of  Labor.  Rural  Manpower  Developments:  Outlook  for 

Seasonal  Farm  Labor  in  1971.  Washington,  D.C.,  May  1971,  p.  32.  Cited 
by  Congressional  Research  Service,  Op.  Cit . , p.  11. 
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As  the  agricultural  industry  has  evolved  into  ever  larger  units  of 
production,  processing  and  packaging,  distribution  and  sale,  the  farm- 
worker, as  well  as  the  small  farmer  and  the  consumer,  has  been  profoundly 
affected.  According  to  the  National  Council  of  Agricultural  Employers, 
over  700  employers  hire  75  percent  of  all  farmworkers  in  the  Nation. 

Indeed,  it  is  "agribusiness"  which  is  now  the  mainstay  of  modern  American 
farming.  The  small  family  farm,  though  still  many  in  number,  has  been 
effectively  replaced  because  of  productivity  by  large  commercial 
operations . 

In  fact,  the  panel  believes  that  the  farmworker  condition  has  become 
worse  relative  to  other  segments  of  the  labor  force  as  the  ownership  of 
land  has  become  concentrated  in  the  hands  of  fewer  and  fewer  individuals 
and  corporations.  In  addition  to  the  problems  imposed  by  mechanization 
and  the  seasonality  and  unpredictability  of  their  work,  the  exclusion  of 
farmworkers  from  the  collective  bargaining  process  results  in  their  in- 
ability to  compete  in  the  labor  market  for  higher  wages  and  improved  work- 
ing conditions.  Other  factors  that  adversely  affect  their  upward  mobility 
include  their  frequent  lack  of  access  to  noncategorical  programs  that  serve 
the  poor  within  the  general  population,  the  negative  impact  of  U.S.  immi- 
gration policies,  and  the  failure  to  apply  standard  minimum  wage  laws  to 
agricultural  workers. 

Farmworkers  were  not  included  in  the  minimum  wage  provisions  of  the 
Fair  Labor  Standards  Act  until  1966.  Amendments  to  the  Act  in  1974  (Pub- 
lic Law  93-259)  increased  the  minimum  for  agricultural  workers  from  $1.30 
per  hour  to  $1.60  per  hour.  Further  increases  to  $1.80  in  1975,  to  $2.00 
in  1976,  and  $2.20  in  1977  were  followed  by  an  increase  to  $2.30  per  hour 
in  January  of  1978.  However,  only  farmworker  employers  who  utilized 
500  man-days  of  agricultural  labor  in  any  quarter  of  the  preceding  calendar 
year  and  who  are  engaged  in  interstate  commerce  are  required  to  pay  minimum 
wages  to  farmworker  employees.  This  requirement  serves  to  exclude  most 
farmworkers  from  the  minimum  wage  provision  of  the  Act.  In  addition, 
covered  adult  workers  are  excluded  from  the  overtime  provisions  of  the 
Act,  thus  encouraging  employers  to  extend  the  work  week  rather  than  hire 
more  farmworkers . 19 

The  Department  of  Labor  indicated  in  1973  that  noncasual  domestic 
migratory  workers  (those  working  26  days  or  more  during  the  year)  averaged 
138  days  of  work  during  the  preceding  year.  Of  the  workers  included  in 


Statement  by  Perry  R.  Ellsworth,  Executive  Vice  President  of  the  Na- 
tional Council  of  Agricultural  Employers  before  the  Subcommittee  on  Agri- 
cultural Labor  of  the  Committee  on  Education  and  Labor,  House  of 
Representatives,  94th  Congress,  Second  Session  on  H.R.  14254.  July  1, 

1976,  p.  59. 

18 

Congressional  Research  Service,  Op.  Cit. , p.  11. 

19 

U.S.  Department  of  Agriculture  Economic  Research  Service,  Op.  Cit. 
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the  study,  84  percent  were  male  and  16  percent  female.  The  following 
table  is  based  on  information  extracted  from  the  1973  statistical  report: 


DISTRIBUTION  OF  MIGRATORY  WORKERS  BY  AGE  AND  SEX 
Number  of  workers  (in  thousands) 


AGE 

MALE 

FEMALE 

TOTAL 

14-17 

43 

9 

52 

18-24 

45 

11 

56 

25-34 

33 

5 

37 

35-44 

20 

7 

28 

45-54 

16 

3 

19 

55-64 

8 

0 

8 

65  and  over 

4 

0 

4 

TOTAL 

170 

34 

203 

A further  complicating  dimension  to  the  demography  and  definition  of  the 
farm  labor  force  is  presented  by  the  food  processors,  some  of  whom  are 
migratory  while  others  are  seasonally  employed  and  do  not  migrate.  The 
problems  of  these  workers  are  similar  to  those  encountered  by  field  workers. 

While  the  table  on  the  next  page  does  not  represent  exact  demographic 

and  statistical  data  on  the  target  population,  it  does  present  one  recent 

major  attempt  to  synthesize  the  efforts  to  date  to  measure  the  size  of  the 
farm  and  food  processing  labor  force. 

o o o o o o o 

The  supply  of  farm  labor  has  been  greatly  influenced  by  U.S.  immigra- 
tion policies.  Mexican  nationals  in  particular  have  been  attracted  to  the 

United  States  during  periods  of  manpower  shortages  and  repelled  into  Mexico 
in  times  of  economic  depression  or  recession.  For  example.  World  War  I 
created  agricultural  manpower  demands  in  the  United  States  which  were  eagerly 
supplied  by  Mexico.  However,  during  the  Great  Depression  years  of  the 
1930’ s,  thousands  of  people  of  Mexican  descent  were  "repatriated,"  includ- 
ing legal  and  undocumented  immigrants,  temporary  workers,  permanent  resident 
aliens,  and  even  U.S.  citizens.  World  War  II  again  created  a demand  for 
additional  manpower,  which  resulted  in  1942  in  the  creation  of  the  "Bracero" 
Program.  This  program  involved  approximately  4.8  million  Mexican  workers. 


U.S.  Department  of  Labor,  Report  of  Farmworker  Task  Force,  Op . Cit . , 
Cited  by  Congressional  Research  Service,  Op.  Cit.,  p,  9. 
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TABLE 


1976  U.S.  TOTALS 


Migrant  & Seasonal 

Farmworkers  & Dependents 

Employed  MSFW’s 

Workers 

1,251,934 

Dependents 

2,547,408 

3,799,342 

Unemployed  MSFW’s 

Workers 

147,728 

Dependents 

300,575 

448,303 

Food  Processors 

Workers 

200,000 

Dependents 

408.000 

608.000 

Sub-Total 

Workers 

1,599,662 

Dependents 

3,255,983 

1976  U.S.  Total 

Migrant  & Seasonal 

Workers  and  Dependents  4,855,645 

(Includes  food  processors)  - 


Source:  Rural- America  Research  Report  I:  Where  Have  All  the  Farmworkers 

Gone:  The  Statistical  Annihilation  of  Migrant  and  Seasonal  Farmworkers  by 

Federal  Agencies:  An  Analysis  of  the  Federal  Effort  to  Define  and  Count 

Migrant  and  Seasonal  Farmworkers,  Washington,  D.C.:  September  1977. 


predominantly  farmworkers.  Following  termination  of  the  program,  a full- 
scale  roundup  of  undocumented  aliens  went  into  effect  in  the  mid-1950 * s . 

U.S.  immigration  policies  have,  in  the  past,  created  the  net  effect 
of  producing  an  oversupply  of  laborers,  which  has  directly  and  negatively 
affected  the  power  of  domestic  farmworkers  to  bargain  collectively  for 
fair  wages  and  decent  working  conditions.  These  policies  continue  to  pro- 
vide for  the  importation  of  alien  agricultural  workers  under  certain 
circumstances.  As  recently  as  the  1977  harvesting  season,  special  per- 
mission was  granted  in  Texas  for  the  temporary  admission  of  agricultural 
workers  from  Mexico,  and  in  Virginia  for  the  importation  of  West-Indian 
laborers;  nondomestic  laborers  were  imported  temporarily  in  other  areas  of 


21 

Patlan,  Juan.  "A  Subculture  Without  Rights"  in  Agenda  of  National 
Council  of  La  Raza,  Vol.  7,  No.  5,  Washington,  D.C.,  September/October  1977. 
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the  Nation  as  well.  The  advantage  to  the  grower  seeking  importation  of 
nondomestic  workers  is  that  the  imported  worker,  because  of  his/her  alien 
status,  is  usually  more  docile,  works  longer  hours,  and  is  less  demanding 
than  domestic  farm  laborers. 

Again,  the  effect  of  these  practices  is  to  prevent  available  domestic 
workers  from  finding  employment  and  to  cripple  effective  collective  bar- 
gaining for  fair  labor  practices. 

Another  effect  of  Federal  immigration  practices  is  the  exacerbation 
of  the  uncertainty  and  unpredictability  that  characterizes  the  lives  of 
farmworkers,  especially  the  migrant  farmworker.  The  panel  argues  that  this 
uncertainty  is  of  paramount  importance  in  any  effort  to  address  not  only 
the  mental  health  needs  of  this  population,  but  its  social  and  economic 
needs  as  well.  The  irregularity  of  farmwork  is  the  result  of  a number  of 
contributing  factors  over  which  the  farmworker  has  no  control:  weather 

and  crop  failures,  which  may  delay  the  harvest;  the  lack  of  certainty  re- 
garding the  number  of  workers  needed  (an  overestimation  may  create  labor 
surpluses  in  some  areas,  while  other  areas  are  short  of  workers);  the 
character  of  the  market;  and  the  rate  at  which  processors  are  accepting 
commodities. 22  pew  of  these  factors  are  understood  by  workers  who  know 
only  that  an  early  arrival  at  the  work  site  may  mean  days  of  waiting  for 
the  harvest  to  begin,  days  for  which  they  receive  no  pay  and  for  which 
housing  may  or  may  not  be  available.  There  is  no  point  in  planning  one’s 
life  since  plans  have  no  meaning;  planning  is  meaningful  only  when  some 
reasonable  degree  of  predictability  exists. 23 

The  panel  argues  that  not  only  do  the  uncertainties  of  intermittent 
employment  produce  mental  health  consequences  similar  to  those  caused  by 
unemployment,  they  also  produce  economic  hardships  for  the  farmworker  of 
overwhelming  proportions.  In  fact,  the  agricultural  industry  is  one  in 
which  some  of  the  risks  associated  with  the  weather  and  other  factors  are 
shifted  from  employers  to  hired  workers  to  a much  greater  extent  than  in 
other  industries  where  the  labor  supply  is  less  flexible  and  workers  are 
protected  by  collective  bargaining  agreements . 2^ 

The  panel  is  convinced  that  these  system-induced  uncertainties  need 
not  continue.  They  believe  that  it  is  not  beyond  our  national  capability 
to  predict  more  accurately  the  skills  and  man-days  required  in  a specific 
area  for  a specific  crop  at  a more  or  less  specific  time  and  systematically 
to  match  these  requirements  with  the  most  geographically  proximate  labor 


1971  Manpower  Report  of  the  President.  Cited  by  Congressional  Re- 
search Service,  Op.  Cit. , pp.  4-5,  and  from  Friedland,  William  H. , Pro- 
fessor of  Sociology  and  Community  Studies,  University  of  California/Santa 
Cruz,  in  a letter  to  the  President’s  Commission  on  Mental  Health,  September  2, 
1977. 

23 

Friedland,  Op.  Cit. 

24 

1971  Manpower  Report  of  the  President.  Cited  by  Congressional  Re- 
search Service,  Op.  Cit . , p.  5. 
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supply.  After  careful  consideration,  the  panel  firmly  believes  that  much 
of  the  migration,  which  is  motivated  by  economic  necessity  and  which  pro- 
duces such  harsh  uncertainties  in  the  lives  of  migrant  workers  and  their 
families — including  the  inadequacy  of  educational  programing  for  migrating 
children  and  their  exploitation  in  the  migrant  labor  force  as  workers — 
could  be  controlled  or  eliminated. 

Certainly,  farmworkers  must  have  the  right  to  choose  to  locate  any- 
where in  search  of  labor;  however,  a rational  policy  of  labor  supply  and 
demand  could  effectively  eliminate  the  most  stressful  effects  of  geographic 
migration,  especially  where  such  migration  affects  the  whole  family.  As 
this  report  will  document,  the  provision  of  services  and  the  education  of 
children  are  woefully  inadequate  under  the  present  system,  and  it  is  hard 
to  see  how  merely  adjusting  present  categorical  programs  of  service  de- 
livery will  bring  the  farmworker  and  his  family  into  the  mainstream  of 
American  life. 

The  panel  recognizes  that  the  elimination  of  migrancy  is  not  a goal 
which  can  be  accomplished  overnight;  nonetheless,  the  articulation  of  a 
national  policy  regarding  the  farmworker  by  the  President  of  the  United 
States  would  be  a major  first  step.  The  panel  therefore  urges: 

• That  all  governmental  activities  and  programs  which 
have  impact  on  farmworkers  be  addressed  to  the  ob- 
jective of  ending  the  systematic  reliance  and  de- 
pendence on  migration  as  an  essential  component  of 
our  national  agricultural  policy;  that  all  such  ac- 
tivities and  programs  be  directed  toward  the  encour- 
agement and  promotion  of  those  programs  which  will 
enable  all  agricultural  workers  to  have  a full  range 
of  choices  of  emplo3nnent  and  of  human  services  as 
fully  integrated  members  of  American  society,  and 
toward  the  full  participation  of  farmworkers  in 
decisions  affecting  their  lives. 

It  should  be  emphasized  that  the  eventual  elimination  of  migrancy 
must  be  an  integral  part  of  a comprehensive  program  for  rural  agricultural 
economic  development.  The  goal  of  such  a program  as  it  affects  the  farm- 
worker should  be  the  integration  of  farmworkers  and  their  families  into 
the  political,  social,  and  economic  life  of  the  Nation,  and  especially 
into  the  life  of  the  rural  communities  where  they  live  and  work.  Until 
such  a goal  is  realized,  all  programs  designed  to  serve  the  farmworker 
should  be  continued,  unified,  and  coordinated,  and  should  be  phased  out 
only  gradually  as  other  programs  of  human  service  delivery  available  to 
the  general  population  are  also  available  to,  and  provide  services  to, 
farmworkers  and  their  families. 

The  implementation  of  such  a national  policy  would  have  profound 
social  and  economic  implications  of  which  the  panel  is  fully  aware.  None- 
theless, the  panel  believes  that  it  is  only  through  such  a national  com- 
mitment, fully  and  publicly  articulated  and  implemented,  that  long  term 
and  substantial  improvements  can  be  made  in  the  lives  of  farmworkers  and 
their  families.  The  panel  holds  that  any  attempt  to  grapple  with  the  mental 
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health  needs  of  farmworkers  must  also  grapple  with  the  issue  of  developing 
some  greater  degree  of  predictability  and  regularity  of  employment  for  them. 

An  explicit,  rational  Federal  policy  regarding  the  farmworker  and  his 
role  in  the  agricultural  system  can  be  developed  only  through  the  conduct 
of  careful  studies  of  agricultural  labor  needs  and  labor  supply,  including 
the  diversion  of  the  rural  and  urban  unemployed  labor  force  into  agricul- 
tural work  to  replace  the  economic  necessity  for  the  seasonal  migration  of 
large  numbers  of  farmworkers  and  their  families.  It  would  include  the 
concomitant  development  of  alternative  employment  potentials  in  both  home 
base  States  and  throughout  the  Nation  to  encourage  geographic  stability  for 
farmworkers  and  their  families,  and  the  provision  of  incentives  for  farm- 
workers to  settle  out  in  the  areas  of  greatest  agricultural  need.  It  should 
also  include  the  consideration  and  development  of  other  support  mechanisms 
such  as  income  maintenance  or  guarantees,  supportive  services,  low  interest 
long  term  housing  loans,  etc.  to  create  incentives  to  settle  out  in  areas 
with  seasonal  labor  requirements  which  cannot  be  met  with  current  indigenous 
workers  or  day-haul  workers  from  geographically  proximate  areas.  An  integral 
part  of  such  a long  term  commitment  would  include  as  well  a reexamination  of 
Federal  immigration  policies. 

There  is  some  indication  that  the  process  of  settling  out  of  the 
migrant  stream — which  is  a familiar  and  continuous  one — may  be  accelerat- 
ing in  certain  regions.  For  example,  a December  1977  report  of  Region  X 
of  the  Department  of  Health,  Education,  and  Welfare  included  these  general 
observations: 

. . . (There  was)  a feeling  expressed  by  participants  at  almost 
every  briefing  that  the  target  States  are  becoming  home  base 
States  for  migrants  who  used  to  only  pass  through.  Participants 
indicated  they  found  an  increasing  number  of  migrants  settling 
out  in  their  States  and  either  becoming  seasonal  farmworkers  or 
continuing  to  migrate  but  considering  Idaho,  Oregon,  or  Washing- 
ton as  home.  New  migration  patterns  were  said  to  encompass  only 
the  region  or  only  an  interstate  route.  This  trend,  if  true,  can 
be  considered  important  to  the  programs  studied  for  this  reason: 
rather  than  thinking  of  their  service  to  migrants  as  short  term 
and  primarily  seasonal,  they  may  have  to  adjust  to  serving  a 
home  based  migrant  population. 25 

The  panel  suggests  that  studies  be  conducted  to  determine  whether 
similar  trends  exist  in  other  regions  of  the  country,  so  that  Federal 
policies  and  programs  can  respond  to  changing  migration  patterns  and 
changing  needs . 

The  single  most  essential  element,  however,  in  the  full  realization 
of  such  a national  policy  must  be  the  inclusion  of  farmworkers  in  all  worker 
protective  legislation  to  guarantee  farmworkers  the  same  status  under  the 
law  now  provided  to  other  workers:  full  and  equal  coverage  under  minimum 


Department  of  Health,  Education,  and  Welfare,  Region  X.  An  Evalua- 
tion of  Access  and  Availability  of  Human  Resources  Programs  for  Migrant 
and  Seasonal  Farmworkers,  December  1977,  p.  19. 
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wage,  protection  against  compulsory  overtime,  unemployment  compensation, 
child  labor  protection.  Social  Security,  the  right  to  organize  and  bargain 
collectively,  and  all  other  benefits  enjoyed  by  industrial  workers. 

The  panel  urges  national  agricultural  legislative  action  to  effect 
these  guarantees  for  farmworkers,  who  either  by  explicit  omission  or  by 
discriminatory  provisions  in  State  and  Federal  legislation,  have  been  con- 
signed to  a second-class  status. 

One  of  the  arguments  advanced  against  provision  of  the  minimum  wage 
and  other  protections  to  farmworkers  is  that  the  small  farmer  would  be  ex- 
cessively burdened.  To  reduce  this  burden,  the  panel  urges  that  our  national 
agricultural  policy  include  measures  to  protect  the  small  farmer  to  assure 
his  continued  survival  and  well-being,  as  well  as  that  of  the  workers  whom 
he  employs. 

A most  significant  aspect  of  farmworkers’  lives,  and  one  which  has 
profound  implications  for  their  mental  health,  is  that  of  powerlessness. 
Migrants  are  socially  and  economically  isolated  from  the  communities 
through  which  they  pass,  effectively  disenfranchised  by  their  constant 
migration,  and  are  thus  unable  to  meet  residency  requirements  which  would 
entitle  them  to  health,  education,  and  welfare  services  available  for 
permanent  residents.  Both  they  and  seasonal  farmworkers  are  underpaid, 
underemployed,  and  excluded  from  worker  protective  legislation,  including 
the  right  to  bargain  collectively  to  assert  their  rights  and  improve  their 
economic  situation,  and  both  groups  are  often  dependent  upon  governmental 
programs  to  ameliorate  the  conditions  of  their  existence.  The  Federal 
Government's  response  to  the  plight  of  the  farmworker  is  discussed  in 
Section  3 of  this  report;  however,  it  is  worthwhile  to  discuss  briefly 
here  an  aspect  of  the  farm  labor  system  which  contributes  significantly 
to  powerlessness  and  dependency;  the  role  of  the  farm  labor  contractor, 
or  crewleader. 

In  no  other  labor  system  known  in  contemporary  America  does  any  set 
of  supervisory  individuals  have  such  virtually  unrestrained  control  over 
the  lives  of  others.  While  an  unknown  number  of  farmworkers  contract 
directly  with  the  grower  or  food  processor  for  their  labor,  the  great 
majority  of  farmworkers  do  not  directly  control  the  conditions  of  their 
work.  Instead  their  services  are  contracted  for  by  the  crewleader. 

The  crewleader’ s business  is  to  recruit  and  frequently  to  transport 
farmworkers  from  their  home  bases  to  areas  where  agricultural  laborers 
are  needed.  Some  operate  interstate  recruiting  services  in  home  base 
States  such  as  Florida  and  Texas.  Others  work  exclusively  or  primarily 
within  the  boundaries  of  a single  State,  recruiting  migrants,  seasonal 
farmworkers,  and  day-haul  crews.  Crewleaders  are  the  middlemen  between 
the  grower  and  the  farmworker;  as  such  intermediaries,  they  not  only  re- 
cruit and  transport  workers,  they  also  act  as  supervisors  as  well,  and 
often  handle  all  arrangements  for  payment  to  the  worker. 

Because  of  their  dependency  on  the  crewleader  for  employment,  farm- 
workers are  especially  vulnerable  to  exploitation  by  irresponsible  crew- 
leaders.  Abuses  of  the  crewleader  system  became  so  widespread  that  in 
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1964  Congress  passed  the  Farm  Labor  Contractor  Registration  Act  of  1963 
(P.L.  88-582),  requiring  interstate  farm  labor  contractors  to  obtain 
registration  certificates  from  the  Secretary  of  Labor  and  setting  quali- 
fications for  registration.  Despite  this  legislative  attempt  to  correct 
abuses,  it  became  apparent  that  the  Act  lacked  effective  enforcement 
procedures.  The  Department  of  Labor  estimates  that  of  approximately  6,000 
crewleaders  operating  across  State  lines,  fewer  than  2,000  are  registered 
as  required  by  law. 26 

Although  amendments  to  the  Act  were  passed  in  1974  (P.L.  93-518)  to 
provide  greater  protections  to  farmworkers,  the  exploitation  of  these 
workers  has  continued,  both  by  registered  and  unregistered  crewleaders. 

A recent  analysis  of  farm  labor  in  Pennsylvania  notes  that  the  exploita- 
tion of  workers  by  crewleaders  is  far  and  away  the  single  most  serious 
problem  that  farmworkers  encounter  and  the  one  about  which  they  most  fre- 
quently complain.  The  abuses  encountered  in  Pennsylvania  mirror  the  reports 
of  others  long  involved  with  farmworkers  throughout  the  country  and  include 
the  following  violations  of  Federal  law:  workers  prevented  from  leaving 

their  camps  or  their  jobs  altogether;  exorbitant  charges  for  food,  liquor, 
cigarettes,  etc.  by  crewleaders  who  prevent  workers  from  taking  advantage 
of  alternative  sources  of  such  items;  excessive  and  unitemized  deductions 
from  wages  (which  are  sometimes  paid  in  a lump  sum  to  crewleaders  by 
growers);  sometimes  physical  brutality  and  often  threats  of  it. 2 7 

In  addition,  crewleaders  often  prevent  farmworkers  from  learning  their 
legal  rights  or  from  receiving  human  services  to  which  they  are  entitled, 
thus  reenforcing  the  workers'  dependency  on  the  crewleader  himself.  As 
the  Pennsylvania  study  notes: 

Crewleaders  represent  a system  of  labor  control.  Their  role  in 
it  is  both  pivotal  and  self-perpetuating.  Many  forces — the 
workers'  problems  in  finding  work  away  from  home,  the  conven- 
ience for  employers  of  dealing  with  entire  crews  through  one 
person  (and  thus  their  willingness  to  allow  crewleaders  to 
extract  disproportionate  compensation  from  the  workers) , the 
economic  forces  which  now  keep  wages  low--combine  to  insti- 
tutionalize workers'  sole  dependency  on  crewleaders'  favors. 

The  illegal  and  too  often  violent  means  by  which  crewleaders 
manage  the  lives  of  their  crews  cannot  be  dismissed  as  the 
acts  of  atypical  villains,  but  are  in  fact  systemic.  Incidents 


2 6 

Senate  Report  No.  93-1295  on  the  Farm  Labor  Contractor  Registration 
Act  Amendments  of  1974,  Committee  on  Labor  and  Public  Welfare,  p.  3. 

Cited  in  Congressional  Research  Service,  Op . Cit . , p.  46. 

27 

American  Friends  Service  Committee.  Pennsylvania  Farm  Labor  Plan. 
Prepared  for  the  Department  of  Community  Affairs  and  the  Interdepartmental 
Council  on  Seasonal  Farmworkers,  Commonwealth  of  Pennsylvania,  by  the 
Pennsylvania  Farm  Labor  Project.  Philadelphia,  Pa.:  February  1976. 
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of  the  kind  we  report  occur,  when  all  is  said  and  done,  because 
a labor  force  so  cheap  and  docile  cannot  be  kept  by  other 
means  . . . 

Perhaps  the  most  inhumane  of  current  crewleader  practices  is  the  re- 
cruitment of  those  least  able  to  endure  the  stresses  of  farmwork  into  labor 
crews,  such  as  seriously  impaired  deinstitutionalized  mental  patients, 
alcoholics,  drug  addicts,  physically  impaired  or  handicapped  persons,  and 
runaway  children  and  youths.  If  they  prove  unproductive,  these  workers  are 
then  abandoned  or  otherwise  mistreated.  An  undocumented  number  simply 
disappear. 29 

The  panel  asserts  that  the  crewleader  system  as  presently  constituted 
is  intolerable  in  a society  that  values  human  rights.  Attempts  to  regulate 
the  exploitative  practices  of  crewleaders  through  Federal  or  State  regula- 
tions have  failed  tragically.  Despite  the  fact  that  there  are  responsible 
crewleaders  who  demonstrate  a sincere  concern  for  the  welfare  of  the  work- 
ers under  their  care,  the  panel  believes  that  the  system  itself  is  inher- 
ently wrong,  and  that  so  long  as  it  continues,  farmworkers  will  be  prevented 
from  controlling  the  most  basic  elements  of  their  existence. 

The  panel  therefore  urges: 

• The  abolition  of  the  farm  labor  contractor  (crewleader) 
system  and  the  creation  of  a federally  monitored  and 
subsidized  program  to  match  agricultural  labor  needs 
with  appropriately  skilled  and  available  members  of  the 
work  force. 

Because  so  many  crewleaders  do  not  register,  and  because  the  Employ- 
ment Standards  Administration  lacks  the  manpower  to  enforce  crewleader 
registration,  the  panel  recommends  the  discontinuance  of  the  system  it- 
self, and  suggests  its  replacement  by  alternative  mechanisms  for  the 
placement  of  agricultural  labor.  These  mechanisms  might  well  include  the 
establishment  of  federally  subsidized  hiring  halls,  which  could  have  the 
option  of  refusing  to  refer  farmworkers  to  employers  whose  wages  and  work- 
ing conditions  are  substandard,  or  who  do  not  meet  existing  Federal  standards 
for  worker  protection  in  health,  occupational  safety,  sanitation,  food, 
housing,  etc.  Such  hiring  halls  should  be  administered  at  the  national 
level  rather  than  by  State  Employment  Services,  which,  in  the  opinion  of 
the  panel,  often  demonstrate  more  concern  for  the  needs  of  the  grower  th^« 
for  those  of  the  farmworker. 

There  are  historic  precedents  for  direct  Federal  intervention  into 
labor  practices  that  unduly  exploit  the  labor  force.  For  example,  Federal 
protection  to  coal  miners  permitted  and  encouraged  the  organization  of 


28 

Ibid,  p.  71. 

29 

Kernodle,  R.  Wayne  and  R.  D.  Morrison.  Report  on  Eastern  Shore 
Mental  Health  and  Mental  Retardation  Study.  Commonwealth  of  Virginia. 
Richmond,  Virginia:  November  1976. 
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these  workers  into  a viable  political  and  economic  unit  that  could  bargain 
for  rights  and  benefits,  just  as  federally  supervised  hiring  practices  for 
longshoremen  and  others  brought  to  a halt  the  usurious  practices  of  labor 
peddlers  and  management  in  the  shipping  industry. 

o o o o o o o 

It  is  ironic  and  tragic  that  despite  the  efforts  of  the  Federal  Gov- 
ernment in  recent  years,  the  problems  of  farmworkers  in  this  Nation  have 
remained  so  intractable,  especially  when  one  considers  the  vital  contribu- 
tion of  the  farmworker  to  the  life  of  this  Nation  and  to  its  economy. 

A 1973  report  of  the  Department  of  Agriculture  Economic  Research 
Service  indicated  that  in  that  year  5.9  billion  hours  of  farm  labor  were 
utilized  by  American  farmers  and  that  4.8  billion  dollars  were  expended  for 
this  labor.  In  terms  of  total  farm  operating  expenses  for  1973,  the  cost 
of  hired  farm  labor  was  less  than  half  what  the  farmer  spent  for  machinery 
and  equipment  and  equalled  the  combined  total  for  purchase  of  fuel  and 
fertilizers. 30  In  1976  the  cost  of  farm  labor  accounted  for  8.3  percent 
of  total  farm  production  expenses  of  89.2  billion  and  for  a much  smaller 
percentage  of  food  consumers’  expenses. 31  Although  labor  needs  in  agricul- 
ture have  decreased  dramatically  in  recent  years,  there  is  evidence  that 
this  decline  is  stabilizing  since  manual  labor  continues  to  be  needed  for 
the  harvesting  of  many  nonmechanized  crops  demanded  by  the  consumer.' 

There  are  farmworkers  in  virtually  every  State  of  the  Union;  yet 
domestic  farmworkers  are  systematically  underenumerated,  underpaid,  under- 
protected by  the  law,  and  underserved  by  even  those  programs  categorically 
designed  to  assist  them.  A labor  system  which  fosters  an  oversupply  of 
workers,  encourages  geographic  migration,  and  permits  the  continuation  of 
virtual  peonage  under  the  present  crewleader  system  impedes  the  farmwork- 
er’s own  efforts  to  substantially  improve  his  harsh  existence. 

The  panel  agrees  that  unless  and  until  rational  policies  are  devel- 
oped regarding  the  supply  and  demand  for  agricultural  labor  which  will 
eliminate  or  at  the  very  least  mitigate  the  bleak  reality  of  farmworkers’ 
lives,  and  unless  and  until  the  farmworker  is  included  in  the  social  and 
economic  benefits  which  are  shared  by  other  American  workers,  the  exploi- 
tation of  the  agricultural  worker  will  continue.  If,  as  the  Honorary 
Chairperson  of  the  President’s  Commission  has  stated,  "Mental  health  is 
the  quality  of  life,"  the  question  to  be  pondered  becomes  quality  of  life 
for  whom,  and  at  whose  expense?  In  the  context  of  mental  health,  no 
serious  student  of  the  sociology  or  the  social  psychology  of  mental  dis- 
order believes  that  poverty,  social  and  political  powerlessness,  mobility, 
poor  health,  poor  education,  minority  status  or  any  of  the  other  injustices 


U.S.  Department  of  Agriculture  Economic  Research  Service.  The  Food 
and  Fiber  System:  How  It  Works.  Agriculture  Information  Bulletin  No.  383. 

Washington,  D.C.,  March  1975. 

31 

U.S.  Department  of  Agriculture.  Handbook  of  Agricultural  Charts. 
Handbook  No.  524,  p.  9 and  p.  46. 
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faced  by  the  American  farmworker  have  ^ relationship  to  mental  illness, 
emotional  distress,  alcoholism,  or  any  other  maladaptive  personal  response. 
These  conditions  are  clearly  detrimental  to  mental  health  and  must  be  ad- 
dressed, not  only  by  the  Commission,  but  by  the  Nation  as  a whole. 
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SECTION  2:  ASSESSING  THE  RISK  FOR  MENTAL  DISORDER  OF  THE  FAEMWORKER 


CHARGES 

o To  determine,  insofar  as  possible,  the  impact  of  cultural,  racial, 
and  occupational  minority  status  on  the  emotional,  physical,  de- 
velopmental, and  social  health  of  farmworkers  and  their  families, 
including  an  assessment  of  the  degree  to  which  the  mental  health 
of  the  whole  person  is  affected  by  health,  educational  and  human 
services  delivery,  and  environmental  factors  such  as  poor  housing 
and  nutrition,  marginal  educational  status,  dependency,  migration, 
poor  sanitation,  disease,  social  isolation,  poverty,  and  toxic 
agents. 

o To  examine  and  assess  the  degree  to  which  models  can  be  developed 
for  the  delivery  of  effective,  accessible,  acceptable,  and  coordi- 
nated mental  health  services  to  the  target  populations  for  the 
purpose  of  preventing  mental  illness,  mental  retardation,  and 
substance  abuse  afflictions  of  these  populations  and/or  reducing 
the  risk  for  mental  disorder. 

Although  the  literature  on  the  American  farmworker  and  his  family  is 
heavily  sprinkled  with  references  to  low  self-esteem,  anxiety,  depression, 
hopelessness,  aggressive  behavior,  alcoholism,  and  substance  abuse,  little 
empirical  data  actually  exists  on  the  state  of  the  farmworker’s  mental 
health.  However,  human  service  delivery  professionals  who  work  in  migrant 
health  clinics,  as  well  as  many  who  work  in  community  mental  health  centers 
in  areas  of  high  farmworker  concentration,  confirm  the  existence  of  mental 
health  problems  within  the  farmworker  population. 1 They  confirm  as  well 
what  the  members  of  the  panel  discovered  at  the  outset:  that  there  is  vir- 

tually no  hard  data  that  would  prompt  a true  understanding  of  the  nature 
and  extent  of  mental  health  problems  among  migrant  and  seasonal  farmworkers, 
nor  of  the  degree  to  which  their  mental  health  is  affected  by  such  factors 
as  mobility,  poverty,  minority  status,  underemployment,  isolation,  power- 
lessness, poor  health,  malnutrition,  lack  of  education,  or  any  of  the  other 
system-generated  stresses  that  characterize  farmworkers’  lives. 

Few,  if  any,  mental  health  needs  assessments  have  been  made,  and  no 
concrete  studies  of  mental  disorder  that  would  permit  their  extrapolation 
to  the  entire  farmworker  population,  since  members  of  the  farm  labor  force 
are  not  uniformly  distributed  in  terms  of  geography,  race  or  ethnicity,  age, 
or  relative  disadvantage.  Reliable  national  data  regarding  the  size  of  the 
population  of  migrant  and  seasonal  farmworkers,  their  precise  migration 
patterns,  household  composition,  family  structure,  income  levels,  and  a 
host  of  other  social  and  economic  variables  are  also  lacking. 


Survey  Questionnaire  on  Mental  Health  Needs  of  Migrant  and  Seasonal 
Farmworkers.  Sent  by  Sub-Panel  on  Migrant  and  Seasonal  Farmworkers  of  the 
President’s  Commission  on  Mental  Health,  Fall  1977. 


MIG  31 


1222 


While  many  studies  concerned  with  the  behavior  of  the  farmworker  at- 
tribute the  incidence  of  observed  disordered  behavior  to  the  above  mentioned 
system-generated  stresses  to  which  the  farmworker  and  his  family  are  sub- 
jected throughout  their  lives,  and  to  the  drift  and  recruitment  of  down- 
wardly mobile  individuals  into  the  farm  labor  force,  other  evidence  that 
exists  tends  to  be  impressionistic  and  subjective. 

One  can,  however,  attempt  to  draw  a mental  health  profile  of  the  farm- 
worker in  the  absence  of  empirical  data,  using  the  tools  and  methods  of 
social  epidemiology  to  provide  a framework  for  predicting  the  risk  for 
mental  disorder  of  the  farmworker  population.  The  use  of  such  a risk  pre- 
diction model,  when  applied  to  the  farmworker,  suggests  that  by  all  measures 
of  economic  disadvantage  and  social  disorganization,  the  farmworker  popu- 
lation would  be  numbered  among  those  elements  of  the  "working  poor"  most 
at  risk  for  mental  disorder  within  the  United  States. 

Utilizing  scales  of  socioeconomic  status,  farmworkers  could  be  ex- 
pected to  have  1.5  times  the  rate  of  affective  psychoses  as  that  of  the 
lower  middle  class.  Psychoses  due  to  alcoholism  and  drug  addiction  would 
be  expected  at  rates  nearly  three  times  that  of  the  working  middle  class; 
organic  psychoses  at  rates  more  than  five  times,  and  schizophrenic  psychoses 
at  rates  three  times  that  of  the  working  middle  class. ^ Studies  of  the  ef- 
fects of  occupational  status  on  at  least  one  deviant  behavioral  pattern — 
alcoholism  and  substance  abuse — indicate  that  the  probability  of  problems 
related  to  drinking  among  farmworkers  is  the  highest  of  all  occupational 
categories,  including  unemployed  persons.^ 

These  predicted  levels  of  risk  are  based  solely  on  socioeconomic  and 
occupational  status  and  ignore  other  stresses  to  which  the  farmworker  is 
subjected.  For  example,  we  know  that  farmworkers  are  predominantly  of 
racial  or  ethnic  minority  status.  The  fact  that  Blacks  and  Spanish-speaking 
minorities  are  overrepresented  within  those  low-income  groups  suffering  from 
some  severe  and  debilitating  forms  of  mental  disorder  may  indicate  the  fail- 
ure of  dominant  members  of  society  to  recognize  cultural  variability;  how- 
ever, it  is  a fact  that  the  incidence  of  some  mental  disorders  is  higher 
among  such  disadvantaged  groups. 


Hollingshead,  August  B.  and  Redlich,  Frederick  C.  Social  Class  and 
Mental  Illness;  A Community  Study.  John  Wiley  and  Sons.  New  York,  1967 
(3rd  Printing),  pp.  220-249. 

3 

Marden,  Parker  G.  A Procedure  for  Estimating  the  Potential  Clientele 
for  Alcoholism  Service  Programs.  Division  of  Special  Treatment  and  Re- 
habilitation, National  Institute  of  Alcohol  Abuse  and  Alcoholism,  Rockville, 
Maryland.  Mimeograph.  Undated. 

4 

Bastide,  Roger.  The  Sociology  of  Mental  Disorder.  David  McKay 
Co.,  New  York,  1972,  pp.  139-152.  and 

Roberts,  Bertram  H.  and  Jerome  K.  Myers.  Religion,  national  origin, 
immigration,  and  mental  illness.  In  The  Mental  Patient:  Studies  in  the 

Sociology  of  Deviance.  Stephen  P.  Spitzer  and  Norman  K.  Denzin,  eds. 

McCraw  Hill,  New  York,  1968,  pp.  139-147. 
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Children  of  immigrant  minorities  might  also  be  expected  to  experience 
unusual  stress  as  their  cultural  values  come  into  conflict  with  dominant 
values  and  customs. 

While  little  is  known  of  the  effects  of  geographic  mobility  on  the 
rates  of  mental  disorder,  psychiatrist  Robert  Coles  maintains  that  the  very 
fact  of  migrancy,  with  its  accompanying  uncertainty,  itself  produces  psy- 
chological characteristics  that,  while  adaptive,  would  be  called  abnormal 
in  other  circumstances.  In  his  testimony  during  the  "Migrant  and  Seasonal 
Farmworker  Powerlessness"  Hearings  of  the  Sub-Committee  on  Migratory  Labor 
of  the  Committee  on  Labor  and  Public  Welfare,  United  States  Senate  in  1969, 
Dr.  Coles  stated  further: 

Migrant  children  by  the  thousands  not  only  live  in  poverty,  go 
hungry,  suffer  from  malnutrition,  but  in  addition  (they)  live 
incredibly  uprooted  lives — such  as  no  other  American  children, 
and  few  children  in  other  countries,  ever  experience.  It  is 
one  thing  to  get  poor  food,  never  see  a doctor,  and  live  in  a 
broken-down  shack — indeed,  at  times  in  enlarged  chicken  coops 
without  running  water,  screens,  plumbing,  or  even  electricity. 

It  is  quite  another  order  of  human  experience  when  children  are 
moved  from  one  place  to  another,  within  States  and  across  State 
lines.  These  children  eventually  become  dazed,  listless,  numb 
to  anything  but  immediate  survival....  I am  saying  that  con- 
stant mobility,  constant  moving  and  more  moving,  damages  the 
physical  and  mental  health  of  children  in  special  ways — so 
that  migrants  present  us  with  a special  and  awful  problem  even 
when  compared  to  other  underprivileged  groups....  (The)  spe- 
cific and  special  psychiatric  problems  faced  by  migrants  (in- 
clude) extreme  confusion,  disorientation,  depression  and  even 
suicide. . . . ^ 

The  panel  notes  that  the  mobility  of  the  migrant  also  results  in  his 
frequent  ineligibility  for  various  social  welfare  programs  that  exist,  thus 
perpetuating  the  poverty  in  which  he  is  already  enveloped. 

Data  also  exist  on  the  effects  of  overcrowded  housing  and  family  size: 
the  rates  are  higher  for  single  adults  and  for  large  low-income  families — 
two  high  risk  categories  in  which  substantial  numbers  of  farmworkers  are 
represented. 

Although  not  enough  is  known  regarding  the  influence  of  toxic  chemi- 
cals on  the  risk  for  mental  illness,  a number  of  recent  studies  suggest 
some  correlation;  certainly  farmworkers  are  more  exposed  to  these  risks 
than  other  occupational  groups. 


Coles,  Robert.  Testimony  before  the  Subcommittee  on  Migratory  Labor 
of  the  Senate  Committee  on  Labor  and  Public  Welfare  (Ninety-first  Congress) 
on  The  Migrant  Subculture  (Migrant  and  Seasonal  Farmworker  Powerlessness 
Hearings,  Part  2),  Washington,  D.C.,  July  28,  1969. 
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It  is,  however,  well  known  that  factors  related  to  malnutrition  in 
infants  or  pregnant  women  can  directly  or  indirectly  add  to  the  risk  for 
mental  retardation  or  disability;  it  is  also  well  known  that  malnutrition 
exists  within  the  farmworker  population  to  an  uncommonly  high  degree. 

In  complex  ways,  undereducation  also  contributes  to  the  risks  for 
mental  disorder  through  its  effects  on  socioeconomic  mobility,  on  one's 
ability  to  manipulate  life-chances,  and  on  employment  potentials.  Its 
effects  on  self-esteem  and  on  the  development  of  the  social  skills  that 
enable  a person  to  forge  his  own  destiny  are  obvious.  Despite  substantial 
public  funding  of  categorical  programs  for  farmworker  children,  a large 
body  of  evidence  points  to  only  marginal  educational  gains  among  these 
children.  Farmworkers  remain  among  the  most  educationally  disadvantaged 
groups  in  our  society:  they  have,  on  the  average,  no  more  than  a sixth 

grade  education  and  the  rate  of  enrollment  in  schools  is  lower  for  farm- 
worker children  than  for  any  other  group  of  children  in  our  country.^ 

In  sum,  one  would  expect  to  find  among  the  population  of  nearly  five 
million  farmworkers  extraordinarily  high  rates  of  mental  disorder.  In- 
stead we  find  a population  which  is  known  for  its  resiliency  in  the  face 
of  stress.  A number  of  factors  enter  into  an  understanding  of  the  reasons 
behind  this  disparity:  a work  ethic  that  persists  despite  adversity,  the 

bonding  of  families  and  coworkers  in  the  face  of  this  adversity,  the  "in- 
visibility" of  farmworkers  due  to  their  social  isolation,  and/or  their 
exclusion  from  mental  health  services. 

This  last  point  merits  attention.  In  the  course  of  the  panel's  ef- 
forts to  address  the  mental  health  needs  of  farmworkers,  a questionnaire 
was  sent  out  to  directors  of  96  migrant  health  clinics,  66  community  mental 
health  centers  located  in  stream,  and  33  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  (NIAAA)  projects  in  stream.  While  the  results  from 
this  questionnaire  in  no  way  constitute  a true  mental  health  needs  assess- 
ment of  the  farmworker  population,  they  do  illuminate  some  of  the  problems 
affecting  the  accessibility  of  mental  health  care  for  farmworkers.  As 
one  community  mental  health  center  director  said: 

The  Center  has  no  information  concerning  this  target  group  nor 
the  services  which  may  have  been  rendered  to  its  members.  Prior 
to  receiving  the  questionnaire,  it  was  not  recognized  as  a pos- 
sible problem....  However,  as  a result  of  your  questionnaire,  a 
needs  assessment  was  initiated.  This  has  already  indicated 
that  in  ...  the  rural  section  of  our  catchment  area,  migrant 
and  seasonal  farmworkers  are  utilized. 

If  a center  director  does  not  know  that  migrant  and  seasonal  farmworkers 
comprise  a segment  of  the  population  of  his  service  area,  it  is  folly  to 
expect  the  director  to  be  articulate  on  their  mental  health  needs. 


Inter-America  Research  Associates.  Migrant /Seasonal  Farmworker: 

An  Assessment  of  the  Migrant  and  Seasonal  Farmworker  Situation  in  the 
United  States,  Volume  II.  Prepared  for  the  Community  Services  Administra- 
tion, Washington,  D.C.,  May  1976,  p.  190,  p.  206. 
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The  survey  also  illuminates  the  problem  of  gathering  statistically 
valid  and  reliable  data  on  this  population.  Twenty-four  percent  of  the 
CMHCs  and  thirty-six  percent  of  the  migrant  health  centers  returned  the 
questionnaire,  although  many  forms  were  not  completed  in  their  entirety. 

The  response  from  the  NIAAA  projects  was  so  slight  (only  three  returned 
the  survey)  that  they  were  not  included  in  the  analysis.  Obviously  the 
response  rate  indicates  that  extreme  caution  should  be  taken  in  general- 
izing to  the  full  farmworker  population  on  the  basis  of  this  sample  data. 
With  this  caveat  in  mind,  it  is  nonetheless  revealing  that  the  major  mental 
health  problems  of  migrants,  seasonal  farmworkers,  and  their  dependents, 
listed  in  order  of  their  significance  by  project  directors,  were  anxiety, 
alcoholism,  and  depression.  However,  if  one  includes  in  the  total  number 
of  responses  the  letters  from  project  directors  which  accompanied  the  re- 
turned questionnaires,  alcoholism  is  viewed  as  the  most  significant  prob- 
lem; sixty  percent  of  the  directors  mentioned  it.  Anxiety  was  cited  by 
fifty  percent  of  the  directors;  depression  by  forty  percent.  Other  mental 
health  problems  noted  were  marital  and  family  problems,  emotional  problems 
stemming  from  environmental  factors,  drug  abuse,  alienation  and  apathy, 
psychosis,  psychosomatic  problems,  sexual  adjustment,  child  abuse,  sexual 
abuse,  and  hypertension. 

It  is  significant  that  of  the  CMHCs  which  responded  to  the  question- 
naire, few  had  any  direct  contact  with  migrants,  seasonal  farmworkers, 
or  their  dependents.  Twelve  of  the  16  CMHC  directors  who  returned  the 
questionnaire  did  not  treat  in  their  centers  any  migrants  or  seasonal 
farmworkers  in  1976.  Eighteen  of  the  21  letters  that  were  sent  instead 
of  the  questionnaire  reported  that  center  directors  did  not  have  enough 
contact  with  this  population  to  be  able  to  complete  the  questionnaire. 

The  implications  of  the  above  data  become  clear  when  examining  the 
questions  pertaining  to  service  delivery.  Looking  only  at  the  migrant 
health  center  survey  results,  one  gets  the  impression  that  mental  health 
services  exist  and  are  available  for  migrant  and  seasonal  farmworkers. 
Indeed,  27  of  the  30  migrant  health  center  directors  answering  this  ques- 
tion reported  either  a community  mental  health  center  and/or  a psychiatric 
unit  of  a community  hospital  as  places  to  which  members  of  this  population 
were  referred.  And  virtually  all  who  answered  the  question  reported  that 
their  clinics  provided  referral  services,  although  these  appeared  to  in- 
clude only  the  most  symptomatically  distressed  clients.  Eighty  percent 
(24  out  of  30)  reported  they  were  satisfied  with  the  availability,  accessi- 
bility, and  quality  of  mental  health  services  delivered  by  those  referral 
sources.  The  question  obviously  is:  Where  are  these  migrant  and  seasonal 

farmworkers  being  referred,  since  only  7 of  the  37  CMHC  directors  who 
responded  by  letter  or  questionnaire  report  any  contact  with  migrant  and 
seasonal  farmworkers?  The  survey  did  not  answer  that  question,  nor  was 
there  time  for  panel  members  to  prepare  a questionnaire  to  send  to  com- 
munity psychiatric  hospitals  in  stream  in  an  attempt  to  cross-check  and 
validate  the  responses.  It  does  appear,  however,  that  only  those  centers 
located  in  areas  of  highest  concentration  have  organized,  ongoing  coopera- 
tive efforts  to  provide  mental  health  services  to  farmworkers. 

The  responses  indicated,  however,  that  even  when  services  do  exist, 
obtaining  them  can  be  a problem  for  the  farmworker  population.  Sixty-six 
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percent  of  the  migrant  health  center  directors  who  responded  said  that  ob- 
taining service  for  mental  or  emotional  disorders  was  a significant  problem 
for  farmworkers  and  their  dependents,  citing  (in  order)  the  following  bar- 
riers; "unaware  of  the  need  for  service";  "stigma  attached  to  receiving 
service";  "transportation";  "lack  of  evening  hours";  "don’t  know  the  serv- 
ice exists";  "affordability";  and  "language  and  cultural  differences." 

It  is  worth  stressing  that  while  66  percent  agreed  that  obtaining 
mental  health  services  was  a significant  problem  for  the  population,  80  per- 
cent asserted  that  they  were  satisfied  with  the  accessibility  and  availa- 
bility of  such  services.  The  inference  seems  clear  that  of  the  migrant 
health  center  directors  who  responded,  a majority  are  satisfied  with  a 
situation  in  which  their  clients  have  significant  problems  in  obtaining 
mental  health  services.  Either  they  do  not  view  mental  health  needs  as 
serious  needs,  or  it  may  be  that  their  mandate  to  meet  the  acute  and 
chronic  physical  health  needs  of  their  farmworker  clients  precludes  a 
focus  on  their  mental  health  needs. 

A recent  assessment  by  a farmworker-governed  agency  in  Michigan  points 
up  the  problem  from  the  point  of  view  of  farmworker  advocates: 

Our  agency’s  assessment  indicates  that  in  Michigan  migrant  and 
other  seasonal  farmworkers  generally  do  not  have  access  to  special- 
ized mental  health  services  suitable  to  meet  their  needs.  In  our 
opinion,  two  key  causative  factors  contribute  to  this  service  gap: 
a lack  of  visibility  in  specialized  services  within  the  State  De- 
partment of  Mental  Health  and  a lack  of  awareness  and  knowledge 
by  the  farmworker  population  concerning  mental  health  at  the  con- 
ceptual level  and  the  services  which  mental  health  agencies  can 
offer.  The  State  Department  of  Mental  Health  implements  its  pro- 
grams through  county-based  Community  Mental  Health  Board  offices. 

Of  the  18  CMH  board  offices  surveyed,  only  one  had  specialized 
services  which  were  aimed  at  serving  the  farmworker  population 
during  1977.  While  these  offices  cover  the  counties  which  col- 
lectively bear  85  percent  of  Michigan’s  farmworker  population 
(from  30,000  to  50,000  at  peak),  appropriate  supervising  person- 
nel showed  awareness  of  only  45  service  cases  during  1977.  Con- 
sidering that  81  percent  of  the  State’s  farmworker  population  is 
Spanish-American,  it  is  noteworthy  that  none  of  the  18  offices 
had  any  Spanish-speaking  staff. ^ 

The  same  agency  identified  the  most  common  mental  health  problems 
among  farmworkers  from  a search  of  its  counseling  records.  For  migrants 
these  problems  (not  listed  in  order  of  significance)  included:  child  man- 

agement, depression  as  a result  of  the  family’s  economic  situation,  marital 
conflict,  boredom  related  to  lack  of  work  and  lack  of  labor  camp  activities, 
battered  wives,  and  alcohol  abuse.  Among  relocated,  settled-out  migrants 
they  included:  role  conflict  between  husband  and  wife  as  a result  of 


Herrera,  Salvador,  Executive  Director  of  United  Migrants  for  Oppor- 
tunity, Inc.,  Grand  Ledge,  Michigan,  in  a letter  to  the  President’s  Com- 
mission on  Mental  Health,  January  19,  1978. 
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changing  values;  role  conflict  between  husband  and  wife  as  a result  of 
economic  and  educational  changes  caused  by  the  resettlement  process;  de- 
pression as  a result  of  isolation  caused  by  relocation;  and  the  absence 
of  coping  skills  to  contend  with  the  demands  the  new  urban  situation  is 
placing  upon  the  relocated  family. ^ 

The  Michigan  assessment  regarding  the  lack  of  available,  accessible 
mental  health  facilities  for  farmworkers  and  their  families  is  typical  of 
hundreds  of  responses  the  panel  received  to  a letter  sent  to  farmworker- 
governed  organizations,  as  well  as  to  directors  of  health  and  educational 
organizations  and  agencies  that  provide  services  to  migrant  and  seasonal 
farmworkers.  Judging  from  these  responses,  as  well  as  from  the  replies 
to  the  panel's  questionnaire,  it  would  seem  that  not  all  farmworkers  are 
as  resilient  wh^n  confronted  by  stress  as  the  reputation  of  the  group  as  a 
whole  would  indicate.  The  fact  that  60  percent  of  the  project  directors 
who  responded  to  the  questionnaire  mentioned  alcoholism  as  a major  mental 
health  problem  among  the  farmworker  population,  50  percent  mentioned  anxiety 
and  another  40  percent  mentioned  depression  is  significant,  especially  when 
considered  in  combination  with  risk  prediction  models  which  indicate  that 
farmworkers  as  a group  are  more  at  risk  for  mental  disorder  than  any  other 
occupational  group  within  the  United  States. 

To  determine  the  causes  of  the  alcoholism,  anxiety,  depression,  and 
other  mental  health  problems  noted  by  project  directors  and  others  who  re- 
sponded to  the  panel's  inquiries,  we  have  studied  not  only  the  social  and 
economic  conditions  under  which  farmworkers  live,  but  also  the  policies 
and  programs  that  govern  the  services  to  them.  These  studies  lead  us  to 

believe  that  while  there  are  obvious  merits  in  any  efforts  aimed  at  improv- 

ing mental  health  services  to  the  farmworker  population,  unless  such  efforts 
are  preceded,  or  at  least  accompanied  by  policies  and  programs  aimed  at 
relieving  the  economic  plight  of  migrant  and  seasonal  farmworkers,  such 
efforts  will  be  tantamount  to  planning  for  failure.  The  panel  shares  the 
conviction  of  representatives  of  farmworker  organizations  and  others  famil- 
iar with  their  living  and  working  conditions  that  economics  plays  a signi- 
ficant causative  role  in  the  manifestation  of  mental  health  problems  by 
farmworkers  and  that  any  programmatic  approach  must  take  this  causation 
into  account.  In  our  view,  any  efforts  at  remediating  their  mental  health 
problems  must  be  concerned  not  only  with  symptoms,  but  with  root  causes. 

Programs  that  serve  the  general  health  needs  of  farmworkers  must  ad- 
dress themselves  not  only  to  the  repair  and  healing  of  the  sick,  they  must 

address  themselves  as  well  to  the  primary  causes  of  poor  health. 

While  the  immediate  treatment  of  acute  infectious  diseases,  and  such 
chronic  ones  as  tuberculosis,  may  involve  the  application  of  specific 
medical  remedies , the  long  term  treatment  of  such  ailments  within  the 
farmworker  population  must  surely  address  the  detrimental  environmental 
influences  to  which  they  are  subjected:  poor  and  crowded  housing,  bad 

water  and  poor  sanitation,  all  of  which  lead  to  the  increased  incidence 
of  such  illnesses.  Similarly,  detrimental  occupational  influences  affect 


^Ibid. 
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the  high  accident  rate  among  farmworkers,  just  as  malnutrition  affects  the 
educational  achievement  of  farmworker  children,  as  well  as  their  suscepti- 
bility to  other  diseases.  All  efforts  to  treat  such  immediate  problems  are 
doomed  to  failure  in  the  long  run  unless  they  are  accompanied  by  concurrent 
societal  efforts  to  attack  their  root  causes. 

For  these  reasons  the  members  of  the  panel  emphatically  reject  the 
notion  of  establishing  mental  health  treatment  programs  without  simultaneous 
attacks  on  the  societal  causes  of  mental  illness  within  this  population. 

In  proposing  action  alternatives  to  the  Commission,  we  firmly  believe  that 
the  models  of  primary  preventive  mental  health  services  and  of  social  ac- 
tion treatment  theory  and  practice  are  the  models  of  choice.  Primary  pre- 
vention has  been  defined  as: 

Activities  directed  toward  those  specifically  identified  vulner- 
able high  risk  groups  within  the  community  that  have  not  been 
labelled  psychiatrically  ill  and  for  whom  measures  can  be  under- 
taken to  avoid  the  onset  of  emotional  disturbances  and/or  to  en- 
hance their  level  of  positive  mental  health.  Programs  for  the 
promotion  of  mental  health  are  primarily  educational  rather 
than  clinical  in  conception  and  operation,  their  ultimate  goal 
being  to  increase  people’s  capacities  for  dealing  with  crises 
and  for  taking  steps  to  improve  their  own  lives. ^ 

Careful  attention  both  to  this  definition  and  to  the  conditions  that 
affect  the  ability  of  farmworkers  to  deal  with  crises  and  "to  take  steps 
to  improve  their  own  lives"  leads  us  to  the  inescapable  conclusion  that 
structural,  legal,  economic,  and  social  barriers  all  combine  to  deny  to 
farmworkers  the  potential  for  personal  control  of  their  own  destiny. 

Economically  and  politically  powerless,  farmworkers  are  excluded  in 
all  but  a few  States  from  worker  protective  legislation,  and  are  effectively 
excluded  from  guarantees  protecting  their  right  to  organize  and  bargain 
collectively  with  management  for  higher  wages  and  improved  working 
conditions . 

They  are  poor  because  such  a basic  legislative  protection  as  a guaran- 
teed minimum  wage  has  historically  been  denied  them;  even  the  1977  revision 
of  the  minimum  wage  law  excludes  the  majority  of  farmworkers  from  protec- 
tion, and  rates  for  agricultural  workers  remain  lower  than  for  other  workers. 

Hundreds  of  thousands  of  farmworkers  are  migratory,  driven  by  economic 
necessity  to  migrate  in  order  to  earn  even  a submarginal  livelihood. 

They  suffer  from  the  discrimination  that  confronts  members  of  racial 
and  ethnic  minorities,  a substantial  number  of  whom  are  represented  within 
the  farmworker  population.  Yet  relatively  small  numbers  of  the  employees 
of  the  Federal  programs  that  serve  farmworkers  are  bilingual  or 
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multicultural,  or  demonstrate  sensitivity  to  the  value  systems  or  cultural 
beliefs  of  the  clients  whom  they  serve. 

They  receive  inadequate  medical  care;  indeed,  special  health  programs 
targeted  to  serve  them  do  not  provide  them  with  comprehensive  health  serv- 
ices, and  the  care  which  these  programs  do  provide  does  not  reach  the  vast 
majority  of  farmworkers.  Further,  they  are  exposed  to  a variety  of  toxic 
chemicals  and  pesticides  to  a far  higher  degree  than  are  other  groups  in 
the  population,  witli  very  inadequate  safeguards  for  their  protection. 

In  short,  farmworkers  cannot  control  their  own  destinies  so  long  as 
Federal  and  State  programs  and  policies  exclude  them  from  the  services  and 
protective  measures  available  to  the  general  public.  The  panel  is  con- 
vinced that  primary  preventive  and  social  action  mental  health  efforts  must 
ultimately  be  directed  toward  the  integration  of  the  farmworker  into  the 
community  and  the  national  life  by  encouraging  his  full  participation  in 
all  programs  and  policies  that  affect  him,  and  by  ending  his  exclusion, 
his  separation,  his  dependency,  and  his  powerlessness. 

The  social  action  approach  to  mental  health  holds  that  mental  health 
is  the  product  of  the  interaction  between  the  individual  and  the  social 
environment.  It  holds  that  mental  dysfunctions  often  reflect  societal 
injustice,  have  multiple  causes  which  make  it  insufficient  to  cure  the 
individual  alone,  and  that  the  maintenance  of  health  and  mental  health 
requires  societal  restructuring.  Social  action  theory  and  practice  main- 
tains that  all  behavior  can  be  analyzed  in  terms  of  the  individual’s  efforts 
to  attain  security,  comfort,  belonging,  usefulness,  competence,  and  mean- 
ing, and  reflects  the  individual’s  expectations  for  the  future.  In  order 
for  a person  to  be  healthy,  he/she  must  be  an  active  participant  in  the 
treatment  and  intervention  processes,  and  informed  about  the  nature  of  the 
problems  and  the  possible  solutions.  According  to  social  action  theory, 
it  is  not  societal  conditions  which  cause  individual  dysfunction;  rather 
individual  dysfunction  derives  from  the  individual’s  inability  to  act  on 
societal  problems. 

Since  mental  health  services  are  regarded  as  supplemental  services 
under  the  Migrant  Health  Program  guidelines,  it  is  not  surprising  that 
most  migrant  health  centers  have  not  provided  such  services;  these  centers 
have,  after  all,  pressing  demands  to  provide  emergency  physical  health 
treatment  for  sick  and  injured  farmworkers.  However,  in  mid-1977  the 
Bureau  of  Community  Health  Services  (BCHS)  allocated  $1.5  million  in  funds 
earmarked  for  the  employment,  in  about  50  areas,  of  a mental  health  pro- 
fessional to  serve  as  a link  between  migrant  health  centers,  community 
health  centers,  and  federally  funded  community  mental  health  centers. 

This  professional  will  be  located  within  the  particular  BCHS  project  and 
will  act  as  liaison  between  those  projects  and  a community  mental  health 
center,  performing  triage,  referral,  and  consultation.  While  the  panel 


Hayes-Bautista,  David,  and  Harveston,  Dominic  S.  Holistic  health 
care.  Social  Policy,  March/April  1977,  pp.  7-14.  Cited  by  Jerry  Hernandez 
of  the  Social  Action  Research  Center,  San  Rafael,  California  in  a Presen- 
tation to  the  Sub-Panel,  November  1977. 
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is  encouraged  by  this  first  significant  effort  to  address  the  mental  health 
needs  of  the  farmworker  population,  we  fear  that  in  the  absence  of  thorough 
needs  assessments  that  could  reveal  the  full  dimensions  of  mental  health 
problems  among  this  population,  and  without  the  development  of  models  for 
the  delivery  of  mental  health  services  appropriate  to  the  specific  needs 
of  this  population,  much  of  the  funding  may  be  absorbed  in  the  employment 
of  professionals  whose  orientation  is  toward  traditional  mental  health 
services  rather  than  toward  preventive  or  social  action  models. 

Further,  unless  the  primary  mandate  of  migrant  health  clinics  and 
other  BCHS  projects  is  changed  to  include  mental  health  services  as  an  in- 
tegral part  of  that  mandate,  they  will  continue  to  be  regarded  as  supple- 
mental services,  and  funds  earmarked  for  the  provision  of  mental  health 
services  will  continue  to  be  limited. 

In  the  opinion  of  the  panelists,  the  social  and  economic  stresses 
faced  by  migrant  and  seasonal  farmworkers  are  overwhelming.  While  we  be- 
lieve that  such  stress  can  be  more  effectively  relieved  for  the  total 
population  by  preventive  and  social  action  models  for  the  delivery  of 
mental  health  services  than  by  more  traditional  approaches,  we  realize 
that  individual  farmworkers  now  need  and  will  continue  to  need  psychologi- 
cal counseling  as  they  attempt  to  cope  with  stress  in  their  own  lives. 

Such  counseling  should  be  provided  by  approriate  bilingual,  multicultural 
personnel  with  sensitivity  to  their  culture  and  environment.  But  just  as 
a physician  does  not  treat  the  individual  patient  suffering  from  malaria 
with  a widespread  campaign  to  stamp  out  the  anopheles  mosquito,  neither 
can  malaria  be  wiped  out  by  merely  treating  the  individual  patient.  So 
it  is  with  the  mental  health  needs  of  the  farmworker  population:  We  must 

address  their  needs  as  individuals  even  as  we  attempt  to  correct  the  social 
and  economic  conditions  in  which  these  needs  are  rooted.  Where  social 
factors  play  such  a decisive  role,  preventive  and  social  action  models  are 
uniquely  suited  to  meeting  the  needs  of  the  total  person  as  well  as  of  the 
population  of  which  the  individual  is  a part. 

In  the  development  of  these  models  it  is  of  utmost  importance  that  the 
cultural  milieu  of  both  migrant  and  seasonal  farmworkers  be  understood  and 
respected . As  the  responses  to  the  panel *s  questionnaire  indicated,  the 
majority  of  community  mental  health  center  directors  in  projects  located 
in  stream  had  little  contact  with  these  groups,  much  less  a familiarity 
with  their  culture  or  lifestyle.  This  lack  of  familiarity  was  identified 
as  a major  problem  handicapping  the  effective  delivery  of  mental  health 
services  to  migrant  farmworkers  at  a recent  conference  sponsored  by  Region 
V of  the  Department  of  Health,  Education,  and  Welfare,  Public  Health  Serv- 
ice, in  cooperation  with  the  Migrant  Health  Program  and  with  the  Alcohol, 
Drug  Abuse,  and  Mental  Health  Administration. H 


Ellis,  Dr.  E.  Frank,  Regional  Health  Administrator,  Region  V,  De- 
partment of  Health,  Education,  and  Welfare,  Chicago,  111.,  in  a letter 
to  the  President’s  Commission  on  Mental  Health,  December  15,  1977. 
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It  is  equally  vital  that  all  mental  health  services  be  aimed  at  guaran- 
teeing self-determination  for  the  members  of  the  farmworker  population,  not 
only  as  individuals,  but  as  a group.  It  should  be  the  goal  of  all  mental 
health  programs  to  generate  and  ensure  the  development  of  the  following 
characteristics  in  farmworkers  and  their  children: 

(1)  Hope,  reflected  in  their  being  able  to  identify  options  and 
choices; 

(2)  Power,  acquired  through  the  knowledge  of  how  and  where  to  ac- 
quire resources  and  through  their  full  participation  in  all 
policies  and  programs  that  affect  their  lives; 

(3)  Self-esteem,  resulting  from  their  ability  to  interact  con- 
structively with  their  environment,  and  through  their  own 
efforts  to  change  it. 12 

Since  farmworkers  are  a special  population  composed  of  groups  that  are 
predominantly  from  racial  and  ethnic  minority  cultures,  another  fundamental 
premise  underlying  any  mental  health  service  delivery  system  designed  to 
meet  their  needs  must  be  a total  commitment  to  providing  appropriate  bi- 
lingual, multicultural  services  that  are  sensitive  and  responsive  to  the 
environment  and  economic  conditions  under  which  they  live.  This  will  re- 
quire the  recruitment,  training,  and  promotion  of  bilingual,  multicultural 
service  providers  appropriate  to  the  population  being  served,  as  well  as 
the  development  of  bilingual,  multicultural  materials  to  be  used  in  program 
development.  It  will  also  require  a comprehensive  and  continuous  effort 
on  the  part  of  colleges  and  universities  throughout  the  country  to  recruit, 
train,  and  graduate  mental  health  professionals — including  migrant  students — 
with  the  linguistic  and  cultural  background  necessary  to  provide  services 
to  the  population. 

Without  such  a bilingual,  multicultural  focus,  it  is  difficult  to  see 
how  mental  health  services  can  truly  be  accessible  to  these  groups.  If 
mental  health  facilities  set  up  to  serve  this  population  are  staffed  only 
by  English-speaking  mental  health  professionals  without  sensitivity  to  the 
cultural  values  and  belief  systems  of  the  clients  whom  they  serve,  their 
effectiveness  will  be  severely  limited.  Bilingual,  multicultural  service 
providers  must  be  an  integral  part  of  all  mental  health  delivery  systems 
serving  farmworkers  as  well  as  of  all  preventive  and  social  action  efforts 
to  assist  them  in  areas  where  the  racial/ethnic  composition  of  the  popula- 
tion indicates  a need  for  such  service  providers. 

Before  mechanisms  are  proposed  or  developed  for  the  delivery  of  mental 
health  services  targeted  to  meet  the  needs  of  the  farmworker  population, 
thorough  assessments  should  be  made  by  appropriate  State  and  Federal  agen- 
cies of  existing  services  for  farmworkers,  including  an  assessment  of 
factors  affecting  both  access  and  barriers  to  health  and  mental  health 
care,  to  arrive  at  an  understanding  of  how  present  health  and  mental  health 


Adapted  from  Bernard  L.  Bloom,  Community  Mental  Health:  A General 
Introduction.  Brooks/Cole  Pub.  Co.,  Monterey,  California,  1977. 
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providers,  networks,  and  entities  relate  either  services  or  policies  to  the 
farmworker  population.  The  existence  of  natural  support  systems  within  the 
population  should  also  be  studied  so  that  mental  health  services  supplement 
rather  than  supplant  those  support  mechanisms  which  already  exist. 

For  example,  P.L.  94-63  includes  12  mandated  services  to  be  provided 
by  community  mental  health  centers.  This  law’s  effects  in  rural  America 
should  be  investigated  to  ascertain  the  level  of  adequacy  of  rural  mental 
health  services  and  the  degree  to  which  such  services  are  provided  or  can 
be  adapted  to  the  needs  of  the  farmworker  population.  Pilot  studies  should 
be  conducted  to  review  how  local  mental  health  systems  impact  on  migrant 
and  seasonal  farmworker  communities  in  particular  areas.  These  studies 
should  include,  but  not  be  limited  to,  the  following  components: 

1.  A review  of  service  provisions  and  the  degree  of  participation 
by  farmworkers; 

2.  Staffing  patterns  for  the  local  area,  including  an  examination  of 
the  degree  to  which  appropriate  bilingual,  multicultural  personnel 
and  service  providers  are  utilized  to  meet  farmworker  needs; 

3.  A local  farmworker  census  (including  length  of  stay  in  the 
community) ; 

4.  Existing  unmet  needs  and  service  gaps  in  health,  mental  health, 
and  related  human  services; 

5.  Plans  for  the  inclusion  of  farmworkers  in  the  mental  health  plan- 
ning of  the  rural  community  for  the  future. 

Only  by  an  assessment  of  where  the  actual  unmet  needs  exist  and  a determi- 
nation as  to  how  existing  agencies  are  dealing  with  mandated  legislation 
can  we  begin  to  develop  programs  and  policies  which  will  be  appropriate  to 
the  mental  health  needs  of  the  farmworker  population. 

Here  too,  as  in  all  programs  affecting  them,  farmworkers  should  par- 
ticipate in  the  information-gathering  and  decision  making  process,  and  in 
all  efforts  to  resolve  their  own  problems. 

Once  such  assessments  have  been  completed,  additional  Federal  and 
State  funds  should  be  provided  for  the  development  and  implementation  of 
demonstration  projects  for  the  delivery  of  primary  and  secondary  mental 
health  care  to  farmworkers  and  their  children.  These  demonstration  pro- 
jects should  be  developed  in  cooperation  with  farmworker  representatives 
and  agencies,  and  should  include  strong  outreach,  educational,  and  evalua- 
tion components.  It  is  in  these  demonstration  projects  that  the  models 
for  preventive,  social  action  approaches  can  be  developed  most  effectively. 


13 

Arevalo,  Rodolfo,  Associate  Dean,  School  of  Social  Work,  San  Jose 
State  University,  San  Jose,  Calif.,  in  a letter  to  the  President’s  Commis- 
sion on  Mental  Health,  October  20,  1977. 
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Such  efforts  might  well  include  the  creation  of  primary  care  teams, 
working  in  an  outreach  capacity  and  composed  of,  at  a minimum,  an  R.N. 
family  nurse  practitioner,  a mental  health  screening  specialist,  and  a 
farmworker  community  aide.  This  bilingual,  multicultural  team  would  re- 
ceive special  training  in  preventive  mental  health  issues  including  health, 
nutrition,  sanitation,  prenatal  and  pediatric  care,  family  planning,  sub- 
stance abuse,  alcoholism,  consumerism,  etc.  They  could  also  serve  as  ad- 
vocates for  the  farmworker  community,  helping  individuals  and  families  to 
obtain  needed  social  services  or  legal  assistance,  and  could  assist  migrant 
and  seasonal  farmworker  communities  in  the  development  of  educational  pro- 
grams to  increase  awareness  of  the  services  available  and  to  assist  them 
in  joint  efforts  to  improve  their  living  conditions. 

Since  the  integration  of  farmworker  mental  health  services  into  al- 
ready existing  facilities  such  as  migrant  health  clinics,  community  mental 
health  centers,  community  health  centers,  and  State  and  local  hospitals  is 
of  utmost  importance,  these  primary  care  teams  could  be  based  within  any 
of  these  agencies,  depending  upon  the  capacity  of  each  agency  to  respond 
to  the  needs  of  the  farmworker  population,  or  they  could  work  within 
farmworker-governed  organizations,  maintaining  linkages  with  appropriate 
mental  health  service  agencies.  They  should  be  able  to  travel  within  a 
multicounty  region  to  enable  them  to  address  the  special  needs  of  migrant 
farmworkers  in  stream. 

The  panel  suggests  that  a broad  variety  of  mechanisms  be  developed 
and  utilized  for  the  provision  of  mental  health  care  to  the  farmworker 
population,  and  that  such  mechanisms  should  include  the  development  and 
implementation  of  the  preventive,  social  action  strategies  outlined  above. 
They  urge  that  appropriate  funding  be  provided  to  include  such  mental 
health  services  to  farmworkers  in  appropriate  settings  and  that  mental 
health  services  should  be  legislated  to  be  an  integral  part  of  a compre- 
hensive health  care  delivery  system.  If  migrant  health  clinics  are  to 
become  full  participants  in  the  delivery  of  mental  health  services  to  the 
farmworker  population,  it  is  crucial  that  the  Public  Health  Service  Act 
(Section  319  (56.102LO)  redefine  such  services  as  a fundamental  part  of 
the  primary  care  mandate  of  migrant  health  clinics  rather  than  as  "supple- 
mental services"  as  they  are  now. 

Another  vitally  important  aspect  of  any  mental  health  delivery 
system  for  migrant  and  seasonal  farmworkers  is  the  provision  of  adequate 
and  readily  accessible  transportation  networks.  The  futility  of  develop- 
ing mental  health  services  that  are  inaccessible  to  clients  need  hardly 
be  pointed  out.  The  panel  stresses  the  need  to  provide  and  fund  transpor- 
tation for  farmworkers  from  the  labor  camps  and  the  fields  to  the  health 
and  mental  health  facilities  established  for  their  use.  Similarly,  service 
schedules  of  mental  health  agencies  will  need  to  adapt  to  the  farmworker’s 
working  hours  by  staying  open  evenings  as  well  as  providing  outreach  into 
the  camps  at  the  close  of  work. 

The  development  of  preventive  mental  health  strategies  is  more  urgent 
for  farmworker  children  than  for  any  other  segment  of  this  population. 

Many  studies  have  revealed  significant  differences  between  migrant  and  non- 
migrant students  in  self-concept,  social  maturity,  social  confidence,  and 
peer  affiliation.  Productive  mental  health  practices  must  begin  in  early 
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childhood  when  children  internalize  societal  and  parental  values  and  con- 
tinue through  adolescence  when  a lack  of  self-esteem  can  make  young  people 
especially  vulnerable  to  substance  abuse  or  addiction.  Adolescents  par- 
ticularly may  need  special  programs:  The  most  frequently  mentioned  mental 

health  problem  of  the  adolescent  children  of  migrant  and  seasonal  farm- 
workers cited  in  the  responses  to  the  panel’s  questionnaire  was  psychosocial 
adjustment,  including  adjustment  to  school  and  cultural  differences.  Forty- 
four  percent  of  the  respondents  cited  it,  while  anxiety  and  drug  abuse  were 
noted  by  32  percent. 

If  farmworker  children  are  to  overcome  the  low  self-esteem  and  low 
scholastic  achievement  that  have  thus  far  characterized  their  school  ex- 
perience, it  is  vital  that  linkages  be  established  between  school  systems, 
farmworker  families,  and  mental  health  service  providers  (including  the 
proposed  primary  care  teams) , who  together  can  begin  to  address  the  mental 
health  needs  of  farmworker  children  in  a comprehensive  fashion.  Preventive 
strategies  should  include  not  only  the  provision  of  adequate  nutritional 
support  to  children  in  school,  but  also  nutrition  education  that  will  pre- 
pare students  for  parenthood.  Regular  classroom  programs  that  address  drug 
prevention  awareness,  health  and  sanitation,  physical  fitness,  and  self- 
security must  be  developed  and  coordinated  with  support  services  to  treat 
the  whole  child  and  family,  emphasizing  prevention  as  well  as  cure. 

The  service  gap  in  relation  to  mental  retardation  is  even  wider  than 
the  one  which  separates  farmworkers  from  access  to  mental  health  services. 
For  the  migrant  family  that  has  a mentally  retarded  or  developmentally 
disabled  child,  the  typical  support  systems  such  as  schools,  institutions, 
case  workers,  and  specialized  social  services  are  rarely  available,  if  at 
all.  Mechanisms  must  be  developed  by  appropriate  agencies  to  address  their 
needs  and  to  provide  services  to  them. 

As  noted  earlier,  alcoholism  was  cited  as  the  major  mental  health 
problem  within  the  farmworker  population  by  60  percent  of  the  project  di- 
rectors who  responded  to  the  panel’s  questionnaire.  Other  presentations 
to  the  panel  confirmed  this  assessment.  For  example.  Dr.  Lois  Chatham  of 
NIAAA,  in  reviewing  surveys  of  alcoholism  in  the  working  adult  farmworker 
population,  found  that  estimates  of  alcoholism  or  alcohol  related  problems 
affecting  members  of  this  population  ranged  all  the  way  from  15  percent  to 
87  percent.  She  defines  alcoholism  in  terms  of: 

Use  to  the  point  where  the  individual  or  significant  people  in 
his  life,  or  society  as  a whole,  suffer  either  economically,  phy- 
sically, medically,  socially,  or  emotionally.  If  one  is  poor, 
has  less  than  desirable  working  conditions,  lives  in  crowded 
housing,  has  poor  nutrition,  inadequate  clothing,  and  a gener- 
ally uneventful  life  except  in  terms  of  work,  one  is  more 
likely  to  have  a greater  probability  of  being  affected  adversely 
by  any  further  assault,  including  alcohol. 

While  all  of  the  above  conditions  could  undoubtedly  be  related 
to  all  poor  people,  in  many  cases  these  conditions  are  intensi- 
fied in  the  employed  population  of  migrant  and  seasonal  workers. 

Not  only  are  they  poor  and  have  crowded  and  unsanitary  living 
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conditions;  frequently  they  have  little  medical  care  ...  even 
acutely  needed  care.  In  addition,  they  are  subject  to  the  addi- 
tional stress  of  frequent  moves  which  prevent  the  establishment 
of  supportive  relationships  in  the  community....  Reports  indi- 
cate that  this  is  even  more  acute  during  the  crucial  transition 
period  into  adulthood,  an  event  which  occurs  so  early  in 
migrants . . . . ^^ 

Dr.  Chatham  notes  further  that  services  provided  by  migrant  health 
clinics  to  farmworkers  suffering  from  alcoholism  or  alcohol  abuse  are  usu- 
ally limited  to  the  treatment  of  the  immediate,  work-impairing  physical 
symptoms.  Farmworkers  who  undergo  emergency  detoxification  are  most  fre- 
quently released  to  return  to  the  labor  force,  where  their  chances  of  re- 
covery are  minimal  in  the  absence  of  extended  treatment  and  support. 

While  there  are  undoubtedly  cultural  variables  which  affect  the  rates 
of  alcoholism  within  the  farmworker  population,  the  problem  is  by  no  means 
confined  to  any  single  ethnic  or  racial  group.  It  is  a serious  concern 
within  the  migrant  streams  in  particular,  where  it  is  compounded  by  the 
recruitment  of  alcoholics  and  other  substance-addicted  workers  into  the 
farm  labor  force  by  unscrupulous  crewleaders. 

The  barriers  to  the  delivery  of  services  for  the  treatment  of  alcohol 
related  problems  within  the  farmworker  population  are  both  imposing  and 
familiar;  the  inadequacy  of  health  service  facilities,  constant  mobility 
(in  the  case  of  migrants),  language  and  dialect,  cultural  isolation, 
stereotypes,  prejudices  and  distrust,  lack  of  information  concerning  re- 
sources in  general  as  well  as  specific  locations,  and  low  income  vjhich 
results  in  even  the  inability  to  get  to  health  facilities . 

While  Dr.  Chatham  suggests  that  25  percent  of  the  population  could  be 
considered  a conservative  minimum  baseline  for  planning  purposes,  she  also 
notes  that  "we  know  less  about  service  efforts  to  meet  the  problem  than  we 
do  about  even  the  amount  of  the  problem." 

Immediate  efforts  should  be  made  to  gather  statistically  reliable 
data  (including  socioeconomic  and  demographic  data  and  studies  of  cultural 
values  and  patterns)  to  determine  the  extent  of  alcoholism,  alcohol-related 
problems,  and  substance  abuse  problems  within  this  population  so  that  inno- 
vative models  can  be  developed  for  the  treatment  and  prevention  of  these 
mental  health  problems  among  migrant  and  seasonal  farmworkers.  Clearly, 
efforts  to  measure  the  problem  must  be  accompanied  by  concurrent  efforts 
to  assess,  evaluate,  and  improve  existing  resources,  both  in  quantity  and 
quality. 


Chatham,  Lois,  Director,  Division  of  Special  Treatment  and  Rehabili- 
tation Programs,  National  Institute  on  Alcohol  Abuse  and  Alcoholism,  Rock- 
ville, Md. , in  a Presentation  to  the  Sub-Panel  on  Migrant  and  Seasonal 
Farmworkers,  Washington,  D.C.,  June  1977. 
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Although  few  studies  of  drug  use,  other  than  alcohol,  have  been  made 
that  are  directed  to  the  farmworker  population,  the  panel  has  received  many 
expressions  of  concern  regarding  a perceived  increase  in  substance  abuse 
problems  among  farmworker  children  and  youths,  especially  the  increased 
use  of  inhalants.  For  this  reason,  we  have  suggested  that  efforts  to  meas- 
ure the  size  of  the  alcohol  problem  within  this  population  include  an  exam- 
ination of  the  extent  of  the  problem  of  substance  abuse. 

The  panel  is  encouraged  by  recent  efforts  of  NIAAA  to  address  these 
concerns  by  requiring  all  funded  programs  to  provide  outreach  to  migrant 
and  seasonal  farmworkers  in  their  service  areas.  In  addition,  NIAAA  is 
currently  arranging  to  incorporate  records  from  all  its  funded  programs 
into  the  National  Migrant  Health  Referral  System,  which  should  help  to 
assure  continuity  of  care  for  those  under  treatment. 

Also  encouraging  is  the  recent  linkage  established  between  the  Office 
of  Migrant  Health,  the  National  Institute  on  Drug  Abuse,  and  NIAAA.  The 
three  agencies  are  sharing  the  $75,000  cost  of  a study  now  underway,  to 
determine  the  alcohol  and  substance  abuse  needs  of  the  farmworker  population 
through  examination  of  medical  records  in  nine  locations.  The  panel  shares 
with  the  administrators  of  these  agencies  the  hope  that  this  study  will 
assist  in  developing  a methodology  for  the  collection  of  additional  needed 
data. 

In  addition,  staff  from  these  three  agencies,  joined  by  a represen- 
tative from  the  National  Institute  of  Mental  Health,  have  formed  a working 
group  to  develop  pilot  projects  in  two  home  base  States  where  these  agencies 
have  colocated  projects  to  explore  ways  to  share  outreach  efforts,  trans- 
portation, inservice  training,  etc.  The  panel  supports  such  efforts,  and 
hopes  that  funding  will  be  adequate  to  produce  results  that  can  assist  in 
providing  guidelines  for  the  development  of  such  linkages  in  other  areas 
of  the  country. 

However,  the  panel  notes  that  there  appear  to  be  few  efforts  to  develop 
preventive  or  interventive  strategies  for  serving  this  population.  Perhaps 
the  recognition  of  the  farmworker  population  as  a high  risk  group  will  pro- 
vide the  stimulus  for  the  development  of  innovative  models  of  mental  health 
service  delivery  appropriate  to  its  needs.  In  the  development  of  such 
models,  the  panel  urges  that  mental  health  professionals  look  beyond  tradi- 
tional approaches  and  seek  the  experience  of  public  health  officials,  farm- 
workers, representatives  of  farmworker-governed  organizations  and  social 
workers  who  are  familiar  with  the  culture  and  lifestyle  of  the  farmworker. 

The  contributions  of  such  diverse  groups  is  essential  to  the  develop- 
ment of  broad  preventive  social  action  approaches  to  assist  the  total 
farmworker  population,  as  well  as  in  the  restructuring  of  existing  mental 
health  agencies  and  networks  to  provide  appropriate,  effective,  accessible, 
and  available  mental  health  services  to  individual  farmworkers  and  their 
families. 

It  is  worthwhile  to  direct  attention  to  one  especially  tragic  aspect 
of  the  migrant  condition  which  appears  to  occur  mainly  in  the  Eastern 
stream:  that  is  the  deliberate  recruitment  of  the  deinstitutionalized 
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mental  patient  into  the  migrant  stream.  Lacking  adequate  aftercare  pro- 
grams, these  individuals  are  often  literally  "shanghaied"  by  certain  crew- 
leaders  to  fill  out  their  crews  during  labor  intensive  periods.  While 
these  individuals  comprise  only  a fraction  of  the  labor  force  in  the  East- 
ern stream,  their  plight  merits  attention  and  remediation.  The  panel  urges 
that  mechanisms  be  developed  to  provide  for  such  individuals  so  that  they 
can  be  returned  either  to  their  homes  or  to  programs  offering  appropriate 
aftercare.  Such  mechanisms  should  include  not  only  the  provision  of  emer- 
gency funds  for  addressing  the  immediate  needs  of  such  situationally  in- 
competent or  mentally  impaired  individuals,  but  also  the  imposition  of 
penalties  on  those  who  knowingly  misuse  them. 

In  conclusion,  the  panel  wishes  to  stress  once  more  its  conviction 
that  all  efforts  to  address  the  mental  health  needs  of  the  population  of 
migrant  and  seasonal  farmworkers  must  proceed  within  the  larger  framework 
of  broad  societal  efforts  to  address  their  social  and  economic  needs.  In 
order  to  reduce  the  system  generated  stresses  to  which  farmworkers  and 
their  families  are  subjected,  the  coordination  and  integration  of  health 
and  mental  health  delivery  systems  with  preventive  social  action  efforts 
to  meet  their  larger  needs  is  absolutely  essential. 

In  other  sections  of  this  report,  we  have  attempted  to  suggest  ways 
to  remedy  the  social  and  economic  conditions  in  which  the  mental  health 
needs  of  the  farmworker  are  rooted.  As  the  Preliminary  Report  of  the 
President’s  Commission  on  Mental  Health  noted,  mental  health  is  not  a con- 
cept or  a condition  "limited  to  those  individuals  with  disabling  mental 
illness  and  identified  psychiatric  disorders." 

It  also  includes  those  people  who  suffer  the  effects  of  a vari- 
ety of  societal  ills  which  directly  affect  their  everyday  lives. 

Vast  numbers  of  Americans  experience  the  alienation  and  fear, 
the  depression  and  anger  associated  with  unrelenting  poverty 
and  the  institutionalized  discrimination  that  occurs  on  the 
basis  of  race,  sex,  class,  age,  and  mental  and  physical  handi- 
caps. The  Nation  must  realize  the  terrible  emotional  and  mental 
damage  that  poverty  and  discrimination  cause. 

The  panel  submits  that  among  "those  people  who  suffer  the  effects  of 
a variety  of  societal  ills  which  directly  affect  their  everyday  lives" 
the  migrant  and  seasonal  farmworkers  of  this  Nation  suffer  those  effects 
to  an  extraordinary  degree,  and  we  ask  the  members  of  the  President’s  Com- 
mission on  Mental  Health  to  join  with  us  and  with  other  Americans  in  a 
frontal  attack  on  the  social  and  economic  conditions  which  exclude  farm- 
workers and  their  families  from  full  participation  in  our  national  life. 

In  addition  to  the  recommendations  included  in  the  body  of  this  re- 
port, the  panel  urges  that  these  specific  additional  actions  be  taken: 


The  President’s  Commission  on  Mental  Health.  Preliminary  Report  to 
the  President.  Washington,  D.C.,  September  1,  1977. 
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• That  mental  health  services  be  legislated  to  be  a 
mandated,  fully  integrated  part  of  a comprehensive 
health  care  delivery  system  to  all  farmworkers  (in- 
stead of  being  defined  as  "supplemental"  services 

as  they  now  are) , and  that  the  Public  Health  Service 
Act  be  amended  to  effect  this  change. 

All  agencies  applying  for  or  receiving  funds  for  the 
provision  of  health  services  to  the  farmworker  popu- 
lation should  be  required  to  demonstrate  the  ability 
to  provide  appropriate  and  effective,  acceptable,  ac- 
cessible mental  health  facilities  for  the  clients  whom 
they  serve,  either  through  the  establishment  of  link- 
ages with  existing  agencies,  or  by  direct  provision 
of  services.  Such  agencies  must  also  demonstrate  the 
ability  to  provide  appropriate  bilingual,  multicul- 
tural staff  to  meet  the  needs  of  the  populations  they 
serve. 

• That  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Ad- 
ministration (ADAMHA)  and  its  components  (NIMH,  NIAAA, 
and  NIDA)  adopt  the  proposals  for  the  strengthening 
of  rural  mental  health  services  contained  in  the  Re- 
port of  the  Panel  on  Rural  Mental  Health  of  the  Presi- 
dent's Commission  on  Mental  Health;  and  that  in  the 
establishment  of  a special  section  on  rural  service 
delivery  within  ADAMHA,  provision  be  made  to  include 
staff  at  all  levels  who  are  cognizant  of  the  problems 
of  migrant  and  seasonal  farmworkers. 

• That  funding  of  facilities  for  the  delivery  of  mental 
health  services  to  farmworkers  be  in  proportion  to,  and 
equal  to,  funding  providing  mental  health  services  to 
all  residents  within  the  geographic  catchment  area. 

• That  programs  for  the  delivery  of  mental  health  serv- 
ices to  farmworkers  and  their  families  be  coordinated 
and  integrated  with  programs  for  the  delivery  of  social 
and  educational  services  to  farmworkers;  that  mechanisms 
be  developed  for  preventive,  social  action  programs  to 
serve  farmworkers  and  their  families  as  an  integral 
part  of  mental  health  service  delivery;  and  that  farm- 
workers themselves  participate  in  the  development  of 
such  programs. 

• That  thorough  assessments  be  made  by  appropriate  agen- 
cies of  all  States  where  farmworkers  live  or  work,  and 
by  appropriate  agencies  of  the  Federal  Government,  of 
existing  services  in  health  and  mental  health  which 
serve  or  could  serve  farmworkers  and  their  families — 
including  an  assessment  of  factors  affecting  both  ac- 
cess and  barriers  to  health  and  mental  health  care — 

to  arrive  at  an  understanding  of  how  present  health  and 
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mental  health  providers,  networks,  and  entities  relate 
either  services  or  policies  to  the  farmworker  population. 

• That  all  health  and  mental  health  services  for  farm- 
workers provide  for  the  recruitment,  training,  employ- 
ment, and  promotion  of  bilingual,  multicultural 
professional  and  paraprofessional  service  providers 
appropriate  to  the  population  being  served. 

• That  a broad  variety  of  delivery  mechanisms  be  imple- 
mented to  provide  mental  health  services  to  farmworkers 
in  appropriate  settings.  Such  delivery  mechanisms 
should  include  a strong  evaluation  component  as  they 
are  developed. 
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SECTION  3:  THE  FEDERAL  RESPONSE  TO  THE  PLIGHT  OF  THE  FARMWORKER 


CHARGE 

o To  assess  the  cost,  scope,  and  outcome  of  human  services  pro- 
vided to  farmworker  populations  by  Federal  programs  (and  to 
the  degree  possible,  non-Federal  programs  operated  by  the 
States,  localities,  and  the  private  sector)  to  discover  the 
degree  to  which  the  programs  impact  on  the  mental  health  of 
the  farmworker  and  his  family. 

o To  ascertain  the  degree  to  which  the  human  services  program 
delivery  needs  of  itinerant  and  seasonal  farmworkers  and 
their  families  may  lie  in  the  consolidation,  reorganization, 
and  coordination  of  Federal  and  other  programs  that  are 
sensitive  to  the  focused  objective  of  preserving  the 
strengths  and  upgrading  the  status  of  the  stable  farm  labor 
force. 

This  analysis  of  the  Federal  response  to  the  needs  of  farmworkers  includes 
three  elements:  (1)  How  do  national  and  State  laws  diminish  or  foster 

conditions  which  produce  stress  in  the  farmworker  population?  (2)  Do 
farmworkers  receive  their  fair  share  of  the  benefits  accorded  the  working 
poor,  the  unemployed,  and  the  underemployed?  (3)  How  effective  are  Federal 
categorical  programs  that  serve  the  farmworker? 

These  elements  are  intertwined.  Special  categorical  programs  to  farm- 
workers have  been  instituted  to  compensate  for  their  inadequate  protection 
under  the  law  and  for  an  agricultural  labor  system  which  encourages  an 
oversupply  of  labor,  thereby  forcing  geographic  migration,  increasing  sus- 
ceptibility to  system  stress,  and  preventing  effective  access  to  traditional 
service  delivery  programs.  Analysis  of  the  available  data  leads  the  panel 
to  the  following  conclusions: 

o Farmworkers  are  unique  in  American  society  in  their  categorical 
exclusion  from  Federal  and  State  statutes  which  guarantee  the 
ability  to  earn  a decent  wage,  work  under  tolerable  conditions, 
and  bargain  for  employee  rights  and  benefits. 

o Although  eligible  for  many  general  programs  providing  services  to 
the  working  poor  (social  security  benefits,  unemployment  insurance, 
welfare,  food  stamps,  etc.)  farmworkers  receive  these  benefits  in 
numbers  greatly  disproportionate  to  their  need  and  real  eligibility. 
The  Department  of  Labor  estimates  that  less  than  10  percent  of  farm- 
worker families  receive  public  assistance,  although  46  percent  of 
farmworker  households  earn  less  than  $3,000  per  year.l 


U.S.  Department  of  Labor,  Division  of  Farmworker  Programs, 
and  Training  Administration.  1976  Progress  Report.  Washington, 
1977. 


Employment 
D.C.  , 
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o Categorical  service  programs  for  farmworkers  have  arisen  without 
reference  to  a clearly  articulated  national  policy  regarding  farm- 
worker needs  or  the  role  of  farm  labor  in  the  national  economy. 
These  programs  have  been  uncoordinated,  channeled  through  diverse 
agencies  that  often  have  not  been  responsive  to  the  needs  of  the 
population,  are  expensive,  cumbersome,  lack  adequate,  measurable 
objectives,  and  have  been  largely  unevaluated  as  to  their  effec- 
tiveness as  separate  programs  or  as  parts  of  a national  system  of 
comprehensive  service  delivery. 
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FEDERAL  AND  STATE  PROTECTIVE  LEGISLATION  AFFECTING  FARMWORKERS 


Briefly,  farmworkers  are  protected  by  the  following  legislative  man- 
dates at  the  Federal  level: 

The  Fair  Labor  Standards  Act  establishes  minimum  wages  for  farmworkers 
under  certain  conditions,  establishes  guidelines  concerning  child  labor, 
and  monitors  to  insure  compliance  with  the  Act.  Although  the  Fair  Labor 
Standards  Act  was  passed  in  1938,  it  was  not  until  1966  that  farmworkers 
were  included  under  its  minimum  wage  provisions.  Their  coverage  was  and 
continues  to  be  lower  than  that  for  other  occupations  covered  by  the  Act. 
Amendments  to  the  Act  in  1974  provided  increases  in  the  minimum  wage  for 
agricultural  workers  and  changes  in  its  child  labor  provisions.  However, 
the  Department  of  Labor  Task  Force  on  Problems  Facing  Farmworkers  estimated 
that  only  2 percent  of  the  1.4  million  farms  using  hired  farmworkers  were 
covered  by  the  1974  amendments. ^ This  would  indicate  that  only  about 
35  percent  of  the  farmworker  population  benefited  from  the  increases.  As 
of  1972,  State  minimum  wage  provisions  covered  farmworkers  in  only 
15  States;  only  nine  States  had  special  coverage  for  farmworkers  through 
wage  payment  and  collection  laws  to  insure  that  employees  regularly  receive 
full  pay  without  delay. ^ 

The  Fair  Labor  Standards  Act  provisions  governing  child  labor  offer 
less  protection  for  agricultural  workers  than  for  any  other  segment  of  the 
population.  In  industry,  children  under  16  years  of  age  are  not  permitted 
to  work;  however,  in  agriculture  children  may  work  at  younger  ages,  al- 
though they  are  excluded  by  law  from  the  most  hazardous  tasks.  The  Act 
specifically  exempts  only  children  under  12.^* *  Since  only  2 percent  of 
farms  are  covered  by  the  Act,  and  since  enforcement  of  the  child  labor  re- 
strictions has  been  inadequate,  many  children,  including  the  very  young, 
continue  to  work  in  the  fields  alongside  their  parents,  both  during  and 
after  school  hours.  Twenty-nine  States  include  a minimum  wage  for  work 
during  school  hours,  but  18  States  exclude  agriculture  completely  from  the 
child  labor  provisions  of  the  Fair  Labor  Standards  Act.  Many  small  farms 
employing  farmworkers  are  still  not  covered  by  any  child  labor  law,  nor 
are  there  laws  to  prohibit  preschool  children  from  the  fields.  Indeed,  the 


Inter-America  Research  Associates.  Migrant  Child  Welfare:  A Review 

of  the  Literature  and  Legislation.  Washington,  D.C.,  March  1977. 

3 

American  Friends  Service  Committee.  Pennsylvania  Farm  Labor  Plan. 
Prepared  for  the  Department  of  Community  Affairs  and  the  Interdepartmental 
Council  on  Seasonal  Farmworkers,  Philadelphia,  Pa.,  1976. 

4 

Inter-America  Research  Associates.  Op.  Cit. 

*The  1977  "Hathaway  Amendment"  actually  lowers  the  age  to  10  years 
in  some  instances. 
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lack  of  child  care  alternatives  encourages  their  presence  in  hazardous 
areas . -5 

The  Federal  Equal  Pay  Act  of  1963  prohibits  discrimination  in  wage 
payments  on  the  basis  of  sex.  However,  this  Act  applies  only  to  farmwork- 
ers covered  by  the  Fair  Labor  Standards  Act,  that  is,  only  about  35  percent 
of  the  agricultural  labor  force.  Recent  developments  in  California  and 
elsewhere  indicate  that  with  increased  agricultural  mechanization,  growers 
are  attempting  to  recruit  women  to  farmwork  to  avoid  payment  of  wages 
negotiated  with  organized  farmworker  groups.^ 

The  National  Labor  Relations  Act  protects  the  rights  of  employees  to 
organize  and  bargain  collectively;  however,  agricultural  employees  are 
specifically  excluded.^ 

The  Federal  Unemployment  Tax  Act  provides  a small  income  to  employees 
during  periods  of  unemployment.  Farmworkers,  who  could  benefit  most  from 
this  coverage,  are  excluded,  except  in  the  State  of  Hawaii. 

Workmen’s  Compensation  Laws  are  State  laws  assuring  that  benefits  are 
paid  promptly  to  workers  injured  on  the  job.  However,  only  21  States 
and  Puerto  Rico  provide  coverage  for  agricultural  employees,  and  only  four 
of  these  treat  farmworkers  in  the  same  manner  as  other  workers.® 

The  Wagner-Peyser  Act  was  designed  to  help  farmworkers  find  employ- 
ment. The  Act  established  a farm  placement  service  for  farmworkers  through 
State  employment  services.  It  also  set  minimum  housing  standards  for 
workers  recruited  through  the  interstate  system,  and  requires  that  migrant 
farmworkers  be  paid  at  the  same  rate  as  local  workers.  However,  many 
growers  refrain  from  using  State  employment  offices  for  the  recruitment 
of  laborers  because  they  do  not  wish  to  meet  the  required  housing  and  wage 
standards. ^ 

The  Occupational  Safety  and  Health  Act  of  1970  (OSHA)  empowers  the 
Secretary  of  Labor  to  issue  mandatory  safety  and  health  standards  for  in- 
dustry and  agriculture.  In  agriculture,  the  Act  sets  minimum  sanitation 


^U.S.  Department  of  Labor.  Report  of  the  Department  of  Labor  Task 
Force.  Washington,  D.C.,  1973. 

^Naldoza,  Arthur,  Presentation  to  the  Sub-Panel,  Washington,  D.C., 
June  1977. 

^U.S.  House  of  Representatives  Subcommittee  on  Agriculture  and  Labor. 
Federal  and  State  Statutes  Relating  to  Farmworkers.  Washington,  D.C., 
October  1976. 

^Ibid. 


Inter-America  Research  Associates.  Migrant /Seasonal  Farmworker:  An 

Assessment  of  the  Migrant  and  Seasonal  Farmworker  Situation  in  the  United 
States . Vol.  II,  Washington,  D.C.,  May  1976,  p.  217. 
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and  health  standards  for  labor  camps;  it  also  sets  pesticide  protection 
standards.  In  1972,  provisions  were  added  for  federally  authorized  in- 
spection of  farmworkers  housing.  However,  the  regulations  apply  only  to 
those  labor  camps  that  house  10  or  more  workers,  an  exemption  that  is 
frequently  abused.  OSHA  regulations  apply  unless  a State  or  local  law 
sets  more  stringent  standards,  in  which  case  the  more  stringent  standards 
prevail.  Currently,  each  State  submits  to  the  Secretary  of  Labor  (DOL) 
for  approval  a plan  stating  requirements  for  farmworker  occupational 
safety  and  health.  Complaints  for  nonenforcement  of  OSHA  standards  may 
be  filed  by  any  farmworker  or  farmworker  representative.  If  a violation 
is  believed  to  exist,  the  area  director  of  OSHA  may  make  an  inspection 
if  he  feels  it  is  necessary.  Area  directors  are  given  a great  deal  of 
discretion  to  determine  the  penalty  for  the  violation. 10  There  are  no 
penalties  for  minor  violations,  and  few  inspections  are  made. 

There  is  consensus  among  farmworker  advocates  that  OSHA  standards, 
as  well  as  other  standards  regarding  farmworker  housing,  pesticide  use, 
occupational  safety,  and  health  are  largely  inadequate,  ignored,  or  unen- 
forced. Often  the  standards  are  not  enforced  out  of  fear  that  growers 
might  close  labor  camps  rather  than  meet  the  standards.  A study  commis- 
sioned by  the  Community  Services  Administration  reports  that  farmworker 
housing  has  been  reduced  by  perhaps  one-third  as  a result  of  the  appli- 
cation of  more  stringent  housing  regulations . H 

The  Farm  Labor  Contractor  Registration  Act  of  1973  was  amended  in 
1974  to  add  further  safeguards  for  farmworkers  who  work  for  a farm  labor 
contractor  (crewleader) . Revisions  of  the  legislation  require  the  crew- 
leader  to  inform  workers  clearly,  in  writing  (and  in  a language  in  which 
they  are  fluent) , of  all  living  and  working  conditions  including  location 
of  work  site,  crops  to  be  harvested,  wages,  housing  facilities,  transpor- 
tation and  insurance,  period  of  employment,  charges  to  be  made  for  services 
provided,  the  existence  of  any  labor  dispute  at  the  work  site,  and  of  any 
kick-back  arrangement  between  farm  labor  contractors  and  local  commercial 
or  retail  merchants  who  deal  with  the  workers.  The  crewleader  is  also 
required  to  maintain  payroll  records  and  provide  each  employee  with  a 
statement  of  earnings  and  withholdings  (and  reasons  for  withholding  if 
the  crewleader  is  responsible  for  paying  wages),  to  post  clearly  the  condi- 
tions of  employment  in  a conspicuous  place,  and  to  notify  a worker  of  any 
changes  in  such  conditions.  The  crewleader  is  forbidden  to  hire  undocu- 
mented alien  workers  knowingly,  and  farm  operators  are  forbidden  to  employ 
a crewleader  who  has  no  valid  registration  certificate. 

In  the  first  year  of  operation  of  the  amended  Act,  DOL  received  fewer 
than  4,500  applications  for  farm  labor  contractor  certification.  Of  these, 
3,700  were  issued,  of  which  about  one-half  were  renewals  of  certifications 
granted  before  the  Act  was  amended.  Seventy- two  percent  of  the  certificates 


^^Ibid.,  pp.  219-225. 
^^Ibid. , p.  219. 
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were  issues  in  two  regional  offices  (Dallas  and  Atlanta) , a figure  which 
indicates  a lack  of  widespread  enforcement  of  the  Act.  There  is  consider- 
able evidence  demonstrating  that  the  vast  majority  of  farm  labor  contractors 
in  the  United  States  are  not  registered  under  provisions  of  the  Act.  The 
panel's  judgment,  elaborated  in  Section  I,  is  that  the  crewleader  system 
should  be  abolished  and  replaced  by  federally  supervised  and  monitored 
employment  mechanisms,  such  as  hiring  halls. 

The  Federal  Environment  Pesticide  Control  Act  of  1972  regulates  the 
application  of  pesticides  and  other  toxic  agricultural  substances,  and 
sets  standards  for  reentry  of  workers  into  areas  that  have  been  sprayed 
with  these  chemicals.  Under  its  provisions,  the  Environmental  Protection 
Agency  is  authorized  to  cancel  or  suspend  registration  of  chemicals  found 
dangerous  to  the  environment.  Companies  are  also  now  required  to  indicate 
test  procedures  and  results  to  the  Government  for  public  disclosure.  In 
addition,  EPA  is  authorized  to  classify  pesticides  for  general  or  restricted 
use;  if  restricted  use  is  required,  the  users  (applicators)  must  be  certi- 
fied. Strong  pressures  have  been  exerted  to  limit  EPA's  influence  in 
banning  potentially  harmful  or  hazardous  chemicals.  In  fact  EPA  must  now 
consult  with  the  Secretary  of  Agriculture  before  considering  new 
regulations . 13 

Farmworkers  are  exposed  more  extensively  to  toxic  substances  than  are 
most  other  Americans.  In  the  fields,  packing  sheds,  and  food  processing 
plants  where  they  work,  their  exposure  to  toxic  substances  over  a long 
period  of  time  puts  them  at  especially  high  risk  for  pesticide  poisoning. 
Yet,  existing  legislation  provides  very  minimum  standards  for  their 
protection. 

. . . EPA  has  no  mechanism  for  workers  to  file  a complaint  and  is 
under  constant  pressure  from  agribusiness  interests  to  deal  pri- 
marily with  firms  rather  than  workers.  Under  such  pressure,  EPA 
recently  cut  off  all  funds  for  a toll-free  "hotline"  which  per- 
mitted workers  to  report  pesticide  poisoning  incidents.!'^ 

Since  pesticide  chemicals  are  usually  used  in  combinations,  with  one  or 
two  separately  registered  products  used  simultaneously  or  sequentially 
on  the  same  crop  or  pest,  one  chemical  may  change  the  effects  of  another. 

The  effects  on  humans  of  these  various  chemicals  when  used  in  combination 
are  not  known.  However,  many  classes  of  pesticides  (organophosphates , 
organochlorines , carbamates)  have  been  shown  to  have  adverse  effects  on 
the  human  central  nervous  system  and  the  brain.  Residues  of  organochlorine 
pesticide  have  been  found  in  human  brain  tissues  at  autopsy.  Further,  it 
has  been  demonstrated  that  pesticide  residues  cross  the  placental  barrier 


U.S.  Department  of  Labor,  Wage  and  Hour  Division.  Farm  Labor  Con- 
tractor Registration  Program,  December  2,  1974  - September  30,  1975. 

Fact  Sheet.  Washington,  D.C.,  October  1975. 

13 

American  Friends  Service  Committee.  Op . Cit . , p,  117. 

^^Ibid. , p.  122. 
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from  the  mother  to  the  fetus.  In  a study  undertaken  during  1975-76  by 
the  EPA,  organochlorine  residues  were  identified  in  more  than  80  percent 
of  milk  samples  from  1,435  nursing  mothers  residing  in  48  of  the  50  States 
in  the  United  States. 15 

Studies  of  the  effects  of  pesticides  on  both  human  and  animal  subjects 
indicate  ample  reason  for  concern  among  farmworkers  and  their  advocates. 

For  example,  chromosome  aberrations  have  been  identified  in  the  lymphocyte 
chromosomes  of  pesticide-exposed  agricultural  workers;!^  and  the  pesticide 
dibromodicholoropropane  (DBCP)  has  been  suspected  as  the  cause  of  sterility 
among  workers  in  a chemical  plant  in  California.  Tentative  findings  in  a 
preliminary  report  by  EPA  on  field  workers  (including  farmers  as  well  as 
applicators  and  workers) , exposed  to  DBCP  indicated  that  35  percent  of 
these  workers  had  sperm  counts  distinctively  below  normal. 1^  Some  studies 
have  found  exposure  to  the  organophosphates  to  cause  negative  health  ef- 
fects that  are  not  immediately  traceable  to  this  exposure  because  the 
effects,  including  neurotoxic  effects,  may  be  delayed. 

The  complex  issue  of  the  interacting  synergistic  effects  of  exposure 
to  a variety  of  toxic  substances  are  further  complicated  for  the  farmworkers 
by  the  frequent  lack  of  washing  facilities  in  the  fields  and  labor  camps. 
Young  male  agricultural  workers  in  the  Mississippi  Delta  have  applied  for 
service  at  a mental  health  clinic  with  symptoms  that  include  tremors,  con- 
fusion, fatigue,  deficient  memory,  chrcnic  somatic  pain,  premature  sexual 
decline  or  impotency,  anxiety,  depression,  and  frank  psychosis.  Sometimes 
such  workers  are  turned  away  by  disbelieving  private  physicians  who  can 
find  no  physiological  basis  for  their  somatic  complaints;  and  they  are 
frequently  denied  eligibility  for  disability  benefits. 

Farmworkers  and  their  advocates  are  sharply  critical  of  the  reporting 
system  operated  by  the  EPA  known  as  the  Pesticide  Episode  Review  System. 


Environmental  Protection  Agency.  Human  Effects  Monitoring  Branch, 
Office  of  Pesticides  Programs.  National  Study  to  Determine  Levels  of 
Chlorinated  Hydrocarbon  Insecticides  in  Human  Milk,  1975-1976.  In  Press. 
Cited  by  A.  Hale  Vandermer  in  A Statement  to  the  Sub-Panel  on  Migrant  and 
Seasonal  Farmworkers,  President's  Commission  on  Mental  Health,  September 
1977. 

16 

Yoder,  Julie,  Michael  Watson,  and  W.  W.  Benson.  Lymphocyte  chromo- 
some analysis  of  agricultural  workers  during  extensive  occupational  exposure 
to  pesticides.  Mutation  Research.  21:335-340,  1973.  Cited  by  A.  Hale 
Vandermer  in  A Statement  to  the  Sub-Panel,  September  1977. 

^^Preliminary  Report  on  Field  Workers  Exposed  to  DBCP.  Human  Effects 
Monitoring  Branch,  Office  of  Pesticides  Programs,  Environmental  Protection 
Agency.  September  1977.  Cited  by  A.  Hale  Vandermer  in  A Statement  to  the 
Sub-Panel,  September  1977. 

18 

Pollard,  Herschel  N.  Tractor  driver  syndrome.  A Statement  to  the 
Environmental  Protection  Agency  Regarding  Treflan.  March  1977. 
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Reporting  under  this  system  is  completely  voluntary.  The  system  operates 
only  if  a farmworker  is  occupationally  exposed  to  a pesticide  and  goes  to 
a physician.  If  the  physician  is  aware  of  the  existence  of  the  EPA  regional 
office  or  the  responsible  State  agency,  and  if  he  sends  a report  to  that 
office  stating  that  the  injury  was  caused  by  exposure  to  pesticides,  EPA 
will  conduct  an  investigation  confirming  or  denying  the  allegation  of  ex- 
posure. Only  if  EPA  confirms  the  exposure  is  the  case  reported  as  a pesti- 
cide episode. This  system  resulted  in  the  reporting  of  only  13  pesticide 
exposures  in  1974  and  23  in  1975  for  the  whole  Nation. 20  gy  contrast,  in 
California,  where  a mandatory  reporting  system  is  in  effect,  1,447  pesticide 
exposures  were  reported  in  a single  year. 21 

The  panel  shares  the  concern  of  farmworkers  and  of  informed  scientists 
that  studies  should  be  undertaken  to  determine  the  possible  adverse  effects 
on  farmworkers  of  their  frequent  exposure  to  the  varieties  and  combinations 
of  chemicals  used  in  agriculture.  It  is  evident  ;that  much  more  solid  re- 
search and  epidemiological  studies  are  needed  in  this  area.  It  is  even 
more  obvious  that  under  the  present  system  operated  by  EPA,  the  mechanism 
for  the  reporting  of  pesticide  exposure  among  farmworkers  is  woefully  in- 
adequate. Therefore,  we  strongly  urge: 

• That  the  Federal  Government  and  all  State  governments 
take  immediate  steps  to  regulate  and  monitor  the  use  of 
pesticides,  herbicides,  and  other  toxic  substances  used 
in  the  fields,  packing  sheds,  food  processing  plants, 
labor  camps,  and  all  other  places  where  farmworkers 
and  their  families  live  and  work. 

• That  the  Federal  Government  and  all  State  governments 
undertake  major  research  efforts  to  determine  the  nature 
and  severity  of  the  immediate  and  long  term  health  and 
mental  health  problems  associated  with  exposure  to 
pesticides,  herbicides,  and  other  toxic  substances. 

Such  efforts  should  include: 

1.  Rigorously  scientific  research  and  epidemiological 
studies  on  the  farmworker  population  and  an  exami- 
nation of  the  data  on  the  neurotoxic  and  related 
effects  of  long  term  exposure  to  the  organophos- 
phates  and  other  pesticides,  including  repeated 
exposures  to  low  levels  of  such  pesticides; 


Giles,  David.  National  Association  of  Farmworker  Organizations, 
Presentation  to  the  Sub-Panel  on  Migrant  and  Seasonal  Farmworkers,  Sep- 
tember 1977. 

20 

Job-Related  Episodes  in  the  Agricultural  Area  by  State  of  Occurrence 
and  Occupation  of  Victim.  Pesticide  Episode  Review  System,  Environmental 
Protection  Agency,  1974  and  1975. 

21 

Proceedings:  Pesticide  Residue  Hazards  to  Farmworkers.  National 

Institute  for  Occupational  Safety  and  Health.  1976. 
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2.  Research  should  be  coordinated  with  data  from 

ERA  and  OSHA.  Epidemiological  studies  should  ex- 
amine mortality  and  morbidity  statistics  of  the 
farmworker  population  for  possible  correlations 
to  pesticide  exposure.  Examination  of  fertility 
and  infant  mortality  data  are  expecially  called 
for,  as  well  as  the  examination  of  data  on  birth 
abnormalities,  fetal  wastage,  and  child 
development . 

• That  a mandatory  reporting  system  be  developed  by  EPA 
for  the  reporting  of  pesticide  poisoning  incidents 

on  a nationwide  basis;  that  the  implementation  of 
this  system  include  an  investigation  of  every  reported 
pesticide  exposure  incident  within  10  days  following 
receipt  of  such  report;  and  that  mechanisms  be  devel- 
oped to  facilitate  farmworkers’  reports  of  pesticide 
poisoning  through  the  establishment  of  a nationwide, 
toll-free  telephone  number. 

• That  farmworker  organizations  be  given  the  right, 
through  cooperative  agreements,  to  act  as  the  desig- 
nated representative  of  the  worker  who  reports  pesti- 
cide exposure;  and  that  such  organizations  be 
recognized  by  EPA  as  leigitmate  depositories  for 
pesticide  complaints  by  farmworkers. 

• That  the  EPA  Office  of  Pesticides  Programs  create  a 
farmworker  unit  whose  responsibility  is  to  assure 
that  the  interests  of  the  farmworker  are  considered 
in  the  normal  course  of  pesticide  regulation. 

• That  the  Federal  Government  and  all  State  governments 
take  adequate  measures  to  ensure  the  strict  enforce- 
ment of  all  regulations  protecting  farmworkers  from 
hazardous  exposure  to  toxic  substances  and  pesticides; 
and  that  funding  levels  for  the  monitoring  and  en- 
forcement of  standards  of  pesticide  use  and  exposure 
be  increased  to  accomplish  this  goal. 

• That  the  manufacturers  of  pesticides  be  required  as 
part  of  the  registration  process  to  provide  the  neces- 
sary data  on  exposure  to  permit  formulation  of  safe 
reentry  levels  for  farmworkers;  and  that  the  Federal 
Government,  through  its  appropriate  agencies,  thor- 
oughly reexamine  the  issue  of  reentry  levels  to  ensure 
the  safety  of  the  farmworker  family. 

• That  the  Federal  Government  and  all  State  governments 
provide  extensive  support  and  enforcement  for  all  ef- 
forts to  implement  integrated  pest  management  programs. 
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• That  training  programs  be  developed  for  professionals 
and  paraprof essionals  employed  in  all  federally  funded 
farmworker  service  projects  in  the  recognition,  treat- 
ment, and  referral  of  pesticide  exposed  patients.  The 
development  of  such  competencies  should  be  documented 
in  all  applications  for  Federal  funding. 

CONCLUSIONS  ON  STATUTORY  PROTECTIONS  OF  FARMWORKERS 

The  development  and  implementation  of  a national  policy  regarding 
farmworkers  and  their  families  must  be  an  integral  part  of  a comprehensive 
rural  agricultural  economic  development  plan.  Such  a plan  must  incorporate 
the  needs  of  all  who  have  a stake  in  the  agricultural  economy — farmers, 
farmworkers,  and  consumers.  The  panel  asserts  that  the  most  urgent  first 
step  in  the  implementation  of  such  a national  policy  as  it  affects  the 
farmworker  must  be  the  full  coverage  of  farmworkers  under  the  law.  With- 
out the  same  legal  protections  available  to  industrial  and  other  workers, 
farmworkers  cannot  begin  to  hope  that  their  living  and  working  conditions 
will  change,  nor  that  their  life  chances  will  improve.  The  failure  of 
Federal  and  State  agencies  to  strictly  enforce  existing  law,  and  the  lack 
of  adequate  legal  representation  for  farmworkers,  compounds  this  lack  of 
protection.  For  these  reasons,  the  panel  recommends: 

• Legislative  action  to  establish  a National  Agricul- 
tural Labor  Relations  Board  to  guarantee  farmworkers 
the  same  status  under  the  law  now  provided  to  other 
workers  and  to  protect  their  right  to  organize  and 
bargain  collectively  to  improve  wages  and  working 
conditions. 

• That  the  Fair  Labor  Standards  Act  be  further  amended 
to  provide  universal  coverage  for  all  workers,  so  that 
agricultural  workers  earn  the  same  minimum  wage  as  do 
all  other  occupational  groups  covered  by  the  Act. 

Specifically,  the  exemptions  for  those  employers  us- 
ing fewer  than  500  man-days  of  employed  labor  should 
be  removed.  Agricultural  workers  should  receive  the 
same  minimum  guarantees  as  other  workers  regardless 
of  the  duration  or  location  of  their  employment. 

Further,  all  States  in  which  farmworkers  are  employed 
for  any  period  must  provide  minimum  wage  coverage  pro- 
tection equal  to  that  of  other  occupations  within 
these  States. 

• That  the  Fair  Labor  Standards  Act  provisions  governing 
child  labor  in  agriculture  be  made  as  restrictive  as 
for  any  other  occupation  affected  by  the  Act. 

Specifically,  the  Act  should  proscribe  the  employment 
of  any  youth  under  the  age  of  16  in  farmwork.  The 
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interstate  transport  of  children  under  the  age  of  16 
should  be  prohibited  without  guarantees  of  the  avail- 
ability of  preschool  and  special  educational  oppor- 
tunities, adequate  housing,  and  nutritional  support 
programs  for  such  children  in  each  area  through 
which  they  will  migrate.  Further,  Federal  funding 
should  be  contingent  upon  compliance  with  these 
standards . 

• The  amendment  of  the  Federal  Equal  Pay  Act  of  1963 
prohibiting  discrimination  in  wage  payments  on  the 
basis  of  sex  so  that  the  Act  covers  all  agricultural 
workers  who  would  be  affected  by  the  amendments  in 
the  Fair  Labor  Standards  Act  recommended  above. 

• That  the  Workmen’s  Compensation  laws  in  all  States 
be  revised  to  assure  that  benefits  are  paid  promptly 
to  agricultural  workers  in  order  to  provide  income 
to  agricultural  workers  during  periods  of 
unemployment . 

• That  in  all  existing  and  future  legislation  affect- 
ing farmworkers,  they  be  granted  a private  cause  of 
action  under  Federal  court  jurisdiction  for  viola- 
tions of  the  law.  Such  legislation  should  include 
provisions  for  recovery  of  attorney’s  fees  and  costs, 
to  enforce  compliance  with  the  law. 

• That  Federal  funds  for  the  provision  of  legal  serv- 
ices to  farmworkers  be  adequte  to  ensure  quality 
legal  representation  for  the  target  population. 

Such  legal  representation  should  be  separate  from 
and  independent  of  service  delivery  agencies. 

• That  there  be  established  in  the  Department  of  Jus- 
tice a task  force  to  analyze  all  existing  and  pro- 
posed Federal  legislation  affecting  agricultural 
workers  and  their  dependents. 

This  task  force  should  include  members  of  the  farm- 
worker population  or  their  representatives,  and 
should  prepare,  within  a one-year  period j a plan 
for  stringent  enforcement  of  all  Federal  and  State 
statutes  and  regulations  affecting  agricultural 
work  practices  and  programs.  Included  in  the  ob- 
jectives of  the  task  force  should  be  the  develop- 
ment of  mechanisms  for  the  separation  of  enforcement 
and  service  delivery  in  all  programs  and  agencies 
serving  farmworkers. 
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FARMWORKER  PARTICIPATION  IN  NON CATEGORICAL  ASSISTANCE  PROGRAMS 


Farmworkers  should  be  able  to  participate  in  all  Federal  programs  to 
assist  the  working  poor.  Their  full  participation  in  such  programs  would 
eliminate  the  necessity  for  some  special  categorical  services.  Since  occu- 
pational data  are  not  included  in  public  social  services  records,  it  is 
difficult  to  determine  the  level  of  farmworker  participation  in  such  pro- 
grams as  food  stamps.  Aid  to  Families  with  Dependent  Children,  Title  XX 
day  care  and  other  services,  and  a wide  and  growing  variety  of  other  serv- 
ices generally  available  to  the  working  poor.  Some  data,  however,  are 
available: 

o A study  of  farmworker  child  welfare  programs  in  12  States^^  found 
only  two  agencies  providing  in-home  service  for  farmworker  families. 
Only  rarely  did  social  service  agencies  report  the  placement  of 
farmworker  children  in  foster  homes.  These  agencies,  in  general, 
did  not  know  whether  farmworker  children  were  included  in  such 
placement  services.  In  some  areas,  it  was  reported  that  foster 
homes  would  not  accept  migrant  children. 

o The  report  confirms  earlier  observations  that  many  farmworkers  are 
not  eligible  for  Aid  to  Families  with  Dependent  Children;  thus, 
they  cannot  benefit  from  other  programs  which  require  AFDC  eligi- 
bility as  a criterion  for  participation.  Many  States  include  AFDC 
eligibility  as  a requirement  for  enrollment  in  medicaid  and  medi- 
care programs.  It  is  virtually  impossible  for  migrant  farmworkers 
to  obtain  assistance  under  the  AFDC  program.  Few  State  agencies 
administering  AFDC  provide  assistance  to  a family  known  to  be  per- 
manent residents  of  another  State;  and  the  farmworker’s  home  State 
frequently  refuses  to  pay  AFDC  benefits  if  an  applicant  is  out-of- 
State  for  a period  of  four  or  more  months. 23 

o The  food  stamp  program  is  also  characterized  by  constraints  that 
constitute  barriers  to  the  ability  of  farmworkers  to  benefit. 

Despite  efforts  by  the  Departm.ent  of  Agriculture  to  improve  food 
stamp  services  to  farmworkers,  the  following  barriers  persist: 
the  need  for  documentation  of  the  worker’s  income  and  assets;  the 
orientation  of  food  stamp  agencies  towards  nonmigrant,  permanent 
residents  of  their  area  (despite  program  modifications  intended  to 
assist  nonresident  migrant  workers);  restrictions  on  foods  that 
can  be  purchased;  the  requirement  that  the  family  or  individual 
have  a fixed  address  within  the  State;  and  the  requirement  that 
the  client  have  personal  cooking  facilities  (which  are  not  common 
in  migrant  labor  camps). 


22 

Inter-America  Research  Associates.  Migrant  Child  Welfare:  A State 

of  the  Field  Study  of  Child  Welfare  Services  for  Migrant  Children  and  Their 
Families  Who  Are  In-stream,  Home  Based,  or  Settled-Out,  pp.  42-43.  Wash- 
ington, D.C.,  June  1977. 

^^Ibid.,  p.  43,  p.  49. 
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o The  study  reports  that  Title  XX  day  care  services  were  provided  to 
only  3,417  preschool  children  of  migrants  as  compared  to  29,855 
migrant  children  served  in  all  publicly  funded  day  care  programs 
in  the  12  States.  States  must  provide  matching  funds  for  Title 
XX  dollars,  a requirement  that  limits  program  size.  In  the  competi- 
tion for  limited  funds,  migrant  oriented  programs  have  very  little 
chance  of  obtaining  day  care  funding,  since  services  are  offered 
at  the  discretion  of  each  State. 

o In  one  State  the  study  reported  the  use  of  a 19-page  application 
form  (in  English)  to  certify  eligibility  for  Title  XX  services.' 

An  amendment  to  Title  XX  in  1976  waives,  at  State  option,  the  de- 
determination of  income  eligibility  for  migrant  applicants . 25  Despite 
this  apparent  relaxation  of  the  regulations,  the  political  interven- 
tion and  advocacy  required  makes  adoption  of  the  provision  unlikely. 
Even  where  implemented,  the  provision  still  does  not  exempt  the 
migrant  applicant  from  the  burdensome  paperwork  requirements. 

o The  Department  of  Labor  estimates  that  in  1973  approximately  45  per- 
cent of  farmworker  families  eligible  for  assistance  under  the  Com- 
prehensive Employment  and  Training  Act  (CETA)  111(303)  had  incomes 
of  $1,000  per  year  or  less;  an  additional  40  percent  had  incomes 
under  $3,000  per  year.  However,  of  the  client  population  receiving 
CETA  111(303)  services  in  that  year,  only  2 percent  received  Aid  for 
Dependent  Children  and  only  5.4  percent  received  public  assistance 
of  any  kind.2^ 

o Federal  special  projects  designated  for  farmworker  services  frequently 
carry  matching  provisions  that  effectively  prevent  States  or  communi- 
ties from  participation;  since  migrants  are  citizens  of  no  community, 
community  matching  funds  simply  cannot  easily  be  raised  to  serve 
them.  For  example,  the  special  projects  allocation  for  farmworker 
alcohol  rehabilitation  programs  of  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  requires  only  a 10  percent  match  by  the  State, 
community,  or  agency.  Even  this  minimal  match,  however,  prevents 
communities  from  applying  for  much  needed  alcohol  rehabilitation 
services.  Similarly,  alcoholism,  mental  health,  and  other  services 
provided  by  some  State  plans  under  Title  XX  generally  require  match- 
ing funds  of  approximately  25  percent.  These  matching  provisions 
sometimes  prevent  States  and  communities  from  extending  those  serv- 
ices which  are  provided  to  permanent  residents  to  migratory  farmworker 


^"^Ibid.  , pp.  82-86. 

^^Ibid. , p.  46 . 
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U.S.  Department  of  Labor,  Division  of  Farmworker  Programs,  Employment 
and  Training  Administration.  1976  Progress  Report.  Washington,  D.C., 

1977. 
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families  who  need  them.  They  also  exclude  farmworker-governed 
organizations  as  potential  delivery  agents,  since  their  nonprofit 
status  precludes  their  generating  revenue. 

o A study  of  the  rehabilitation  needs  of  farmworkers  (in  a small  but 
random  cluster  sample)  found  that  44.5  percent  of  the  Nation’s  farm- 
worker households  have  one  or  more  disabled  members  and  that  31  per- 
cent of  the  heads  of  farmworker  families  were,  in  their  own  judgment, 
limited  in  the  amount  or  kind  of  work  they  could  do  because  of 
physical,  mental,  or  emotional  problems.  The  comparable  disability 
rate  among  the  population  as  a whole  is  10.6  percent.  However,  none 
in  the  sample  had  received  vocational  rehabilitation  services,  and 
less  than  one  percent  of  all  eligible  farmworker  families  are  esti- 
mated to  have  ever  received  vocational  rehabilitation  services.  The 
actual  number  receiving  such  services  is  unknown  because  case  records 
generally  do  not  identify  farmworkers  as  such.  Of  the  partially  and 
totally  disabled  persons  included  in  the  study,  7 percent  were  blind 
and  56  percent  had  other  uncorrected  visual  impairments;  16  percent 
had  uncorrected  auditory  impairments;  37  percent  had  severe  aches  in 
the  back  or  spine;  27  percent  had  pains,  aches,  or  swelling  in  other 
parts;  37  percent  complained  of  weakness,  tired  easily,  and  lacked 
energy;  and  29  percent  complained  of  nervousness,  tension,  anxiety, 

and/or  depression. ^8 

o The  same  study  indicated  that  three-quarters  of  the  respondents  in 
the  study  were  aware  of  social  security  provisions  and  38  percent  of 
those  had  applied  for  services.  Of  these  applicants,  only  38  per- 
cent received  services.  Sixty- three  percent  were  aware  of  unemploy- 
ment compensation  and  42  percent  of  those  had  applied  for  such 
services;  however,  only  9 percent  actually  received  them.  None  of 
the  surveyed  farmworkers  was  receiving  low-cost  housing  benefits, 
job  training.  Aid  to  the  Blind,  Aid  to  the  Permanently  and  Totally 
Disabled,  or  any  of  the  social  services  provided  by  community  action 
agencies,  workmen’s  compensation,  AFDC,  or  other  assistance  funds 
for  dependents . 

It  is  an  ultimate  irony  that  malnutrition  exists  among  those  who  har- 
vest food  for  the  American  consumer,  yet  there  is  considerable  evidence 
that  this  is  the  case.  Many  studies,  as  well  as  testimony  before  Congress, 
indicate  the  severity  of  malnutrition,  undernutrition,  and  poor  nutrition 
among  farmworkers  and  their  dependents  and  establish  their  need  for  supple- 
mental nutrition  programs.  However,  such  programs  have  thus  far  largely 
failed  to  reach  the  target  population  of  farmworkers.  Cases  in  point  are 


Congressional  Research  Service,  Library  of  Congress.  Eligibility 
and  Matching  Requirements  for  Selected  Federal  Social  Service  Programs, 
by  Rick  Praeger.  (77-158  ED.),  Washington,  D.C.,  June  30,  1977. 

28 

Inter-America  Research  Associates.  Handicapped  Migrant  Farmworkers. 
Washington,  D.C.,  December  1974,  pp.  1-2. 

29 

Ibid. , p.  61. 
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the  abovemen tioned  food  stamp  program,  and  USDA  Special  Supplemental  Food 
Program  for  Women,  Infants,  and  Children  (WIC)  which  provides  food  to  preg- 
nant and  lactating  women  and  to  infants  and  children  under  5 years  of  age 
who  are  at  risk  due  to  inadequate  income  and  nutrition. 

The  panel  is  encouraged  by  current  efforts  by  the  administrator  of 
the  WIC  Program  to  address  the  overwhelming  nutritional  needs  of  migrants. 
Working  with  the  Community  Services  Administration,  they  have  developed  a 
Migrant  Demonstration  Project  to  develop  a.  system  for  tracking  migrant 
farmworkers  as  they  move  from  their  home  base  States  through  instream  States 
and  return  to  home  base.  As  a result  of  the  tracking  system,  which  will  be 
implemented  in  1978  in  12  upstream  States  and  Texas,  they  hope  to  put  to- 
gether a profile  of  migrant  participation  in  the  WIC  Program  to  determine 
what  services  migrants  receive,  where,  and  how.  The  gathering  of  this 
needed  data  on  migrant  participation  in  WIC  is  crucial  to  the  development 
of  legislative  alternatives  for  improved  services. 

Although  it  seems  ironic  that  the  complexity  of  this  demonstration 
project  is  such  that  $330,000  will  be  required  for  staff  transportation, 
training,  and  evaluation  costs,  in  order  to  provide  $750,000  of  actual 
foodstuffs  for  recipient  women  and  children, 31  the  panel  nonetheless  sup- 
ports these  efforts,  as  well  as  those  to  certify  recipients  at  their  home 
base  and  guarantee  acceptance  of  that  certification  in  upstream  States. 
However,  we  point  out  that  certification  does  not  guarantee  participation 
in  the  services,  since  only  limited  numbers  of  slots  are  available  in  each 
State.  This  produces  situations  in  which  one  family  member  may  receive 
services  while  another  equally  in  need  of  them  may  not.  Unless  and  until 
mechanisms  are  devised  to  guarantee  participation  by  all  farmworkers  in 
need,  many  will  continue  to  be  excluded  from  these  nutritional  benefits. 

If  income  were  the  measure  of  eligibility,  virtually  every  farmworker 
family  would  be  eligible  for  food  stamp  benefits.  USDA  has  recently  issued 
regulations  to  assist  farmworkers  to  receive  food  stamps.  These  regula- 
tions include  allowing  someone  other  than  the  household  head  to  represent 
the  farmworker  in  both  application  or  eligibility  interviews;  provisions 
permitting  families  to  be  exempted  from  the  requirement  of  having  a con- 
ventional kitchen  facility;  the  provision  of  transfer  forms  for  migrant 
farmworkers  who  move  from  area  to  area;  and  the  facilitation  of  purchase 
levels  for  migrant  farmworkers  regardless  of  their  anticipated  income. 

Despite  USDA’s  efforts,  many  problems  continue  to  exist  for  those 
farmworkers — especially  for  migrants — who  are  eligible  to  receive  food 
stamps.  Transportation  to  and  from  food  stamp  offices  presents  nearly 
insurmountable  barriers  to  many  migrant  workers  since  crewleaders  and 
employers  are  often  unwilling  to  provide  transportation  for  laborers. 
Additional  barriers  include  the  lack  of  multilingual,  multicultural 


30 

U.S.  Department  of  Agriculture,  Food  and  Nutrition  Service,  Special 
Supplemental  Food  Program.  Migrant  Demonstration  Project.  Washington, 
D.C.,  September  12,  1977. 
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personnel  to  process  applications;  the  failure  of  local  officials  to  ex- 
plain the  use  of  transfer  forms,  or  their  refusal  to  honor  them;  the  re- 
quirement of  proof  of  citizenship  (this  requirement  is  meant  to  eliminate 
illegal  aliens,  although  no  other  group  receiving  food  stamps  is  required 
to  prove  citizenship);  and  the  need  to  have  specific  fixed  local  addresses. 
The  failure  of  food  stamp  offices  to  accommodate  the  working  hours  of  farm 
laborers  is  also  a substantial  barrier  to  service. 

Since  WIC  is  tied  to  food  stamp  eligibility,  food  stamp  delivery  serv- 
ices in  the  mid-continent  stream  should  also  be  evaluated.  The  panel  en- 
courages the  development  of  other  efforts  to  determine  the  degree  to  which 
migrants  and  seasonal  farmworkers  receive  supplemental  nutrition  services 
in  all  States  with  significant  farmworker  populations.  The  panel  believes 
that  the  correlation  between  adequate  nutrition  and  health  and  mental 
health  problems  is  significant — especially  the  relationship  between  pre- 
and  postnatal  nutrition  and  mental  retardation,  birth  anomalies,  and  fetal 
wastage — and  suggests  that  efforts  to  address  the  mental  health  needs  of 
this  population  must  be  accompanied  by  concurrent  efforts  to  meet  its  nu- 
tritional  needs. 


CONCLUSIONS  REGARDING  NONCAT EGORI CAL  PROGRAMS  FOR  FARMWORKERS 

Farmworkers  and  their  dependents  do  not  receive  services  generally 
available  to  the  working  poor  and  unemployed  commensurate  with  their  need 
and  eligibility.  The  traditional  barriers — lack  of  outreach;  transporta- 
tion problems;  lack  of  bilingual,  multicultural  service  providers;  the 
reluctance  of  communities  to  share  limited  resources  with  farmworkers  and 
their  families;  insensitivity  on  the  part  of  service  providers  to  the  needs 
of  farmworkers;  failure  of  service  delivery  agencies  to  provide  flexible 
hours — all  combine  to  prevent  full  and  effective  farmworker  participation 
in  these  services. 

As  long  as  States  and  communities  are  required  to  supply  matching 
funds  for  in-kind  and  income  support  services  generally  available  to  low- 
income,  underemployed,  or  unemployed  individuals  and  families,  farmworkers 
will  continue  to  receive  supportive  services  only  as  a last  priority  of 
service  delivery  agencies.  The  panel  believes  that  it  is  essential  that 
all  farmworkers  be  included  in  such  services;  to  accomplish  this  goal,  it 
is  essential  that  matching  requirements  be  removed  for  all  programs  which 
provide  services  to  farmworkers  funded  from  the  general  revenue.  Further, 
the  panel  holds  that,  in  order  for  farmworkers  and  their  families  to  be 
included  in  these  services,  they  must  be  considered,  at  least  for  the  im- 
mediate future,  as  a Federal  population  in  the  sense  that  it  is  the  Federal 
Government  alone  which  can  guarantee  that  farmworkers  and  their  families 
receive  all  those  services  to  which  they  are  entitled  as  members  of  the 
general  population. 

Therefore,  the  panel  strongly  urges: 

• That  the  financial  matching  requirements  be  waived 
for  all  Federal,  State,  and  local  programs  that  pro- 
vide services  to  migrant  farmworkers  or  their  dependents: 
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and  that  matching  requirements  be  waived  for  serv- 
ices to  farmworkers  and  their  dependents  in  all 
programs  that  have  the  potential  to  serve  this 
population. 

• That  for  those  support  programs  with  no  matching 
requirements,  the  Federal  Government  require  that 
a portion  of  all  funds  be  used  to  provide  services 
to  migrant  and  seasonal  farmworkers  and  their  de- 
pendents, based  upon  reliable  estimates  of  the 
farmworker  population  which  either  resides  in  or 
travels  through  each  State. 

That  is,  matching  requirements  should  be  waived 
for  farmworker  recipients  of  these  services  where 
such  requirements  exist,  and  where  no  such  require- 
ment exists,  each  State  or  locality  must  include 
in  its  plan  an  appropriate  portion  of  funding  to 
provide  services  to  farmworkers. 

• That  agricultural  workers  and  their  dependents  be 
specifically  included  in  coverage  provided  by 
Title  XVIII,  XIX,  and  XX  of  the  Social  Security  Act 
without  requirements  for  matching  funds. 

• That  each  regional  office  of  the  Federal  Regional 
Council  establish  a special  farmworker  advocate  to 
coordinate  and  implement  noncategorical  and  cate- 
gorical service  delivery  programs  for  farmworkers 
and  their  dependents  within  that  region. 

This  advocate  should  be  knowledgeable  regarding 
all  legal,  legislative,  and  service  programs  that 
affect  farmworkers  and  their  dependents.  Further, 
each  region  should  establish  a toll-free  telephone 
number  available  to  provide  assistance  to  farmwork- 
ers on  a 24-hour-a-day  basis. 

• That  the  nutritional  status  of  farmworker  women,  in- 
fants, and  children  be  raised  by  the  establishment 
of  a national  policy  to  make  WIG  services  available 
to  all  eligible  farmworker  families. 

Such  a standardized  policy  should  include  develop- 
ment of  mechanisms  for  insuring  continuity  of  WIG 
services  to  migrants  instream  as  well  as  in  home 
base,  and  should  include  national  certification  of 
all  family  members  in  need  of  these  activities. 

In  addition,  outreach  pediatric  and  obstetric/gynecological  services 
must  be  provided  to  farmworker  women  and  children  during  the  pre-  and 
postnatal  periods  and  during  infancy  and  early  childhood.  Other  health 
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services  for  farmworker  children,  including  dental  care  and  immunizations, 
should  be  part  of  the  standard  pediatric  examination  and  treatment  pro- 
cedures, coordinated  with  day  care  programs  and  school  systems. 
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FEDERAL  CATEGORICAL  PROGRAMS  FOR  FARMWORKERS 


Fifteen  years  ago  there  were  no  Federal  appropriations  for  categori- 
cal services  to  farmworkers.  Currently,  there  are  five  such  major  programs: 

• The  Migrant  Health  Program  (DREW) 

• Manpower  Training  and  Employment  Services  for  Farmworkers  (CETA 
Title  111(303))  (DOL) 

• Farmworker  Housing  Programs  (USDA) 

• Title  I Migrant  Education  Programs  (DHEW) 

• Migrant  Headstart  Programs  (DHEW) 

In  the  last  fiscal  year,  approximately  one-quarter  billion  dollars 
was  allocated  to  these  categorical  services.  (Appendix  II) 

There  are  three  basic  techniques  through  which  the  Federal  Government 
distributes  services.  It  can:  (1)  provide  direct  services;  (2)  provide 

indirect  services,  stimulating  and  responding  to  project  proposals  from 
service  provider  agencies  to  benefit  a specific  area  or  population;  or 
(3)  distribute  funds  through  other  governmental  agencies  on  a formula 
basis,  with  varying  degrees  of  program  control. 

The  channelling  of  Federal  funds  for  farmworker  programs  in  the  five 
categorical  services  has  proceeded  in  each  of  these  directions  simultane- 
ously and  through  diverse  agencies.  Although  early  Federal  programing  for 
farmworkers  emphasized  the  provision  of  direct  services, (for  example,  the 
construction  of  farm  labor  camps  by  the  Department  of  Agriculture) , the 
provision  of  indirect  services  (through  the  project  proposal  and  response 
technique)  has  been  generally  used  for  migrant  health.  Headstart,  and  more 
recent  housing  assistance  programs.  Title  I ESEA  migrant  farmworker  edu- 
cation funding  and  CETA  111(303)  have  operated  on  formula  bases.  In  ad- 
dition to  using  different  mechanisms  and  agencies  for  allocating  funds 
for  delivery  of  services,  the  separate  programs  for  farmworkers  have  each 
responded  differently  to  the  need  to  involve  regional  and  State  authori- 
ties, farmworker  organizations,  and  farmworker  advisory  or  policy  boards. 

As  noted  earlier,  funding  for  the  categorical  programs  is  based  on  statis- 
tical profiles  of  the  target  populations  that  differ  for  each  program. 

It  would  hardly  be  possible  to  design  a system  of  service  delivery  less 
responsive  to  the  true  numbers  and  needs  of  farmworkers,  less  amenable  to 
coordination,  or  more  administratively  expensive. 

Given  the  variety  of  client  definitions,  the  diversity  of  funding 
systems,  the  varying  mechanisms  for  including  or  excluding  States,  regional 
offices,  or  farmworker  organizations  in  the  planning  and  development  of 
programs,  it  is  not  surprising  that  great  inadequacies  in  service  delivery 
exist  at  the  local  level,  that  in  many  areas  programs  overlap,  or  that 
serious  imbalances  exist  in  the  availability  of  funds  for  some  local  pro- 
grams as  opposed  to  others. 
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Programs  funded  by  formula,  for  example,  reach  into  many  more  States 
than  do  those  funded  project-by-project.  For  example,  CETA  III  (303) 
employment  and  training  funds  extended  to  52  jurisdictions  in  1976,  migrant 
health  programs  to  34  jurisdictions.  Title  I migrant  education  programs 
to  42,  and  migrant  Headstart  programs  to  only  9.  (See  Appendix  II)  A 
case  in  point  is  Puerto  Rico,  which  in  1975  received  nearly  $2.5  million 
in  CETA  III  (303)  funds  and  also  received  substantial  migrant  health  funds. 
However,  no  funds  were  avilable  for  Title  I migrant  education  or  migrant 
Headstart  child  development  programing.  We  conclude  that  the  present 
variety  of  funding  mechanisms,  combined  with  the  differing  jurisdictional 
mandates,  results  in  program  delivery  systems  that  do  not  operate  in  the 
best  interests  of  farmworker  clients,  and  end  by  excluding  many  from  needed 
services . Sporadic  efforts  to  coordinate  existing  services  have  been  made 
in  the  past  with  varying  degrees  of  success.  However,  such  efforts  have 
often  resulted  in  increased  frustration  as  agency  representatives  and  serv- 
ice delivery  agents  with  a genuine  concern  for  farmworkers’  needs  attempt 
to  grapple  not  only  with  the  barriers  to  service,  but  with  the  lack  of 
responsiveness  and  lack  of  coordination  of  the  categorical  programs 
themselves . 

The  following  observations  on  Federal  categorical  programs  of  assist- 
ance to  farmworkers  are  based  on  the  most  recent  information  provided  to 
the  panel; 


CATEGORICAL  PROGRAMS  FOR  FARMWORKER  HEALTH 

Federal  programs  for  farmworker  health  improvement  and  maintenance 
are  conducted  in  accordance  with  the  Migrant  Health  Act  (P.L.  87-692) 
enacted  in  1962  with  an  initial  appropriation  of  $750,000.  By  1977,  fund- 
ing had  risen  to  $30  million.  Funds  are  channeled  through  the  10  regional 
offices  of  the  Department  of  Health,  Education,  and  Welfare  to  provide 
ambulatory  health  services  to  migrant  farmworkers  in  migrant  health  clinics. 
The  program  is  administered  by  the  Bureau  of  Community  Health  Services, 
Health  Services  Administration,  HEW. 

At  its  inception,  the  migrant  health  program  provided  only  public 
health  services,  such  as  immunization,  health  education,  and  environmental 
health  programs,  administered  largely  by  local  and  State  public  health 
agencies.  As  appropriations  increased,  provision  of  individual  health 
services  became  possible.  The  program  currently  provides  personal  and 
preventive  health  services  to  both  migrant  and  seasonal  farmworkers  and, 
where  possible,  to  other  needy  persons  in  the  largely  rural  areas  where 
migrant  health  projects  are  located.  In  recent  years  funding  has  been 
increasingly  reallocated  from  State  and  local  health  departments  to 
consumer-governed,  private  nonprofit  corporations.  These  reallocations 
are  based  on  the  belief  that  farmworkers  themselves  can  best  determine 
their  health  needs,  that  administrative  expenses  charged  by  State  and 
local  health  departments  have  been  excessive,  and  that  staff  and  employees 
of  farmworkers’  organizations  are  more  sympathetic  to  the  cultures  and 
needs  of  the  target  population. 


MIG  69 


1260 


In  1977  the  program  served  490,000  clients  in  95  projects,  funded 
with  an  appropriation  of  $30  million — an  average  cost  per  client  of  ap- 
proximately $60.  Of  these  clients,  35  percent  (175,000)  were  migrant 
farmworkers  or  their  dependents,  20  percent  (98,000)  were  seasonal  farm- 
workers or  their  dependents,  and  45  percent  (220,000)  were  "others. "32 


Administrators  of  the  Migrant  Health  Program  estimate  that  the  majority 
of  all  migrant  farmworkers  live  or  work  in  193  "higher  impact"  areas  com- 
prising 367  counties,  20  of  which  have  estimated  farmworker  populations  of 
10,000  or  more.  The  remaining  21  percent  of  the  target  population  is  found 
in  the  504  medium  or  low  impact  counties.  Migrant  health  projects  serve 
only  approximately  50  percent  of  the  medium  and  low  impact  counties,^^ 
thereby  leaving  a vacuum  in  health  service  delivery  for  large  numbers  of 
farmworkers,  especially  for  migratory  workers. 

Health  care  entitlement  programs  (such  as  medicaid)  have  been  virtually 
inaccessible  to  the  farmworker  for  a variety  of  reasons.  Although  some 
experimentation  with  group  insurance  programs  for  farmworkers  has  been 
undertaken,  these  programs  have  affected  very  small  numbers  of  farmworker 
families.  The  migrant  health  projects  constitute,  in  effect,  the  only 
available  health  care  for  the  great  majority  of  farmworkers.  Yet,  if 
total  appropriations  for  1977  are  computed  across  the  total  population 
of  approximately  five  million  farmworkers  and  dependents  who  are  eligible 
for  service,  less  than  $6  per  person  was  spent  to  meet  their  health  care 
needs . 

It  is  clear  that  farmworker  health  programs  are  desperately  needed, 
and  that  adequate  funding  for  the  continuation  and  expansion  of  these 
services  must  be  made  available  until  national  health  insurance  or  other 
health  entitlements  are  extended  to  farmworkers.  In  the  view  of  panel 
members,  the  meager  appropriations  available  have,  for  the  most  part,  been 
responsibly  spent  to  provide  emergency  physical  health  care  to  farmworkers 
(although  they  in  no  way  begin  to  provide  comprehensive  health  care  to 
this  population).  Nonetheless,  the  panel  feels  that  the  following  obser- 
vations should  be  made  regarding  the  programs: 


o The  health  care  needs  of  farmworkers  exist  whether  they  live  or 

work  in  high,  medium,  or  low  impact  counties.  The  lack  of  categori- 
cal farmworker  health  programs  in  medium  or  low  impact  areas  usually 
means  that  no  health  services  are  available  to  farmworkers. 

o By  its  own  estimate,  the  Migrant  Health  Program  serves  only  approxi- 
mately 25  percent  of  the  target  population.  The  National  Associa- 
tion of  Farmworkers’  Organizations  estimates  that  barely  10  percent 
of  farmworkers  are  covered  under  the  program.  In  fiscal  1977,  3 of 
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49  so-called  "high  impact"  areas  had  no  migrant  health  services. 

It  is  clear  that  the  imposition  of  artificial  barriers,  such  as  the 
use  of  "high,  medium,  and  low  impact"  (especially  when  these  arbi- 
trary restrictions  are  combined  with  the  varying  definitions  of  the 
population  to  be  served) , results  in  the  exclusion  of  most  farm- 
workers and  their  families  from  the  health  care  which  they  need 
and  to  which  they  are  entitled. 

o Clinic  hours  are  frequently  not  adjusted  to  the  clients’  working 
hours  during  the  harvest  season,  yet  farmworkers  cannot  take  time 
off  from  work  to  attend  to  health  needs.  Health  outreach  services 
to  homes  or  labor  camps  are  frequently  unavailable  or  inadequate 
and  transportation  to  and  from  health  clinics  continues  to  be  a 
serious  problem,  even  though  such  transportation  is  critical  for 
farmworkers,  who  generally  lack  personal  means  of  reaching  the 
clinic. 

o Health  projects  have  not  adequately  addressed  cultural  or  linguistic 
barriers  to  service.  Most  health  providers  speak  only  English, 
whereas  substantial  numbers  of  farmworkers  are  Spanish-speaking. 
Cultural  differences,  including  perceptions  of  time,  dietary  prefer- 
ences, childrearing  practices,  etc.  can  and  do  block  effective  uti- 
lization of  services.  The  lack  of  bilingual,  multicultural  service 
providers  who  are  sensitive  and  responsive  to  the  environmental, 
cultural,  and  economic  conditions  of  farmworker  life  constitutes 
one  of  the  most  serious  barriers  to  effective  service  delivery. 

o Linkages  with  other  health  services  (particularly  with  mental 
health  service  resources)  have  not  been  uniformly  established  or 
maintained.  Under  the  regulations  governing  the  Migrant  Health 
Act,  mental  health  services  are  regarded  as  "supplemental"  services. 
The  need  to  provide  emergency  physical  health  care  has  prevented 
the  exercise  of  this  supplemental  option  in  all  but  a few  instances, 
with  the  result  that  very  few  farmworkers  receive  any  mental  health 
care. 

o Funds  for  the  hospitalization  of  migrant  and  seasonal  farmworkers 
are  minimal.  Hospitals,  particularly  in  rural  areas,  where  most 
farmworkers  live  and  work,  either  cannot  or  will  not  accept  farm- 
workers for  admission. 

o Although  the  Migrant  Health  Program  incorporates  a National  Migrant 
Health  Referral  System,  this  system  does  not  take  full  and  effective 
advantage  of  existing  technology  for  the  quick  and  accurate  transfer 
of  health  information  from  one  location  to  another.  Nor  does  the 
referral  system  currently  include  mental  health  data  that  would 
permit  coordinated  delivery  of  mental  health  services  as  farmworkers 
travel.  A proposal  to  include  this  information  has  been  made  in 
recent  months;  however,  without  greatly  increasing  the  technological 
sophistication  of  the  system,  inclusion  of  these  data  will  be  of 
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very  limited  use.  The  panel  cautions  that  before  any  effort  is 
made  to  include  mental  health  information  in  the  Migrant  Health 
Referral  System,  thorough  and  careful  investigation  should  be  con- 
ducted by  legal  and  constitutional  experts  co  assure  that  the  pri- 
vacy of  clients  is  fully  protected.  Only  if  sanctions  can  be 
established  that  will  completely  safeguard  the  confidentiality  of 
such  records  can  the  panel  support  their  inclusion  in  the  Migrant 
Health  Referral  System. 

o Adequate  health  baseline  profiles  of  the  physical  and  mental  health 
of  migrant  and  seasonal  farmworkers  and  their  dependents  do  not 
presently  exist,  nor  is  evaluation  information  available  regarding 
the  effectiveness  of  the  95  projects  funded  by  the  Migrant  Health 
Program.  The  recent  allocation  of  $1.5  million  for  mental  health 
services  to  current  migrant  health  projects  is  the  first  agency 
effort  to  address  the  mental  health  needs  of  migrant  farmworkers; 
however,  the  full  dimensions  of  these  needs  can  only  result  from  a 
responsible  and  thorough  needs  assessment  of  the  farmworker  popula- 
tion, which  has  never  been  made. 

o In  many  areas,  migrant  health  projects  funded  with  Federal  grants 
are  also  responsible  for  environmental  health  monitoring  (enforce- 
ment of  housing  and  sanitation  codes,  monitoring  of  food  service  in 
labor  camps,  etc.).  However,  there  is  evidence  that  these  activi- 
ties are  often  hampered  by  political  pressure,  largely  from  locally 
prominent  and  powerful  grower  interests. 35 

Two  projects  of  the  migrant  health  program  are  noteworthy.  In 
FY  1976,  $3  million  was  used  to  fund  10  hospitalization  projects  in  high 
migrant  impact  areas,  with  an  estimated  population  of  125,000  migrant  farm- 
workers and  their  dependents.  The  hospitalization  program  serves  about 
3,500  migrants  and/or  their  dependents  each  year  in  17  contracting  hos- 
pitals. In  addition,  for  the  past  4 years  the  Migrant  Health  Program  has 
experimented  with  an  entitlement  program  to  enroll  farmworkers  and  members 
of  farmworkers’  families  in  prepaid  (or  self-insured),  year-round  ambula- 
tory and  inpatient  hospital  care  programs.  Approximately  7,500  are  presently 
enrolled  in  these  programs,  which  cover  both  home  based  and  upstream  areas. 
The  estimated  yearly  cost  per  person  averages  between  $160  for  the  self- 
insured  and  $250  for  those  who  prepay.  Estimates  prepared  by  Migrant 
Health  Program  administrators  based  on  these  costs  indicate  that  approxi- 
mately $140  million  would  be  required  to  extend  comprehensive  entitlement 
programing  to  all  migrant  farmworkers  and  their  dependents . 36  if  these 
estimates  were  extended  to  include  seasonal  farmworkers,  food  processors, 
and  their  dependents  as  well,  the  cost  of  providing  entitlement  to  compre- 
hensive health  coverage  both  in  home  based  and  upstream  States  would  be 
even  higher,  although  many  economies  obviously  could  be  realized  by  the 
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acquisition  of  more  accurate  data,  and  by  combining  all  Federal  programs 
providing  health  services  to  this  population  for  more  effective,  economical, 
and  coordinated  health  care  delivery. 

There  are  ample  precedents  for  the  special  funding  of  comprehensive 
health  care  programs  for  occupational  groups.  The  coal  miner,  for  example, 
is  covered  by  a health  and  welfare  pension  fund  which  is  financed  by  a 
royalty  paid  on  each  ton  of  coal  sold;  this  additional  cost  to  the  company 
is  passed  on  to  the  consumer  in  the  form  of  increased  coal  costs.  If  this 
concept  were  extended  to  the  farmworker  and  a small  value-added  tax  (per- 
haps one  cent  on  the  dollar)  were  paid  by  the  consumer  to  be  earmarked  for 
farmworker  health,  welfare,  and  pension  funds,  $2.5  billion  per  year  could 
be  generated  for  these  and  other  farmworker  entitlement  programs.  How- 
ever, the  panel  believes  that  the  inclusion  of  migrant  and  seasonal  farm- 
workers in  comprehensive  health  care  programs  (such  as  national  health 
insurance)  offers  the  best  and  most  economical  means  of  providing  compre- 
hensive health  care  to  this  population  by  broadening  the  base  of  support 
and  spreading  the  risk. 

Additional  health  care  services  are  also  provided  to  some  migrant 
farmworkers  through  programs  operated  under  Migrant  Headstart,  Title  I 
(Migrant)  of  the  Elementary  and  Secondary  School  Act,  and  CETA  III  (303). 
These  include  health  care  services  for  children  and  youths  enrolled  in 
migrant  education  programs,  as  well  as  some  health  education  services  to 
the  families  of  such  children. 

Many  migrant  health  care  administrators,  however,  are  concerned  about 
the  diversion  of  funds  which  are  available  for  farmworker  health  care  in 
these  programs  from  migrant  health  clinics  to  private  providers  and  to 
other  systems  outside  the  effective  control  of  the  migrant  health  projects. 
In  some  cases,  this  diversion  of  funds  is  necessary  in  areas  where  no 
migrant  health  projects  exist.  In  other  instances,  administrators  of 
Title  I,  CETA  III  (303)  and  Headstart  programs  have  found  migrant  health 
services  unacceptable  and  diverted  clients  to  other  health  providers. 

In  recent  months,  encouraging  linkages  have  been  established  between 
the  Migrant  Health  Program  and  agencies  within  ADAMHA.  In  the  summer  of 
1977,  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism,  the  National 
Institute  on  Drug  Abuse,  and  the  Office  of  Migrant  Health  agreed  to  con- 
duct a joint  study  on  the  alcohol  and  substance  abuse  needs  of  the  farm- 
worker population  through  examination  of  medical  records.  The  $75,000  cost 
of  this  study,  which  is  now  underx-zay  in  nine  sites,  will  be  shared  by  the 
participating  agencies.  Its  purpose  is  to  collect  and  analyze  existing 
data  on  the  drug,  alcohol,  and  related  health  problems  of  the  population, 
and  to  develop  a methodology  for  the  collection  of  additional  needed  data. 

Other  encouraging  developments  include  ongoing  arrangements  to  incor- 
porate records  from  all  NIAAA-funded  programs  into  the  National  Migrant 
Health  Referral  System,  and  efforts  by  NIAAA  administrators  to  require  all 
funded  programs  to  provide  outreach  to  migrant  and  seasonal  farmworkers 
within  their  service  areas.  In  addition,  staff  from  the  three  agencies 
participating  in  the  joint  study  mentioned  above,  joined  by  staff  from 
NIMH,  are  currently  establishing  a work  group  for  the  development  of 
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two  pilot  projects  in  two  home  base  States  (where  the  four  agencies  have 
colocated  projects)  to  explore  ways  to  share  outreach  efforts,  transpor- 
tation, inservice  training,  etc.  the  results  of  these  efforts  can  provide 
guidelines  for  the  development  of  models  in  other  areas  of  the  country. 

The  panel  supports  these  recent  efforts,  as  well  as  that  by  the  Office 
of  Migrant  Health  (discussed  earlier)  to  establish  linkages  between  service 
provider  agencies  to  benefit  the  farmworker  population.  However,  there  are 
few  efforts  to  extend  categorical  mental  health  services  to  the  farmworker, 
nor  to  develop  preventive  or  interventive  programs  for  this  population. 
Clearly,  the  recognition  of  the  farmworker  population  as  a high  risk  group 
should  provide  the  stimulus  for  innovative  mental  health  service  delivery 
programing. 

The  Department  of  Health,  Education,  and  Welfare  in  Region  V recently 
sponsored  an  area  conference  (November  1977)  to  explore  interrelationships 
that  might  be  established  on  the  local  and  regional  level  between  the  agen- 
cies of  ADAMHA  and  Migrant  Health  Programs  in  the  region.  The  establish- 
ment of  such  local  relationships  is  critical  to  the  improvement  of  mental 
health  services  to  farmworkers;  however,  if  such  efforts  are  to  prove 
fruitful,  both  a greater  commitment,  as  well  as  substantially  increased 
funding,  must  be  provided  to  both  migrant  health  and  ADAMHA  agencies  in 
all  areas  that  have  either  year-round  or  migratory  farmworkers. 

Finally,  there  are  other  complications  within  the  farmworker  health 
services  delivery  system.  The  Bureau  of  Community  Health  Services  not 
only  administers  the  Migrant  Health  Program  nationally,  but  also  the 
relatively  new  programs  of  Rural  Health  Initiatives  (RHI) , and  Health  Under- 
served Rural  Areas  (HURA) , as  well  as  certain  other  community  health  serv- 
ices for  the  poor.  Grantee  agencies  of  migrant  health  funds  have  expressed 
concern  regarding  the  potential  of  these  programs,  both  positive  and  nega- 
tive. Of  potential  positive  impact  is  the  possible  use  of  RHI  and  HURA 
grantee  projects  to  provide  more  comprehensive  health  care  for  farmworkers 
who  live  in  or  travel  through  the  regions  in  which  these  projects  operate. 

A negative  impact  might  lie  in  the  possible  diversion  of  categorical  farm- 
worker health  funds  into  RHI  and  HURA  grantee  organizations  without  assur- 
ance of  a fully  developed  capability  for  the  delivery  of  health  services 
to  farmworkers.  Farmworker  organizations  are  also  concerned  that  their 
constituencies  are  not  adequately  represented  in  the  Health  Resources  Ad- 
ministration and  Health  Services  Administration  processes.  Another  serious 
problem  is  the  lack  of  awareness,  both  on  the  part  of  physicians  and  others 
employed  within  farmworker  health  projects,  of  the  symptoms  and  dangers  of 
pesticide  poisoning. 

These  comments  underscore  the  need  for  all  farmworker  health  projects 
to  become  more  educated  and  aware  of  environmental  issues  related  to  health 
and  mental  health,  as  well  as  the  need  for  national  and  regional  adminis- 
trators of  farmworker  health  programs  to  insist  that  their  grantee  agencies 
demonstrate  how  .they  are  addressing  such  environmental  health  issues  as 
housing,  sanitation,  protection  from  toxic  chemicals,  in-camp  provisions 
for  the  preparation  and  preservation  of  food,  the  nutritional  value  of 
foods  provided  and  sold  by  crewleaders,  etc.  The  members  of  the  panel 
urge  that  regional  authorities  develop  mechanisms  to  monitor  and  evaluate 
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all  migrant  health  projects  at  least  once  a year  to  determine  their  effec- 
tiveness in  addressing  these  environmental  issues.  A national  study  of 
housing  and  health,  recently  commissioned  by  the  Office  of  Migrant  Health, 
should  be  of  significant  value  in  assuring  that  grantee  agencies  become 
more  sensitive  to  and  concerned  with  these  matters. 

The  panel  points  out,  however,  that  many  of  the  health  needs  of  farm- 
workers are  the  products  of  their  unsafe,  unsanitary  living,  working,  and 
housing  conditions,  and  the  cost  to  the  taxpayer,  to  say  nothing  of  the 
cost  in  human  misery,  of  meeting  these  needs  could  be  substantially  reduced 
by  the  simple  mechanism  of  enforcing  existing  laws. 


CONCLUSIONS  ON  FARMWORKER  HEALTH 

The  literature  on  the  health  problems  of  farmworkers  and  their  fami- 
lies is  filled  with  data  demonstrating  the  degree  to  which  farmworkers 
suffer  from  communicable  diseases  and  degenerative  diseases  at  rates  far 
exceeding  those  of  the  general  population.  Many  studies  indicate  that, 
despite  recent  progress  and  accomplishments,  the  infant  mortality  rates 
for  migrants  still  remain  much  higher  than  for  the  general  population,  that 
farmworkers  have  an  unusually  low  life  expectancy,  suffer  from  influenza, 
pneumonia,  tuberculosis,  and  other  infectious  diseases  at  significantly 
higher  rates  than  do  other  groups  in  our  society;  that  the  incidence  of 
malnutrition  (both  pre-  and  postnatal)  and  childhood  anemia  is  higher  for 
migrants  than  for  other  subpopulations  in  the  country,  that  migrant  births 
occur  outside  of  hospitals  with  far  greater  frequency  than  they  do  among 
the  population  as  a whole,  and  that  the  rate  of  hospitalization  for  acci- 
dents is  twice  as  high  as  it  is  for  the  rest  of  the  Nation. 37 

The  health  problems  of  seasonal  farmworkers  are  no  less  depressing. 
Both  seasonal  and  migrant  farmworkers  are  subjected  to  the  problems  in- 
herent in  any  rural  community,  e.g.,  a shortage  of  health  providers,  lack 
of  medical  facilities  and  equipment,  lack  of  health  education,  a shortage 
of  bilingual  and  multicultural  personnel  able  to  provide  direct  services, 
lack  of  transportation  to  health  facilities,  etc.  These  problems  are 
all  compounded  by  the  lifestyle  and  mobility  of  the  farmworker,  by  the 
unsafe  and  unsanitary  conditions  under  which  he  lives  and  works,  and, 
in  one  sense,  by  the  very  existence  of  categorical  programs  intended  to 
serve  him,  which  have  had  the  unintended  effect  of  excluding  him  from 
health  services  available  to  the  general  population  of  permanent  residents 
in  a community. 

While  the  panel  believes  that  much  of  the  data  frequently  quoted  in 
reports  on  the  health  needs  of  farmworkers  is  suspect,  and  that  there  is 
a lamentable  tendency  to  pass  along  such  data  from  one  report  to  another 
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without  current  documentation  as  to  its  validity,  what  does  emerge  from 
the  available  statistical  data,  as  well  as  from  testimony  before  various 
Congressional  committees,  is  one  clear  fact:  that  the  health  needs  of 

farmworkers  are  substantial,  are  urgent,  and  are  largely  unmet  by  current 
programs . 

These  health  needs  vary  from  region  to  region,  and  are  not  necessarily 
distributed  according  to  the  density  of  the  farmworker  population.  It  is 
the  view  of  the  panel  that  such  classifications  as  "high,  medium,  and  low 
impact"  are  not  only  artificial,  but  that  they  serve  to  institutionalize 
the  exclusion  of  the  majority  of  farmworkers  from  health  services.  Noting 
that  the  estimates  of  the  Office  of  Migrant  Health  indicate  only  one-fourth 
of  the  migrant  farmworker  population  is  being  served  at  the  present  time 
(an  estimate  considered  generous  by  farmworker  advocates) , the  enormity  of 
the  failure  to  provide  adequate  health  care  to  these  vital  elements  of  the 
labor  force  is  apparent. 

Ultimately,  the  panel  believes  that  all  farmworkers,  including  the 
total  farmworker  family  (whether  home  based,  instream,  or  settled-out) 
should  be  included  in  the  comprehensive  health  care  guarantees  available 
to  all  Americans  through  the  development  of  national  health  insurance. 
However,  until  such  a national  program  is  in  place  and  effectively  imple- 
mented, the  urgent  health  needs  of  the  farmworker  population  will  necessi- 
tate the  continuance  and  the  expansion  of  categorical  programs  to  meet 
these  needs.  The  members  of  the  panel  therefore  urge  that  the  following 
actions  be  taken: 

• That  the  Migrant  Health  Program  be  improved,  expanded, 
and  provided  with  funds  adequate  to  provide  accessi- 
ble, acceptable,  comprehensive  health  care  for  all 
farmworkers  and  their  families.  Such  health  care 
must  be  made  available  to  all  farmworkers  regardless 
of  where  they  live  and  work,  without  the  imposition 

of  artificial  barriers  restricting  those  eligible 
for  service  (such  as  the  use  of  arbitrary  definitions 
of  "migrant,"  "seasonal,"  "high,  medium,  and  low  im- 
pact," etc. ) . 

The  panel  urges  that  the  Bureau  of  Community  Health  Services  be  ex- 
plicitly proscribed  from  diverting  farmworker  health  funds  to  other  programs 
not  serving  migrant  and  seasonal  farmworkers  and  their  families.  Before 
committing  additional  funds  beyond  fiscal  year  1977,  BCHS  should  be  required 
to  formulate  and  implement  plans  to  upgrade  and  improve  all  existing  farm- 
worker programs. 

• That  the  Department  of  Health,  Education,  and  Welfare 
reestablish  funding  levels  adequate  to  meet  the  health 
needs  of  all  farmworkers,  including  those  who  live  in 
areas  of  low  population.  All  health  programs  funded 
by  HEW  must  indicate  through  regular  reporting  how 
they  are  addressing  the  needs  of  farmworkers  in  their 
respective  areas;  this  report  should  be  made  a condi- 
tion for  annual  funding  of  health  programs. 
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• That  the  language  of  the  National  Health  Planning 
and  Resources  Development  Act  be  altered  to  make 
clear  provision  for  meeting  the  health  needs  of 
rural  underserved  areas  and  especially  for  farmwork- 
er health  needs. 

• That  the  National  Health  Planning  and  Resource 
Development  Act  of  1974  (Title  XV  of  the  Public 
Health  Service  Act)  be  amended  so  that  "medically 
underserved  populations"  be  more  clearly  defined  to 
include  farmworkers;  that  all  States  be  required  to 
submit  State-level  plans  which  address  farmworker 
needs  specifically;  and  that  special  review  be  given 
all  applications  for  final  HSA  designation  to  ensure 
that  farmworker  clients  are  included, 

• That  the  farmworker  hospitalization  program  of  the 
Office  of  Migrant  Health  be  expanded  to  become  an 
integral  part  of  all  existing  farmworker  health  projects; 
that  the  funding  of  such  hospitalization  programs  be 
separate  and  distinct  from  the  overall  farmworker  health 
budget;  and  that  adequate  funds  be  appropriated  by  the 
Congress  to  cover  the  costs  of  providing  hospitalization 
to  all  farmworkers  in  need  of  it. 

• That  the  Federal  Government  establish  a Task  Force  to 
develop  a program  for  the  coordination  of  all  farm- 
worker health  programs  within  a single  office. 

The  panel  feels  such  coordination  is  essential  to 
avoid  fragmentation  of  services  among  the  various 
agencies  currently  funding  and  operating  programs 
affecting  sanitation,  housing,  environmental  health, 
heath  care  for  children  in  day  care  centers,  etc. 

• That  the  1980  Census  should  insure  that  all  farm- 
workers are  enumerated  and  that  the  specific  catego- 
ries are  defined  (using  a common  definition  as 
recommended  by  the  panel) . 

Since  all  appropriations  given  to  rural  areas  result 
from  the  census  of  agriculture,  a plan  must  be  devel- 
oped which  includes  all  farms  in  this  census,  as  well 
as  all  employees,  to  guarantee  equity  in  funding. 

• That  all  health  and  mental  health  services  to  migrants 
and  seasonal  farmworkers  be  based  on  a total  commitment 
to  an  emphasis  on  bilingual,  multicultural  services 
that  are  sensitive  and  responsive  to  the  environmental 
and  economic  conditions  of  farmworker  life.  This  will 
require  the  recruitment,  training,  and  promotion  of 
bilingual/multicultural  staff  appropriate  to  the  popu- 
lation being  served,  and  the  development  of  appropriate 
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• That  the  Federal  Government  develop  new  mechanisms 
for  comprehensive,  integrated  health  service  delivery 
to  farmworkers  and  that  it  establish  a National  Re- 
search and  Data  Bank  to  collect,  compile,  and  dissemi- 
nate pertinent  and  timely  data  on  farmworker  health, 
mental  health,  education,  nutrition,  and  manpower  needs 
in  these  fields. 

Unless  and  until  national  health  insurance  legislation  is  passed  by 
the  Congress,  or  in  the  absence  of  full  coverage  for  all  farmworker  fami- 
lies under  such  legislation,  the  panel  suggests  this  alternative  solution 
as  a way  of  providing  comprehensive  health  care  to  this  population,  urging: 

• That  all  farmworkers  and  their  families,  both  migrant 
and  seasonal,  instream  or  settled-out,  be  fully  included 
in  a low  cost  system  of  health  care  insurance,  and  that 
such  a system  include  farmworker  access  to  health  care 
counselors,  trained  in  health  care,  to  assure  their 
full  participation  in  the  program,  and  to  assist  them 

in  submitting  applications,  filing  insurance  claims, 
etc. 

As  noted  earlier,  transportation  must  be  viewed  as  an  integral  part  of 
any  health  care  delivery  system  in  order  to  make  primary  and  preventive 
care  truly  accessible  to  all  farmworkers.  The  panel  therefore  urges: 

• That  all  Federal  agencies  serving  farmworkers  develop 
and  implement,  in  coordination  with  the  Department  of 
Transportation,  programs  to  improve  transportation 
services  to  farmworkers;  and  that  mechanisms  be  de- 
veloped by  those  agencies  for  reimbursement  of  extra- 
ordinary transportation  costs  faced  by  both  patients 
and  service  providers  in  the  delivery  of  health  and 
mental  health  services  to  farmworkers  and  their 
families . 

• That  all  farmworker  health  and  mental  health  programs 
mandate  a strong  outreach  component  for  the  delivery 
of  services  to  the  farmworker  and  his  family  (includ- 
ing migrant  and  seasonal,  instream  and  settled-out)  to 
assist  in  the  identification  of  health  and  mental 
health  problems  among  the  farmworker  population. 

Such  outreach  programs  should  include  education  for 
preventive  measures  in  health  and  mental  health,  as 
well  as  programs  for  training  appropriate  bilingual 
and  multicultural  personnel  to  deliver  such  services. 


MIG  78 


1269 


• That  migrant  and  seasonal  farmworkers  be  made 
categorically  eligible  for  Medicaid  coverage  with 
100  percent  Federal  financing. 

In  addition,  outreach  pediatric  and  obstetric/gynecological  services  should 
be  included  in  any  system  for  health  care  delivery.  These  services  should 
be  provided  to  all  farmworker  women  and  children,  in  home  base,  instream,  or 
settled-out,  and  should  include  services  during  the  pre-  and  postnatal 
periods,  during  infancy,  and  early  childhood.  Other  health  services,  in- 
cluding dental  care  and  immunizations  for  farmworker  children,  should  be 
part  of  the  standard  pediatric  examination  and  treatment  procedures,  and 
should  be  coordinated  with  day  care  programs  and  school  systems. 


PROGRAMS  AFFECTING  CHILD  WELFARE  AND  THE  EDUCATION 
OF  FARMWORKER  CHILDREN  AND  YOUTH 

Two  major  Federal  programs  affect  the  education  of  the  children  of 
migrant  and  seasonal  farmworkers.  The  first  and  largest  is  administered 
under  the  provisions  of  Title  I of  the  Elementary  and  Secondary  Education 
Act  (ESEA) , which  was  amended  in  1966  to  include  the  children  of  migratory 
agricultural  workers,  and  again  in  1974  to  include  the  children  of  migra- 
tory fishermen.  The  second  is  the  preschool  Headstart  Program  for  Migrant 
Children,  which  is  administered  by  the  Indian  and  Migrant  Program  Division 
of  the  Administration  for  Children,  Youth,  and  Families,  Department  of 
Health,  Education,  and  Welfare. 

In  FY  1977,  $130.9  million  in  Title  I funds  were  granted  by  the  Migrant 
Program  Branch  of  the  U.S.  Office  of  Education  to  46  States  and  Puerto  Rico 
to  operate  migrant  education  programs  in  grades  K-12.  The  number  of  migrant 
children  enrolled  in  the  programs,  which  are  currently  operated  in  more  than 
2,800  projects,  has  grown  from  80,000  in  1967  to  approximately  569,000 
today. 38 

Title  I funds  may  be  granted  to  State  education  agencies,  which  either 
provide  the  services  directly  or  through  local  education  systems;  or  they 
may  be  granted  to  other  public  or  nonprofit  private  agencies  if  the  U.S. 
Commissioner  of  Education  judges  that  such  agencies  can  administer  the  pro- 
grams more  efficiently  and  economically,  that  a State  is  unable  or  unwill- 
ing to  conduct  the  programs,  or  that  the  welfare  and  educational  attainment 
of  migrant  children  would  be  substantially  improved.  In  practice.  Title  I 
Migrant  has  relied  almost  entirely  on  the  first  alternative,  funding  di- 
rectly through  State  education  agencies,  and  has  used  the  second  alterna- 
tive only  in  rare  circumstances. 

The  programs  include  preschool  education  and  the  development  of  voca- 
tional, academic,  and  communication  skills;  and  provide  such  supportive 
services  as  medical  care,  resource  coordination,  etc.  About  88  percent  of 
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the  children  served  participate  in  elementary  and  secondary  education  pro- 
grams; the  remainder  are  served  in  preschool  or  day  care  programs  funded 
by  Title  1.39  At  least  half  of  the  children  served  are  Spanish-speaking, 
primarily  from  the  Southwest. 

Under  the  terms  of  Title  I,  ESEA-Migrant , each  State  department  of 
education  submits  a plan  and  cost  estimates  for  education  programs  to  the 
U.S.  Office  of  Education  for  approval.  The  State  is  then  awarded  a grant 
to  support  the  administration  and  operation  of  the  program.  Grants  allotted 
to  each  State  are  based  on  a formula  which  determines  funding  by  the  number 
of  migrant  children  being  served,  as  reported  by  the  States  to  the  Migrant 
Student  Record  Transfer  System  (MSRTS) , an  integral  part  of  the  national 
program  headquartered  in  Little  Rock,  Arkansas,  which  provides  a computer- 
ized education  record.  A child  is  considered  eligible  to  participate  if 
both  the  child  and  the  parent (s)  have  moved  from  one  school  district  to 
another  during  the  past  year  or  across  State  boundaries  in  order  for  the 
parent  or  other  member  of  the  immediate  family  to  secure  employment  in 
agriculture,  fishing,  or  in  food  processing.  The  child  is  considered  eli- 
gible for  up  to  5 years  after  the  parents  have  settled  in  one  place. 

There  are  an  estimated  800,000  migrant  children  in  the  United  States; 
estimates  of  the  number  of  working  child  laborers  run  as  high  as  300,000.^^0 
Half  of  this  number  may  work  as  regular  contributors  to  the  income  of  their 
families.  As  noted.  Title  I Migrant  serves  only  569,000  children  currently; 
thus,  the  most  apparent  deficiency  in  Title  I ESEA-Migrant  programs  is  that 
they  fail  to  reach  all  the  estimated  target  population.  An  even  more  criti- 
cal deficiency  lies  in  their  failure  to  have  a significant  impact  on  migrant 
children  in  secondary  education,  since  the  major  emphasis  of  the  programs 
is  on  grades  K-6.  In  Fiscal  Year  1977,  Texas,  California,  and  Florida 
received  approximately  58  percent  of  the  total  Title  I allocation.  The 
remaining  44  States  participating  in  the  program,  including  Puerto  Rico, 
received  an  average  of  $1.29  million  each.  The  estimated  average  expendi- 
ture per  enrolled  student  is  approximately  $230  per  year,  although  there 
is  a wide  variance  for  individual  projects. Services  provided  by  Title  I 
with  this  allotment  include  health  services,  food  and  nutrition,  clothing, 
ancillary  support  services,  and  transportation. 

Despite  very  real  cultural  diversity  among  farmworker  children,  there 
are  many  common  links  that  join  them:  poverty,  inadequate  health  care, 

substandard  housing,  and  astonishingly  poor  educational  attainment.  The 
nonfarmworker  student  has  a 96  percent  chance  of  entering  the  9th  grade 
and  an  80  percent  chance  of  entering  the  12th  grade.  Despite  the  infusion 
of  funds  through  Title  I,  the  migrant  students  it  serves  have  only  a 
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40  percent  chance  of  entering  the  9th  grade  and  only  an  11  percent  chance 
of  entering  the  12th  grade. 

A comprehensive  study  of  the  Title  I Migrant  education  programs  was 
published  in  1974.  The  study  found  that  (1)  the  average  migrant  student 
is  from  6-18  months  behind  the  expected  grade  level  for  his/her  age  group; 

(2)  migrant  students  fall  markedly  behind  the  rest  of  the  student  popula- 
tion in  both  achievement  and  grade  level  in  the  3rd  and  4th  grades.  Ap- 
proximately 3 years  were  required  for  the  average  migrant  student  in 
California  and  Texas  to  move  one  grade  level  in  these  early  grades; 

(3)  despite  the  fact  that  only  11  percent  of  migrant  children  enter  the 
12th  grade,  more  than  90  percent  of  the  sample  student  population  expressed 
the  desire  to  stay  in  school,  despite  academic  and  economic  dif f iculties . 

In  order  for  educational  programs  to  have  a positive  impact  on  farm- 
worker children,  these  programs  must  take  into  account  those  factors  in 
the  farm  labor  system  that  impede  the  farmworker  child’s  chances  for  edu- 
cational achievement.  Research  and  classroom  experience  reported  by  the 
National  Education  Association  indicates  that  six  primary  factors  contribute 
to  the  high  drop-out  rate  and  other  problems  among  migrant  students: 

(1)  geographic  mobility;  (2)  the  use  of  child  labor  to  supplement  meager 
family  earnings;  (3)  poor  health,  nutritional  deficiencies,  and  exposure 
to  the  hazardous  environmental  conditions  of  farm  work;  (4)  the  discrimina- 
tory practices  and  negative  attitudes  of  community  and  school  personnel; 

(5)  the  inability  of  traditional  monolingual  school  systems  to  deal  with 
the  multicultural,  multilingual  backgrounds  of  migrant  children;  (6)  the 
lack  of  continuity  in  educational  programs  for  these  mobile  children,  and 
the  inability  of  traditional  school  systems  to  recognize  the  need  for 
interstate  transfer  of  academic  credits  earned  by  migrant  students. 

A unique,  and  potentially  very  positive  aspect  of  Title  I ESEA  Migrant 
programs,  is  the  Migrant  Student  Record  Transfer  System  (MSRTS) . Developed 
in  1971,  the  system  consists  of  a computerized  student  records  depository 
and  provides  a nationwide  telecommunication  network  for  rapid  transmittal 
of  student  information  to  and  from  the  user  schools.  An  integral  component 
of  the  records  transfer  system  is  the  health  information  it  contains.  Un- 
fortunately, the  computer  is  not  linked  to  the  automated  records  keeping 
system  of  the  Migrant  Health  Program  and  no  cross  communications  between 
the  systems  is  possible  at  the  present  time. 
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A persistent  criticism  of  the  MSRTS  is  that  the  statistics  it  provides 
(which  determine  the  number  of  children  eligible  for  Title  I programs)  are 
frequently  inaccurate.  In  1975,  MSRTS  stored  information  on  approximately 

435.000  migrant  students.  However,  because  of  recruitment  and  identifica- 
tion failures,  there  are  probably  a great  many  eligible  children  who  are 
not  listed  by  MSRTS.  A study  on  Title  I Migrant  programs  found  that  many 
eligible  children  were  not  being  identified;  therefore  they  were  not 
served. Two  States  studied  by  HEW’s  own  audit  agency  were  found  to  be 
unaware  of  numerous  migrant  children  enrolled  in  local  schools. An  of- 
ficial of  the  Texas  Education  Agency  estimated  that  there  were  approximately 

300.000  migrants  in  the  State,  although  only  60,000  were  listed  in  the  data 
bank.  In  1974,  more  than  20,000  eligible  migrant  children  in  Texas  listed 
on  the  MSRTS  were  not  enrolled  in  migrant  education  projects.  It  appears 
that  many  eligible  children  are  not  entered  into  the  data  bank,  nor  is 
entry  into  the  system  a guarantee  of  educational  services. 

Another  pervasive  criticism  of  Title  I ESEA-Migrant  programs  is  that 
instruction  is  provided  by  a predominantly  white,  middle-class  faculty. 

Most  frequently,  teachers  are  drawn  from  existing  local  school  faculties 
who  are  then  salaried  from  Title  I funds  during  the  summer  to  teach  in 
migrant  programs.  These  local  teachers  are  often  disinterested  in  the 
special  needs  of  migrant  children.  Further,  Title  I funds  rickly  supple- 
ment the  funds  of  local  school  systems  by  providing  teaching  media,  equip- 
ment, library  materials,  mobile  classrooms,  etc.,  that  are  frequently  used 
throughout  the  year  for  the  resident  school  population  and  may  not,  in 
fact,  be  used  during  Title  I summer  sessions  for  the  intended  target  popu- 
lation.^^ Yet  another  criticism  of  Title  I Migrant  programs  is  that  they 
either  create  or  reinforce  low  self-esteem  among  farmworker  students  by 
teaching  these  students  to  view  farrawork  with  low  regard.  Critics  also 
note  the  cultural  inappropriateness  of  much  of  the  curriculum  and  teaching, 
and  the  elevation  of  the  expectations  of  migrant  and  seasonal  farmworker 
children  to  upward  mobility  that  may  not  be,  in  fact,  a possibility  for 
many  students. 

The  potential  exists  within  Title  I Migrant  programs  for  the  provision 
of  health  care  and  preventive  mental  health  care  to  migrant  children.  How- 
ever, since  each  State  department  of  education  prepares  its  own  plan  for 
the  use  of  Title  I funds,  the  inclusion  of  programs  such  as  psychological 
counseling  depends  on  the  State’s  definition  of  the  needs  of  children. 
Frequently,  teachers  and  administrators  of  Title  I programs  are  not  only 
insensitive  to  the  needs  of  farmworker  children  but  are  sometimes  hostile 
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towards  them.  The  inclusion  of  counseling  and  preventive  mental  health 
services  in  Title  I programs  will  therefore  require  a separate  mandate  to 
the  States. 

In  the  opinion  of  panel  members,  the  Federal  operation  of  these  pro- 
grams may  be  necessary  to  insure  continuity  and  quality  in  programing. 


Preschool  Programs  for  Farmworker  Children 

There  is  probably  no  population  more  in  need  of  preschool  care  for 
their  children  than  farmworkers.  Most  family  members  who  are  old  enough 
(and  many  who  are  not)  must  work  to  supplement  the  family  income.  Unless 
day  care  of  some  kind  is  avaiable,  young  children  and  infants  are  often 
left  unattended  in  the  fields,  alone  in  the  camps,  or  in  the  minimal  care 
of  older  siblings.  This  is  insufficient  to  insure  their  safety,  health, 
and  well-being. pf  the  migrant  mother  stays  in  the  camps  to  care  for  her 
children,  a significant  decrease  in  the  family  income  results,  meaning  less 
food  and  other  necessities  for  the  family.  Yet  at  least  one  estimate  holds 
that  over  80  percent  of  migrant  mothers  work.^^  Day  care  services  can 
benefit  the  entire  family,  freeing  the  parents  to  work  without  worry  or 
concern  for  the  safety  of  their  children,  and  allowing  older  children  to 
attend  school  without  the  responsibility  of  caring  for  a younger  child. 

Most  importantly,  day  care  services  can  offer  comprehensive  care  and  help 
to  maximize  the  physical,  intellectual,  and  social  development  of  preschool 
children.  Health  and  nutrition  can  be  improved  through  provision  of  well 
balanced  meals  and  snacks  avaiable  from  USDA  food  programs.  Physical  and 
dental  examinations  can  prevent  serious  infectious  diseases,  and  assessments 
of  the  coping  mechanisms  of  the  developing  child  can  be  made. 

Migrant  Headstart  programs  began  in  1965,  authorized  by  the  Economic 
Opportunity  and  Community  Partnership  Act  of  1964.  The  intent  of  this  Act 
was  to  provide  quality  preschool  services  that  would  enhance  the  develop- 
ment of  preschool  children  from  low-income  families.  Migrant  Headstart  is 
designed  to  provide  full  preschool  services  tailored  to  meet  the  needs  of 
migrant  families.  It  is  administered  by  the  Indian  and  Migrant  Program 
Division  (IMPD)  of  the  Administration  for  Children,  Youth,  and  Families  of 
the  Department  of  Health,  Education,  and  Welfare.  In  FY  1976,  13  migrant 
grantee  agencies  received  funding  to  provide  services,  some  of  which  oper- 
ated in  several  locations.  For  example,  the  East  Coast  Migrant  Headstart 
Project  provides  services  in  11  Eastern-stream  States;  the  Texas  Migrant 
Council  serves  10  States;  and  the  Illinois  Department  of  Children  and 
Family  Services  operates  centers  throughout  Illinois.  However,  a tragically 
small  number  of  children  are  served  nationwide.  IMPD  estimates  that  only 
about  2 percent  of  eligible  migrant  preschool  children  receive  this  vitally 
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important  early  childhood  education  and  development  program.  In  1976,  for 
example,  only  5,454  migrant  children  participated  in  these  programs. ^1 

The  target  population  served  by  Migrant  Headstart  is  the  truly  mobile 
migrant.  Seasonal  workers  or  settled-out  migrants  are  served  only  if  they 
can  be  easily  incorporated  into  the  program,  with  eligibility  for  their 
participation  determined  by  income. 

Under  the  guidelines  of  Headstart  programs,  10  percent  of  the  children 
served  must  be  physically,  development ally , or  emotionally  handicapped. 

Unlike  standard  Headstart,  care  is  provided  for  children  from  infancy 
through  5 years  of  age,  since  migrant  parents  need  infant  care  in  order  to 
be  free  to  work.  The  Migrant  Headstart  program  provides  a comprehensive 
range  of  services,  including  health  care  (physical  and  dental  examinations 
and  treatment),  nutrition  (hot  meals  and  snacks),  social  services,  such  as 
outreach  and  referral,  and  programs  for  parent  involvement.  Headstart 
center  hours  attempt  to  match  the  parents’  work  hours  and  transportation 
must  be  available  early  enough  so  as  not  to  delay  the  parents’  work.  Some 
centers  begin  as  early  as  4:00  a.m.  and  operate  as  late  as  11:00  p.m. , to 
accommodate  long  or  staggered  working  hours.  Bilingual/bicultural  programs 
and  teachers  are  required  in  centers  where  the  population  is  predominantly 
Spanish-speaking. 

Although  Headstart  programs  for  migrant  preschool  children  demonstrate 
great  potential,  the  extension  of  these  programs  to  cover  a larger  percent- 
age of  the  target  population  is  hampered  by  their  high  cost.  In  1976  the 
cost  of  these  child  care  services  to  the  5,454  children  who  participated 
in  the  Migrant  Headstart  programs  was  $4.6  million. 52  These  high  costs 
reflect  a variety  of  factors,  including  the  Federal  Interagency  Day  Care 
Requirements,  local  licensing  regulations,  and  higher  general  operating 
and  equipment  expenses  for  infants  (cots,  diapers,  bottles,  etc.).  They 
also  reflect  the  expense  of  employing  staff  for  the  long  hours  that  Migrant 
Headstart  centers  remain  open  in  order  to  serve  the  needs  of  their  clients. 

It  is  obvious  that  day  care  for  children,  and  especially  for  infants,  is 
expensive;  it  is  even  more  obvious  that  the  need  for  such  programs  of 
early  childhood  education  is  critical  and  urgent  in  the  migrant  and  seasonal 
farmworker  population,  and  that  such  programs  could  have  a profound  impact 
on  the  physical,  intellectual,  and  social  development  of  farmworker  children. 
The  opportunity  they  present  for  the  development  of  preventive  mental 
health  strategies  is  excellent.  However,  the  annual  cost  per  child  of 
fully  responsive  Headstart  programs  for  migrant  children  may  run  as  high 
as  $2,500  per  year. 53 


^^Presentation  to  the  Sub-Panel  by  Hank  Aguirre,  Migrant  Coordinator, 
Indian  and  Migrant  Programs,  Administration  for  Children,  Youth,  and  Fami- 
lies, DHEW,  June  1977. 


52 


Ibid. 


53 


Ibid 
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Once  again  the  panel  members  point  out  a tragic  and  circular  irony: 
that  the  inability  of  the  farmworker  to  compete  and  bargain  within  the 
labor  market  for  higher  wages  (through  exclusion  from  collective  bargaining 
rights)  prevents  him  from  assuming  the  cost  of  providing  for  the  essential 
services  which  his  own  children  desperately  need,  and  which  he  himself  can- 
not provide  because  of  his  inability  to  compete  for  higher  wages. 

The  panel  concludes  that  Migrant  Headstart  programs  offer  an  inno- 
vative solution  to  the  preschool  and  day  care  needs  of  migrant  children, 
and  that  they  have  the  potential  for  upgrading  the  early  childhood  educa- 
tion of  these  children.  It  is  clear  that  allocation  of  future  resources 
for  these  programs  must  be  assessed  in  light  of  these  factors.  It  is  equally 
clear  that  other  innovative  programs  must  be  developed  to  meet  the  urgent 
need. 

Another  opportunity  that  exists  for  the  provision  of  day  care  and 
other  social  services  to  the  children  of  farmworkers  lies  in  the  use  of 
Social  Security  Act  Title  XX  funds.  The  potential  for  this  source  of  sup- 
port is  great:  however,  as  the  panel  noted  earlier  (Section  3B) , since 

these  services  are  at  the  discretion  of  the  States,  which  must  provide 
matching  funds  for  Title  XX  dollars,  migrants  are  often  excluded  from  defi- 
nitions of  service  eligibility.  The  simple  removal  of  the  requirement  for 
matching  funds  for  farmworkers’  children  would  permit  organizations  to 
apply  pressure  in  each  State  for  the  provision  of  day  care  services  to  these 
children. 

Still  another  opportunity  exists  in  the  programs  operated  under  CETA 
Title  III  (303)  of  the  Department  of  Labor.  Although  in  some  instances 
the  CETA  III  (303)  programs  can  purchase  day  care  services  for  children  of 
clients  enrolled  in  training  programs,  many  believe  that  the  purchase  of 
service  fee  limit  is  inadequate  under  regulations  imposed  by  the  Department 
of  Labor  and  by  prime  sponsors.  Fee  limits  preclude  purchase  of  day  care 
services  in  licensed  centers  in  most  instances  and  few  quality  control 
monitoring  mechanisms  exist. 

Many  industrial  companies  provide  day  care  services  for  their  employ- 
ees. Since  most  farmworkers  are  employed  by  large  units  of  agribusiness 
(as  the  ultimate  employer) , investigation  of  the  models  for  employer- 
provided  day  care  services  should  be  pursued. 


Other  Educational  Programs  for  Farmworker  Children  and  Youth 

The  Department  of  Labor  currently  funds  two  secondary  and  postsecondary 
educational  programs  for  farmworker  youth  in  addition  to  the  manpower  train- 
ing projects  which  it  funds  for  adult  farmworkers.  These  are  the  High 
School  Equivalency  Program  (HEP)  and  the  College  Assistance  Migrant  Program 
(CAMP).  Both  are  encouraging  efforts  to  increase  the  migrant  student’s 
access  to  educational  opportunities,  and  both  are  funded  from  the  discre- 
tionary monies  of  the  Secretary  of  Labor. 

HEP  programs  for  migrants  were  conceived  in  1967  to  provide  migrant 
farmworkers  between  17  and  23  years  of  age  with  a high  school  education 
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and  to  place  them  in  jobs  or  higher  educational  institutions  wherever  pos- 
sible. Designed  to  assist  the  high  school  dropout,  HEP  has  established  a 
number  of  projects  at  universities  where  migrant  youths  can  pursue  their 
secondary  education  in  a college  environment,  removed  from  the  stigma  they 
might  face  in  public  schools.  To  complete  the  course  successfully,  the 
HEP  student  must  pass  the  General  Educational  Development  (GED)  examination. 

The  CAMP  program  was  originally  developed  and  funded  through  the 
Office  of  Economic  Opportunity.  It  provides  comprehensive  educational  and 
support  services  to  migrant  students  designed  to  enable  them  to  gain  the 
skills  necessary  to  complete  a four  year  college  degree  and  acquire  the 
professional  competencies  needed  to  be  able  to  make  alternative  choices 
in  terms  of  future  professions.  To  help  them  achieve  this  goal,  CAMP  pro- 
vides enrolled  students  with  intensive  support  services  such  as  tutoring, 
counseling,  special  curricular  and  testing  procedures,  and  summer  sessions. 
Its  basic  concept  is  to  combine  within  a single  program  both  the  education 
and  the  support  the  migrant  student  needs  in  order  to  finish  college. 

Although  at  present  the  four  programs  serve  less  than  500  students, 

85  percent  of  CAMP  students  graduate  from  college  at  grade  point  averages 
which  match  or  surpass  most  college  freshmen,  at  a cost  per  graduate  per 
year  of  approximately  $2,500.  There  are  currently  14  HEP  and  4 CAMP  pro- 
grams in  operation  in  12  States  and  Puerto  Rico,  all  funded  at  a cost  of 
$5  million. 

A recent  review  of  the  HEP  and  CAMP  programs  by  HEW  (mandated  by 
P.L.  94-482)  concluded  that  both  programs  were  performing  a useful  and 
valuable  service. A study  performed  under  a grant  from  the  Fund  for  the 
Improvement  of  Post  Secondary  Education  also  indicated  that  the  CAMP  pro- 
grams were  producing  very  positive  results. 56 

While  the  panel  supports  additional  efforts  to  evaluate  long  term  re- 
sults in  both  programs,  as  well  as  the  development  of  other  alternative 
models  for  providing  equal  postsecondary  opportunities  for  farmworker 
youth,  it  has  been  impressed  with  the  effectiveness  and  the  potential  of 
both  these  projects,  and  believes  that  both  should  receive  a legislated 
financial  commitment  that  will  permit  their  continuance  and  expansion  to 
other  geographic  areas,  to  assure  that  all  farmworker  youth  are  provided 
with  an  opportunity  to  complete  their  high  school  education  and  continue 
into  college.  We  believe  their  full  educational  potential  has  been  hindered 


54 

Recommendations  on  Migrant  Education  and  the  Expansion  of  College 
Assistance  Migrant  Programs  and  High  School  Equivalency  Programs.  Submitted 
to  the  Sub-Panel  by  Jacqueline  Hardy,  Executive  Director,  College  Assistance 
Migrant  Program,  St.  Edward’s  University,  Austin,  Texas,  November  28,  1977. 

^^U.S.  Department  of  Health,  Education,  and  Welfare:  A Report  on  the 

High  School  Equivalency  Program  and  the  College  Assistance  Migrant  Program. 
Washington,  D.C.,  July  1977. 

^^Fund  for  the  Improvement  of  Post-Secondary  Education:  National  Proj- 
ect 2:  Alternatives  to  the  Revolving  Door,  Austin,  Texas,  1977. 
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by  insecure  funding,  as  well  as  by  unreasonably  short  funding  cycles,  and 
that  legislative  action  should  be  taken  to  provide  adequate  funds  for  their 
growth  and  development  within  an  educational  agency  rather  than  under  the 
Department  of  Labor. 


CONCLUSIONS  ON  THE  EDUCATION  OF  FARMWORKER  CHILDREN 

The  panel  shares  the  view  of  farmworker  advocates  that  the  Federal 
Government  has  failed  to  develop  a comprehensive  educational  program  for 
farmworkers  and  their  families,  and  agrees  that  a national  office  should  be 
created  to  establish  policy  and  to  operate  educational  programs  for  farm- 
worker children  that  would  fulfill  the  following  objectives: 

o Develop  a comprehensive  strategy  to  guarantee  that  education  will 
be  accessible  to  every  farmworker  from  infancy  through  adulthood; 
such  a strategy  should  insure  the  quality  and  continuity  of  educa- 
tional programing; 

o Develop  innovative  programs  (and  adapt  old  ones)  specifically  geared 
to  the  unique  problems  and  needs  of  farmworkers; 

o Develop,  monitor,  and  enforce  strict  regulations  to  guarantee  that 
farmworkers  receive  a share  of  all  educational  services; 

o Assure  that  services  are  geared  to  real  need  through  recruitment 
and  training  of  bilingual,  multicultural  staff  appropriate  to  the 
target  population; 

o Provide  for  participation  of  farmworker  parents  in  the  educational 
process  and  on  advisory  councils  of  institutions  offering  such 
education; 

o Provide  funding  to  both  public  and  private  nonprofit  organizations 
that  are  competent  to  provide  day  care.  Headstart,  and  other  pre- 
school educational  programs; 

o Direct  research  concerning  the  educational  problems  and  needs  of 
farmworkers,  including  the  development  of  new  methods  for  testing 
and  evaluating  the  aptitude  and  achievement  of  farmworker  children; 
develop  new  educational  programs,  monitor  educational  programs 
administered  by  public  and  private  organizations,  and  provide  out- 
reach to  inform  farmworkers  of  their  educational  rights  and 
opportunities . 

Toward  the  implementation  of  these  objectives,  the  panel  urges  the 
following  steps  be  taken: 

• That  there  be  established  within  a newly  created  Na- 
tional Farmworker  Office,  a Department  of  Education 
to  serve  the  needs  of  farmworkers  and  their  children; 
and  that  the  legal,  administrative,  and  operating  au- 
thority for  all  education  and  child  development  programs 
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affecting  migrant  and  seasonal  farmworkers  and  their 
dependents  be  transferred  from  existing  agencies  to  the 
new  agency. 

Included  in  this  transfer  would  be  the  authority  and 
funds  for  the  operation  of  the  following  programs: 

1.  Title  I Elementary  and  Secondary  Education  Act — 

Migrant  programs  (from  the  Department  of  Health, 

Education,  and  Welfare) ; 

2.  Migrant  Headstart  Programs  (from  the  Department 
of  Health,  Education,  and  Welfare); 

3.  High  school  equivalency  and  postsecondary  educational 
programs  (HEP  and  CAMP)  (from  the  Department  of 
Labor) . 

The  mandate  for  this  department  within  the  National  Farmworker  Office 
would  include  the  following: 

• Establishment  of  minimum  competency  standards  for 
teachers  and  administrators  of  all  educational  pro- 
grams, including  preschool  and  early  childhood  de- 
velopment programs  for  farmworker  children  and  youth. 

• Establishment  of  competency  standards  for  all 
students  enrolled  in  such  programs. 

• Establishment  of  mechanisms  to  guarantee  the  ac- 
ceptability and  transfer  of  earned  credits  among 
these  special  educational  programs,  as  well  as  be- 
tween these  special  programs  and  traditional 
educational  programs  generally  available  to  the 
public. 

• Establishment  of  grant  mechanisms  for  the  operation 

of  preschool,  day  care,  elementary,  secondary,  and 
postsecondary  education  and  training  programs  to 
organizations  and  institutions  which  will  include 
(but  should  not  be  limited  to) : State  and  local 

educational  agencies;  other  public  educational  au- 
thorities; and  private  nonprofit  institutions  and 
organizations  with  special  concern  for  and  expertise 
in  farmworker  affairs.  (It  is  understood  that  this 
department  will  give  priority  consideration  to  ap- 
plicants from  organizations  that  include  farmworkers 
on  their  governing  boards,  and  to  those  that  place 
special  emphasis  upon  the  need  for  culturally  and 
linguistically  appropriate  teaching  and  staff). 

• Establishment  of  mechanisms  for  the  monitoring  and 
evaluation  of  all  grantee  programs  funded  by  the 
agency. 
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• Development  of  programs  for  the  recruitment  and  train- 
ing of  bilingual,  multicultural  teachers  and  admin- 
istrators (such  persons  should  also  be  involved  in  the 
evaluation  and  assessment  of  farmworker  educational 
programs) . 

• Development  of  mechanisms  for  research  in  child  de- 
velopment, education,  and  training,  to  insure  that 
programs  developed  for  migrant  and  seasonal  farmworker 
children  and  youth  are  appropriate,  acceptable,  and 
effective. 

• The  panel  further  recommends  that  vocational  and 
skill  training  programs  for  minor  dependents  of 
farmworkers  be  transferred  from  the  Department  of 
Labor  (CETA  III  (303))  to  the  new  Department  of 
Farmworker  Education  within  the  National  Farmworker 
Office. 

• That  the  postsecondary  educational  programs  HEP  and 
CAMP  receive  a legislated  financial  commitment  that 
will  permit  their  continuance  and  expansion  to  other 
geographic  areas;  and  that  other  models  be  developed 
to  provide  postsecondary  education  to  farnR<rorker 
youth,  to  assure  that  all  are  provided  with  an  op- 
portunity to  complete  high  school  and  continue  into 
college. 

In  presenting  the  above  recommendations,  the  panel  emphasizes  the 
need  for  the  development  of  comprehensive  and  continuous  strategies  to 
improve  the  education  and  life  chances  of  farmworker  children  and  youth 
These  strategies  can  best  be  developed  by  local,  regional,  or  State  or- 
ganizations that  include  farmworker  participation  in  policy  development 
and  program  operation. 


MANPOWER  AND  TRAINING  PROGRAMS  FOR  FARMWORKERS 

By  far  the  most  important  agency  administering  resources  affecting 
the  employment  and  training  of  farmworkers  is  the  Department  of  Labor 
(DOL) . In  1964,  the  Economic  Opportunity  Act  (Title  III  B)  authorized 
programs  for  migrant  and  seasonal  farmworkers  to  improve  their  living 
conditions  and  help  them  develop  the  skills  necessary  to  compete  in  a 
rapidly  changing  technological  society.  The  program  encompassed  compre- 
hensive approaches  to  farmworker  problems  and  included  the  provision  of 
a variety  of  programs  to  upgrade  the  economic  status  of  farmworkers.  The 
National  Migrant  Workers  Program  of  1971  was  the  first  of  the  categorical 
employment  and  training  programs  for  farmworkers  developed  within  and 
operated  by  the  Department  of  Labor,  and  was  funded  under  the  Manpower 
Development  and  Training  Act  of  1962.  In  1973,  Title  III  B farmworker 
programs  were  transferred  from  the  Office  of  Economic  Opportunity  to  the 
Department  of  Labor. 
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Currently  the  largest  and  most  significant  program  administered  by 
DOL  for  farmworkers  is  that  authorized  under  the  Comprehensive  Employment 
and  Training  Act  of  1973,  Title  III,  Section  303,  (CETA) . This  program 
provides  categorical  funds  for  the  administration  of  farmworker  employment 
and  training  programs  at  the  national  level.  In  program  year  1976, 

$63.2  million  were  allocated  to  meet  two  obj ectives : (1)  to  offer  al- 
ternatives to  agricultural  labor  by  providing  services  to  farmworkers  and 
their  families  who  wish  to  seek  alternate  job  opportunities,  by  equipping 
them  to  compete  in  other  labor  markets  and  to  secure  stable  year-round 
employment;  and  (2)  to  improve  the  lifestyle  of  those  who  choose  to  remain 
in  agriculture,  by  upgrading  their  skills  to  enable  them  to  take  advantage 
of  job  opportunities  created  by  changing  agricultural  technology. 

In  addition  to  employment  and  training  services,  CETA  III  (303)  farm- 
worker programs  also  contain  provisions  for  funding  such  supportive  serv- 
ices as  health  care,  nutrition,  transportation,  education  and  housing 
assistance,  day  care  services,  and  counseling.  However,  these  supportive 
services  are  viewed  as  a secondary  activity  and  receive  less  emphasis  than 
the  employment  and  training  objectives  of  the  program: 

The  major  funds  expended  by  the  Department  ...  have  been  for 
manpower  and  related  activity.  Em.phasis  on  this  aspect  of 
programming  may  stem  from  the  fact  that  employment  programs 
are  more  in  keeping  with  the  overall  purposes  of  the  CETA 
legislation  and  the  mission  of  the  Department . 

In  program  year  1977,  grants  for  CETA  III  (303)  programs  were  made 
to  48  States  and  to  Puerto  Rico.^^  These  grants  provided  training  pro- 
grams and  reemployment  counseling  (in  such  areas  as  welding,  auto  mechanics, 
typing  and  clerical  work,  cosmetology,  building  construction,  paraprofes- 
sional  training,  farm  machinery  operation  and  machinery  maintenance,  etc.), 
and  include  work  experience  and  on-the-job  training. 

Critics  of  these  programs  argue  that  those  farmworkers  who  wish  to 
remain  in  farmwork  are  systematically  excluded  from  most  of  the  services 
and  that  this  exclusion  is  contrary  to  the  original  legislative  intent 
of  the  programs.  Further,  they  argue  that  many  farmworkers  are  either  un- 
able or  unwilling  to  leave  agriculture,  and  that  DOL’s  narrow  manpower 


^^U.S.  Department  of  Labor.  1976  Progress  Report.  Division  of 
Farmworker  Programs,  Employment  and  Training  Administration,  Washington, 
D.C.,  1977. 

58 

National  Council  on  Economic  Opportunity.  Eighth  Annual  Report. 
June  1975. 

59 

Federal  Register.  FY  1977  State  Planning  Estimates  for  Migrant  and 
Seasonal  Farmworker  Program.  Vol.  42,  No.  131,  p.  35330.  Washington, 
D.C.,  July  8,  1977. 
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development  orientation  fails  to  provide  comprehensive  services  for  them. 
The  panel  agrees.  A recent  evaluation  of  CETA  III  (303)  programs  revealed 
that  most  clients  are  young  and  healthy  and  would  be  eligible  for  training 
and  reemployment  services  from  existing  noncategorical  programs;  that  many 
enter  training  only  to  receive  the  stipend  and  not  because  of  a desire  to 
leave  farmwork;  that  many  remain  unemployed  after  training;  that  trainees 
may  be  provided  with  already  antedated  skills  (learning  to  type  on  a manual 
typewriter,  for  instance);  that  training  continues  to  be  provided  for  low 
wage,  low  skill  jobs  that  offer  little  promise  for  ending  the  cycle  of 
poverty  and  dependency;  and  that  costs  for  training  are  significantly 
higher  than  for  comparable  training  efforts  provided  by  nonfarmworker 
programs. 

The  panel  believes  that  much  of  the  criticism  of  the  CETA  III  (303) 
programs  lodges  not  so  much  with  the  administering  agency  nor  the  recipi- 
ents of  the  manpower  training  and  employment  grants,  as  with  the  decision 
to  transfer  these  programs  from  an  agency  sympathetic  to  the  need  to 
develop  comprehensive  supportive  services  for  farmworkers  to  one  whose 
major  mission  is  training  and  reemployment.  Obviously,  there  must  be 
mechanisms  for  the  provision  of  training  and  skill  development  for  those 
farmworkers  who  wish  to  leave  farm  work  to  prepare  themselves  for  competi- 
tion in  an  industrial,  technological  society.  But  an  equally  critical 
need,  in  the  view  of  the  panel,  is  for  support  mechanisms  that  will  permit 
those  individuals  who  wish  to  remain  in  farm  work  (and  there  will  be  a 
continuing  need  for  these  workers)  to  develop  personal  and  organizational 
skills  that  will  permit  them  to  control  the  manner  of  their  participation 
in  the  agricultural  economy.  The  Department  of  Labor  has  been  resistant 
to  efforts  to  divert  the  major  portion  of  CETA  III  (303)  funding  to  sup- 
portive services  for  these  workers  and  their  families. 

Another  criticism  of  CETA  programs  for  farmworkers  is  that  they  "cream 
off"  the  young  and  healthy,  leaving  the  least  productive  to  do  the  labor 
in  the  fields,  canneries,  and  packing  sheds.  The  vacuum  this  creates  in 
the  most  productive  element  of  the  farm  labor  force  is  then  filled  by  the 
importation  of  nondomestic  workers  or  by  raiding  the  skid  rows  of  cities 
when  labor  needs  are  intensive. 

Finally,  there  seems  to  be  very  little  effort  to  assess  whether  other 
career  oriented  training  programs  available  to  the  general  population  might 
provide  farmworkers  with  a wider  range  of  employment  options. 

The  panel  does  not  question  the  worth  of  training  and  employment 
programs  for  farmworkers  and  their  dependents,  but  believes  that  such 
programs  are  rational  only  when  there  is  clear  evidence  that  job  oppor- 
tunities actually  exist  in  the  field  for  which  the  farmworker  is  being 


National  Association  of  Farmworker  Organizations.  The  American 
Farmworker:  A Report  to  the  Nation,  1976/1977.  Vol.  II:  Report  of  the 

Issues,  p.  12.  Washington,  D.C.,  1977. 

^^Inter-America  Research  Associates.  Migrant /Seasonal  Farmworker:  An 

Assessment  of  the  Migrant  and  Seasonal  Farmworker  Situation  in  the  U.S. , 
Vol.  II,  Washington,  D.C.,  May  1976. 
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trained,  and  that  the  wages  and  working  conditions  for  these  new  jobs  will 
enable  him/her  to  substantially  improve  his/her  life  chances. 

Panel  members  therefore  favor  the  development  of  programs  which  will 
provide  the  farmworker  with  the  same  range  of  employment  options  available 
to  other  segments  of  the  labor  force;  however,  no  compelling  data  have  been 
submitted  to  indicate  that  farmworkers  would  wish  to  pursue  other  low- 
income,  low  skills  training  programs  if  wages  from  farm  work  were  fair, 
and  housing  conditions  and  human  services  were  equitable.  It  appears  to 
us  that  CETA  III  (303)  programing  is  an  example  of  a misplaced  system  of 
values  that  assumes  that  farm  work  is  inherently  undesirable.  It  is  our 
position  that  farm  work  is  honorable  work  and  that  a rationally  ordered 
system  of  priorities  would  seek  to  protect  and  support  farmworkers  rather 
than  to  train  them  for  other  low-income  employment. 

With  the  above  points  as  guiding  principles,  the  members  of  the  panel 

urge: 

• That  the  Department  of  Labor  redefine  its  priorities 
in  awarding  its  contracts  for  services  to  provide 
for  the  development  of  comprehensive  programs  to 
serve  those  farmworkers  who  wish  to  remain  in 
agriculture . 

Such  comprehensive  services  should  have  as  their  goal  the  full  par- 
ticipation of  farmworkers  in  all  aspects  of  their  lives,  and  should  in- 
clude the  following  components: 

1.  The  development  of  off-season  employment  oppor- 
tunities for  farmworkers  which  would  enable 
them  to  stabilize  geographically,  moving  from 
farm  work  to  nonseasonal  work  as  needed; 

2.  The  development  of  personal  and  organizational 
skills  among  farmworkers  to  assist  them  to  par- 
ticipate actively  in  the  affairs  of  the  com- 
munities in  which  they  live  and  work,  and  in 
the  organizations  which  they  govern  and  control; 

3.  The  awards  of  contracts  for  services  on  a first 
priority  basis  to  farmworker-governed  agencies 
and  organizations  for  the  development  of  health, 
education,  housing,  nutrition,  and  child  devel- 
opment programs; 

4.  The  provision  of  legal  and  other  support  serv- 
ices to  enable  farmworkers  and  their  families 
to  participate  fully  in  programs  to  which  they 
are  entitled,  and  to  educate  them  regarding 
existing  labor  protective  legislation  which  is 
applicable  to  them. 
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• That  the  Federal  Government  and  appropriate  agencies 
develop  mechanisms  to  assess  and  evaluate  existing 
programs  to  determine  their  level  of  effectiveness 
in  meeting  the  needs  of  farmworkers  who  wish  to  re- 
main in  farm  work  as  well  as  those  programs  providing 
employment  training  opportunities  for  farmworkers 
seeking  alternate  employment. 

• That  the  Federal  Government  and  appropriate  agencies 
undertake  immediately  agricultural  labor  supply  and 
demand  studies  for  all  geographic  regions  of  the 
country  and  for  all  seasons  and  crops  with  a view 

to  the  development  of  a comprehensive  rural  agricul- 
tural development  plan  to  eliminate  excessive  and 
unnecessary  migration. 


PROGRAMS  AFFECTING  THE  HOUSING  OF  FARMWORKERS 

There  is  ample  documentation  of  the  deplorable  housing  conditions 
of  farmworkers.  That  housing  which  is  available  is  clearly  inadequate, 
unsanitary,  and  lacks  the  basic  essentials  for  a decent  environment.  A 
recent  report  of  the  farmworker  situation  in  the  United  States  cites 
housing  as  the  outstanding  problem. -phe  problem  is  most  critical  in 
the  migrant  stream  where  dwelling  units  are  usually  provided  by  the  grower 
and  are  considered  as  part  of  the  worker’s  wage.  Typically,  these  units 
consist  of  one  small  unit  per  family  and  are  often  without  plumbing  or 
electricity.  Dr.  Raymond  Wheeler  of  the  National  Sharecroppers  Fund 
testified  before  a Senate  subcommittee  on  migratory  labor  that: 

We  saw  housing  and  living  conditions  horrible  and  dehumanizing 
to  the  point  of  disbelief  ...  without  heat,  adequate  light  or 
ventilation,  and  containing  no  plumbing  or  refrigeration. 

Each  room  (no  larger  than  8 x 14  feet)  is  the  living  space  for 
an  entire  family,  approximately  suggesting  slave  quarters  of 
earlier  days....^^ 

The  relationship  between  farmworkers’  housing  conditions,  health, 
and  mental  health  is  difficult  to  document  conclusively  due  to  the  inter- 
play of  such  other  variables  as  nutritional  deficiency  and  exposure  to 
toxic  chemicals.  However,  the  deplorable  conditions  of  farmworker  housing, 
particularly  in  migrant  camps,  are  known  to  contribute  to  disease,  sick- 
ness, and  the  spread  of  infection: 


62 


Ibid. 


Wheeler,  Raymond.  Testimony  before  Senate  Subcommittee  on  Migra- 
tory Labor,  Committee  on  Labor  and  Public  Welfare,  91st  Congress,  July  20, 
1976.  Washington,  D.C. 
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o A study  of  Kansas  migrant  housing  conditions  found  that  90  percent 
of  the  available  housing  was  inadequate  and  did  not  meet  minimum 
standards . 64 

o A 1974  study  of  migrant  camps  in  Indiana  found  that  occupants  had 
to  open  sliding  metal  doors  to  obtain  ventilation;  that  urinals  were 
not  functioning,  that  there  were  large  holes  in  floors,  ceiling,  and 
walls,  and  that  the  water  source  was  located  in  the  middle  of  the 
hog  pen.  Much  of  the  housing  was  very  old — barracks  from  prisoner- 
of-war  camps,  renovated  chicken  coops,  and  corn  cribs. 65 

o Lead  poisoning  has  been  found  in  large  numbers  of  migrant  children. 
This  pediatric  health  problem  results  primarily  from  young  children 
eating  lead  based  paint  chips  which  can  destroy  the  function  of  the 
peripheral  nerves.  A New  York  study  of  housing  and  lead  poisoning 
found  that  98.3  percent  of  labor  camps  in  upstate  New  York  had  lead 
based  paint. 66 

o Other  illnesses  are  related  to  the  lack  of  proper  body  waste  dis- 
posal and  washing  facilities.  Hookworm,  for  example,  is  transmitted 
from  the  feces  through  bare  feet  into  the  body.  Parasite  infections 
in  farmworker  populations  are  astronomically  high.  In  a California 
study  the  expected  mortality  rate  from  diarrhea  was  found  to  be 
seven  times  greater  for  farmworker  children  than  for  the  general 
population. 6 / 

o In  a 1973  epidemic  in  Florida,  which  was  traced  to  an  unprotected 
water  supply  in  a labor  camp,  a total  of  225  cases  of  salmonella 
typhoid  infection  were  found.  Congressional  hearings  on  the  epi- 
demic revealed  that  workers  were  living  in  subhuman  conditions,  and 
that  very  serious  health  hazards  continue  to  exist  because  of  fail- 
ure to  comply  with  or  enforce  Federal  law  and  regulations.  Follow- 
ing the  hearings,  a complete  environmental  study  was  performed  and 
recommendations  made;  however,  when  the  study  was  repeated  one  year 
later,  it  was  found  that  none  of  the  recommendations  had  been 
implemented. 68 


64 

Inter-America  Research  Associates.  Migrant  Housing  Needs  Study; 
State  of  Kansas.  Washington,  D.C.,  December  1975. 

^^Indiana  Advisory  Committee  to  U.S.  Commission  on  Civil  Rights.  In- 
diana Migrants:  Blighted  Hopes,  Slighted  Rights.  Chicago,  Illinois, 

March  1975. 


Osband,  M.  E. , et  al.  Lead  paint  exposure  in  migrant  camps.  Pedi- 
atrics . Vol.  49:  604-606,  April  1972. 

^^Inter-America  Research  Associates.  Migrant  Health  Problems,  by 
Richard  H.  Beck.  Washington,  D.C.,  April  1977. 

68 

Subcommittee  on  Agricultural  Labor,  U.S.  House  Committee  on  Education 
and  Labor.  Hearings:  Typhoid  Outbreak  in  Dade  County,  Florida,  April  6-7, 

1973. 
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The  Farmers  Home  Administration  of  USDA  administers  funds  for  upgrad- 
ing farmworker  housing.  In  FY  1977,  its  domestic  farm  labor  housing  grants 
I totaled  $7.2  million,  with  an  additional  $5.3  million  obligated  for  loans. 
In  addition,  the  Community  Services  Administration  spent  $2.4  million  in 
1977  to  assist  migrant  and  seasonal  farmworkers  in  energy  conservation  and 
I,  the  weatherization  of  housing,  and  the  Rural  Housing  Alliance  funded 
I $2.1  million  in  technical  assistance  to  individuals,  organizations,  and 
agencies  for  farmworker  housing  improvements.  The  Rural  Housing  Alliance 
also  made  grants  of  approximately  $6  million  for  the  rehabilitation  of 
housing  for  farmworkers  and  other  low-income  rural  people. 

A major  problem  with  Farmers  Home  Administration  programs  appears  to 
lie  in  the  reluctance  of  local  FmHA  offices  to  apply  for  grants,  loans, 
weatherization,  or  technical  assistance  funds  for  farmworkers.  Many  local 
communities  see  the  erection  of  farmworker  housing  as  the  building  of 
"instant  slums."  Furthermore,  most  funding  assistance  is  made  available 
only  for  dwellings  occupied  at  least  9 months  of  the  year,  thus  ruling  out 
the  migrant  worker. 

The  panel  is  encouraged  by  recent  innovations  that  permit  the  con- 
struction of  multiple-family,  low-income  rental  housing  units  for  both 
migrant  and  seasonal  farmworkers,  with  rent  subsidies  funded  by  the  De- 
partment of  Housing  and  Urban  Development. 

The  panel  believes  that  the  development  of  adequate  farmworker  hous- 
j ing  should  take  place  within  the  larger  framework  of  rural  economic  de- 
velopment . Placing  farmworker  housing  into  a separate  category  has 
virtually  guaranteed  that  migrant  housing  is  communal  (as  in  labor  camps), 

, and  that  it  is  isolated  from  rural  communities,  thereby  reinforcing  the 
' "invisibility"  and  social  isolation  of  the  farmworker.  In  addition,  exist- 
ing housing  is  underutilized.  Since  it  is  needed  only  seasonally,  there 
is  little  motivation  on  the  part  of  most  growers  to  improve  housing  units 

Bto  meet  existing  standards.  A further  problem  is  that  farmworkers  them- 
i selves  have  little  influence  on  the  type  or  location  of  the  housing  pro- 
^ vided,  although  some  farmworker  organizations  have  been  successful  in 
jj  persuading  FmHA  administrators  to  work  with  farmworkers  in  the  development 
r:  of  some  rent-subsidized  housing  and  in  securing  long  term,  low  interest 
|!  loans. 

1 Among  the  various  services  provided  to  farmworkers,  housing  construc- 

Ii"  tion  costs  are  probably  the  most  expensive.  The  panel  points  out  that 
1 rigorous  nationwide  study  of  agricultural  labor  supply  and  demand — to 
f eliminate  the  need  for  widespread  migration  and  provide  greater  stability 
within  the  farm  labor  force — would  reduce  the  need  for  the  construction  of 
expensive,  underutilized  labor  camps  in  the  "stream"  States.  The  panel 
I reemphasizes  the  need  to  provide  decent,  sanitary  housing  and  living  con- 
( ditions  to  those  farmworkers  who  must  continue  to  migrate;  however,  we 
i believe  that  much  of  this  migration  could  be  substantially  diminished 
t through  careful  analysis  of  the  labor  market. 

Although  there  is  no  occupational  group  in  the  United  States  as  much 
1 in  need  of  improved  housing  as  the  farmworker,  the  provision  of  this  hous- 
1 ing  involves  a pivotal  point  in  the  national  policy  regarding  farm  work. 
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especially  as  that  policy  affects  the  need  for  migratory  labor.  Panel  mem- 
bers hold  the  view  that  farmworkers  and  farmworker-controlled  organizations 
should  share  in  all  policy  decisions  regarding  the  allocation  of  funds  for 
construction,  renovation,  weatherization,  and  all  other  efforts  to  improve 
farmworker  housing.  Our  suggestions  and  recommendations  in  this  important 
area  reflect  that  view;  they  also  reflect  our  conviction  that  long  term 
improvements  in  farmworker  housing  can  only  come  about  through  a national 
reassessment  of  the  need  for  migratory  labor,  and  through  national  efforts 
to  reduce  family  migrancy  by  integrating  farmworkers  into  the  community. 
Therefore,  we  propose: 

• That  the  Federal  Government  should  provide  alterna- 
tives to  housing  migrant  farmworkers  in  labor  camps, 
and  that  no  additional  Federal  funds  be  allocated 
for  the  construction  of  temporary  housing  for  the 
farmworker. 


• That  funds  earmarked  for  the  construction  of  tem- 
porary housing  be  utilized  instead  for  the  reno- 
vation and  rehabilitation  of  existing  farmworker 
housing  to  meet  minimum  standards  of  housing  quality. 

• That  the  Farmers’  Home  Administration,  in  coopera- 
tion with  the  Department  of  Housing  and  Urban  De- 
velopment, give  the  highest  priority  to  the 
construction  of  permanent,  year-round  single  or 
multifamily  housing  units  for  farmworkers,  to  be 
made  available  on  a subsidized  rental  basis  or 
purchased  through  long  term,  low  interest  loans. 

The  location  of  these  units  in  home  based  States 
and  instream  States  should  reflect  the  need  for 
agricultural  labor  in  those  areas. 


• That  the  Farmers’  Home  Administration  give  priority 
to  farmworker-controlled  organizations  and  agen- 
cies in  the  allocation  of  funds  and  in  the  develop- 
ment of  policies  for  stabilizing  geographic  residence 
and  for  meeting  farmworkers’  housing  needs. 

• That  all  plans  and  policies  for  farmworker  housing, 
as  for  all  other  poor  rural  residents,  be  incor- 
porated into  a national  program  for  rural  develop- 
ment that  will  encourage  the  geographic  stabilization 
of  the  farmworker  into  communities. 


Implementation  of  these  proposals  will  require 
funds  to  insure  low  interest  loans,  rent  subsidies, 
new  employment  potentials  that  will  bring  all  rural 
larly  agricultural  workers  and  their  families,  into 
American  life. 


the  reallocation  of 
and  the  development  of 
residents,  and  particu- 
the  mainstream  of 
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OTHER  PROGRAMS  AFFECTING  THE  FARMWORKER 

Although  the  five  categorical  programs  we  have  discussed  account  for 
most  of  the  direct  cost  to  the  taxpayer  of  providing  services  to  farmwork- 
ers, a number  of  publicly  funded  grants  and  awards  (as  well  as  some  from 
the  private  sector)  are  made  to  study  various  aspects  of  farmworker  life 
and  to  recommend  new  approaches  to  the  problems  that  have  proven  so  intrac- 
table. For  example: 

o The  Community  Services  Administration  (CSA)  administers  funds  for 
community  food  and  nutrition  programs  which  are  channeled  to  farm- 
worker organizations  (for  the  provision  of  emergency  food  supplies, 
technical  assistance  in  nutrition,  etc.),  to  improve  farmworkers’ 
access  to  Federal  food  and  nutrition  programs.  In  FY  1977,  over 
$3  million  was  spent  to  fund  these  projects. 

o CSA  recently  provided  a grant  of  $275,000  to  the  National  Associa- 
tion of  Farmworkers  Organizations  (NAFO)  for  the  establishment  of 
a national  information  network.  An  additional  $140,000  was  provided 
to  NAFO  for  the  development  of  a national  health  plan  for  farmworkers. 

o ACTION  administers  programs  that  have  provided  113  VISTA  volunteers 
to  work  with  farmworkers  and  farmworkers’  organizations  in  14  proj- 
ects during  the  past  year.  Approximately  $655,000  was  spent  in 
FY  1977  to  fund  these  efforts. 

o The  Catholic  Campaign  for  Human  Development  provides  funds  for  con- 
ferences (and  other  operational  expenses)  to  NAFO  for  the  develop- 
ment of  farmworker  organizations.  In  1976-77,  $100,000  was  granted 
to  NAFO  for  this  purpose. 

o In  the  past  18  months,  both  the  Department  of  Labor  and  the  Community 
Services  Administration  have  each  awarded  separate  grants  in  excess 
of  $500,000  for  the  development  of  demographic  profiles  and  the  con- 
duct of  needs  assessments  of  farmworkers.  Unfortunately,  neither  of 
these  funded  studies  will  provide  a comprehensive  overview  of  farm- 
worker demography  or  needs.  The  panel  believes  greater  interagency 
coordination  in  their  development  would  have  produced  more  statis- 
tically useful  data. 

o Legal  Services  Corporation  funds  special  legal  projects  for  farm- 
workers, predominantly  for  migrants.  In  FY  1977,  $1.21  million  was 
spent  to  support  migrant  legal  assistance  projects  in  New  York, 

Puerto  Rico,  Michigan,  Illinois,  Ohio,  Wisconsin,  Connecticut,  South 
Carolina,  Arizona,  Colorado,  Texas,  and  Florida.  LSC  is  allocating 
an  additional  $2.5  million  to  accommodate  special  migrant  legal  needs 
that  were  reflected  in  its  recently  completed  survey. 

A list  of  recent  research  studies  on  the  farmworker  is  appended  to 
this  report  (Appendix  I)  along  with  funding  agencies  and  their  recipients 
(Appendix  II) . 
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CONCLUSIONS  ON  FEDERAL  PROGRAMS  FOR  FARMWORKERS 

In  this  Section,  we  have  discussed  three  types  of  Federal  programs 
that  affect  farmworkers  and  their  dependents:  (1)  statutory  protections; 

(2)  noncategorical  programs,  for  which  most  farmworkers  should  be  eligible 
by  virtue  of  their  economic  status;  and  (3)  specific  categorical  human 
service  programs  for  farmworkers. 

The  panel  asserts  that  by  any  outcome  criteria  the  programs  must  be 
counted  as  having  failed  to  effect  substantial  improvements  in  the  lives 
of  farmworkers,  whose  general  condition  has  not  , significantly  improved 
during  this  time  span.  Laws,  however  noble  in  intent,  are  not  enforced. 
Access  to  generic  programs  for  the  poor  may  have  been  improved,  yet  farm- 
workers still  do  not  participate  in  these  programs  in  proportion  to  their 
needs.  Categorical  programs  overlap,  duplicate  services,  and  fail  to 
address  the  needs  of  the  total  farmworker  family  in  any  comprehensive 
manner  * 

However,  the  temptation  to  view  these  efforts  simply  as  failures  of 
coordination  must  be  avoided.  The  panel  believes  that  the  failures  of 
Federal  programs  are  the  outcome  of  an  agricultural  system  that  continues 
to  isolate  farmworkers,  keeps  them  locked  in  a continuing  cycle  of 
poverty,  and  prevents  their  full  participation  in  our  national  life. 

A detailed  discussion  of  the  panel’s  conclusions  on  these  Federal 
programs,  and  the  action  alternatives  whose  adoption  we  urge,  is  con- 
tained in  the  Executive  Summary  of  this  report. 
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LIST  OF  RECOMMENDATIONS 


GENERAL 


t The  establishment,  within  the  Executive  Branch,  of  a 

National  Farmworker  Office  at  the  Cabinet  level  to 

include  (but  not  be  limited  to)  the  following 

responsibilities ; 

1.  The  implementation  of  national  policy  for  the 
integration  of  the  farmworker  family  into  the 
community  through  the  gradual  elimination  of 
widespread  migrancy  and  the  stabilization  of 
the  farm  labor  force; 

2.  The  coordination  of  all  farmworker  service  de- 
livery programs  at  the  Federal  level  to  meet 
the  needs  of  the  total  farmworker  family; 

3.  The  implementation  of  policies  and  programs  to 
strengthen  and  enforce  existing  laws  intended 
to  protect  the  farmworker  family; 

4.  The  establishment  of  standards  for  all  farm- 
worker programs,  and  the  monitoring  and  evalu- 
ation of  such  programs; 

5.  The  establishment  of  rigorous  research  mechanisms 
for  the  gathering  of  statistical  and  socioeconomic 
data  on  farmworkers  and  their  families,  utilizing 
a uniform  definition  of  the  target  population  com- 
mon to  all  programs.  Such  research  should  include 
needs  assessments  in  health,  mental  health,  nutri- 
tion, employment  and  training,  education,  etc. ; 

6.  The  implementation  of  policies  and  the  develop- 
ment of  interagency  agreements  to  guarantee  that 
all  farmworker  families  are  included  in  the  bene- 
fits of  all  social  legislation  to  elevate  the 
economic  status  of  the  disadvantaged,  including 
their  explicit  coverage  in  all  programs  adminis- 
tered by  States  or  communities  with  direct  or  in- 
direct Federal  grants; 

7.  The  design  and  implementation  of  programs  to  elimi- 
nate the  present  farm  labor  contractor  system  and 
to  replace  it  with  a federally  monitored  alterna- 
tive (such  as  hiring  halls) ; 

8.  The  direct  operational  control  of  all  educational 
programs  to  benefit  children  and  youth  who  are 
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farmworker  dependents  (including  Title  I-Migrant , 
Migrant  Headstart,  HEP  and  CAMP,  etc.); 

9.  The  development  of  programs  for  the  recruitment 
and  training  of  professional  and  paraprof essional 
service  providers  who  are  bilingual,  multicul- 
tural, and  sensitive  to  the  environment  and  needs 
of  farmworkers  and  their  families. 

10.  The  development  of  programs  and  policies  to  extend 
legal  services  to  farmworkers  and  their  families, 
including  the  pursuit  of  legislation  which  will 
permit  the  farmworker  to  bring  a private  cause  of 
action  against  employers  who  fail  to  meet  existing 
standards. 


SECTION  1:  THE  HUMAN  GEOGRAPHY  OF  THE  AMERICAN  FARMWORKER 

• That  the  Federal  Government  develop,  utilize,  and  pro- 
mote the  use  of  a uniform,  national  farmworker  defini- 
tion which  is  common  to  all  Federal  programs  and  to 
all  Federal  statistical  reporting  systems. 

Such  a definition  should  be  formulated  by  an  inter- 
agency task  force  in  cooperation  with  State  govern- 
ments, farmworker  representatives,  and  representatives 
of  farmworker-governed  organizations.  It  should  be 
broad  enough  to  include  all  workers  involved  in  agri- 
cultural harvesting  and  processing,  both  inter-  and 
intrastate  farmworkers,  adults  and  children,  and 
those  individuals  who  have  settled  out  of  the  migrant 
stream  within  the  last  5 years. 

• The  immediate  establishment  of  an  expanded  interagency 
effort  to  survey  the  Nation's  farmworkers  to  determine 
the  social  and  economic  condition  of  this  population. 
Such  a comprehensive  Federal  effort  should  include  the 
collection  of  household  data  which  provides  demographic 
and  socioeconomic  information  on  a national.  State,  and 
local  basis,  and  should  be  coordinated  with  appropriate 
representatives  of  farmworker  service  agencies.  It 
should  also  include  the  collection  of  the  following 
information: 

1.  Characteristics  of  the  farmworker  population  in- 
cluding race,  age,  sex,  income,  and  educational 
level  of  workers; 

2.  Characteristics  of  farmworker  dependents,  including 
the  number  of  dependents,  number  :of  farmworkers  per 
family,  income  sources,  housing  conditions,  etc.; 
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3.  Occupational  information,  including  number  of 
days  worked,  length  of  work  year,  supplemental 
income  sources,  proportion  of  income  from  non- 
agricultural  labor,  extent  of  coverage  under 
employment  protective  legislation,  etc. 

Such  an  interagency  effort  should  also  include  a con- 
certed attempt  to  insure  that  the  1980  Census  of  Pop- 
ulation, Housing,  and  Agriculture  provide,  through 
careful  enumeration,  an  accurate  and  current  count 
and  sociodemographic  description  of  farmworkers,  food 
processors,  and  their  dependents,  and  the  establish- 
ment of  an  ongoing  effort  to  refine  and  elaborate  a 
system  to  provide  accurate  census  data  on  the  target 
population,  using  a uniform  definition  as  recommended 
by  the  panel. 

• That  all  governmental  activities  and  programs  which 
have  impact  on  farmworkers  be  addressed  to  the  objec- 
tive of  ending  the  systematic  reliance  and  dependence 
on  migration  as  an  essential  component  of  our  national 
agricultural  policy;  that  all  such  activities  and  pro- 
grams be  directed  toward  the  encouragement  and  promo- 
tion of  those  programs  which  will  enable  all 
agricultural  workers  to  have  a full  range  of  choices 

of  employment  and  of  human  services  as  fully  integrated 
members  of  American  society;  and  toward  the  full  par- 
ticipation of  farmworkers  in  all  decisions  affecting 
their  lives. 

• That  national  agricultural  legislative  action  be 

taken  to  include  farmworkers  in  all  worker  protective 
legislation,  thereby  guaranteeing  them  the  same  status 
under  the  law  now  provided  to  other  workers:  full  and 

equal  coverage  under  minimum  wage,  protection  against 
compulsory  overtime,  unemployment  compensation,  work- 
men’s compensation,  child  labor  laws,  social  security, 
the  right  to  organize  and  bargain  collectively,  and 
all  other  benefits  enjoyed  by  industrial  workers. 

• That  the  farm  labor  contractor  (crewleader)  system 
be  abolished  and  replaced  by  a federally  monitored 
and  subsidized  program  to  match  agricultural  labor 
needs  with  appropriately  skilled  and  available  mem- 
bers of  the  work  force. 


SECTION  2:  ASSESSING  THE  RISK  FOR  MENTAL  DISORDER 

OF  THE  FARMWORKER 

• That  before  mechanisms  are  proposed  or  developed 
for  the  delivery  of  mental  health  services  targeted 
to  meet  the  needs  of  the  farmworker  population. 
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thorough  assessments  be  made  by  appropriate  Federal, 
State,  and  local  agencies  of  existing  services  for 
farmworkers,  including  an  assessment  of  factors  af- 
fecting both  access  and  barriers  to  health  and  mental 
health  care,  to  arrive  at  an  understanding  of  how 
present  health  and  mental  health  providers,  networks, 
and  other  entities  relate  either  services  or  policies 
to  the  farmworker  population. 

The  effects  of  P.L.  94-63  in  rural  America  should  be 
investigated  to  ascertain  the  level  of  adequacy  of 
rural  mental  health  services  and  the  degree  to  which 
such  services  are  provided  or  can  be  adapted  to  the 
needs  of  the  farmworker  population.  Pilot  studies 
should  be  conducted  to  review  how  local  mental  health 
systems  impact  on  migrant  and  seasonal  farmworker  com- 
munities in  particular  areas.  These  studies  should 
include,  but  not  be  limited  to,  the  following 
components: 

1.  A review  of  service  provisions  and  the  degree  of 
participation  by  farmworkers; 

2.  Staffing  patterns  for  the  local  area,  including 
an  examination  of  the  degree  to  which  appropriate 
bilingual,  multicultural  personnel  and  service 
providers  are  utilized  to  meet  farmworker  needs; 

3.  A local  farmworker  census  (including  length  of 
stay  in  the  community) ; 

4.  Existing  unmet  needs  and  service  gaps  in  health, 
mental  health,  and  related  human  services; 

5.  Plans  for  the  inclusion  of  farmworkers  in  the 
mental  health  planning  of  the  rural  community  for 
the  future. 

Only  by  an  assessment  of  where  the  actual  unmet  needs 
exist  and  a determination  as  to  how  existing  agencies 
are  dealing  with  mandated  legislation  can  we  begin  to 
develop  programs  and  policies  which  will  be  appropri- 
ate to  the  mental  health  needs  of  the  farmworker 
population. 

That  programs  for  the  delivery  of  mental  health  serv- 
ices to  farmworkers  and  their  families  be  coordinated 
and  integrated  with  programs  for  the  delivery  of 
health,  social,  and  educational  services  to  farmwork- 
ers; and  that  a broad  variety  of  mechanisms  be  devel- 
oped for  preventive,  social  action  programs  to  serve 
farmworkers  and  their  families  as  an  integral  part  of 
mental  health  service  delivery. 


1293 


The  panel  believes  that  while  there  are  obvious  merits 
in  any  efforts  aimed  at  improving  mental  health  serv- 
ices to  the  farmworker  population,  unless  such  efforts 
are  preceded,  or  at  least  accompanied  by,  policies  and 
programs  aimed  at  relieving  the  economic  plight  of 
migrant  and  seasonal  farmworkers,  such  efforts  will  be 
tantamount  to  planning  for  failure. 

• That  all  policies  and  programs  for  the  delivery  of 
mental  health  services  include  the  following  components: 

1.  Respect  for  and  understanding  of  the  culture  and 
lifestyle  of  migrant  and  seasonal  farmworkers; 

2.  A total  commitment  to  providing  appropriate  bi- 
lingual, multicultural  services  that  are  sensitive 
and  responsive  to  the  environment  and  needs  of  the 
target  population; 

3.  Self-determination  for  the  members  of  the  farm- 
worker population,  not  only  as  individuals,  but 
as  a group. 

• That  Federal  and  State  funds  be  provided  for  the  devel- 
opment and  implementation  of  demonstration  projects  for 
the  delivery  of  primary  and  secondary  mental  health 
care  to  farmworkers  and  their  children. 

These  demonstration  projects  should  be  developed  in 
cooperation  with  farmworker  representatives  and  agen- 
cies, and  should  include  strong  outreach,  educational, 
and  evaluation  components.  It  is  in  these  demonstra- 
tion projects  that  the  models  for  preventive,  social 
action  approaches  can  be  developed  most  effectively. 
Primary  care  teams  which  are  bilingual  and  multi- 
cultural should  be  trained  in  preventive  health  and 
mental  health  issues  including  nutrition,  sanitation, 
prenatal  and  pediatric  care,  family  planning,  sub- 
stance abuse,  alcoholism,  consumer  issues,  etc. 

Such  teams  should  maintain  linkages  with  appropriate 
mental  health  and  other  human  service  agencies  to 
assist  farmworkers  to  utilize  available  resources, 
and  to  encourage  their  participation  in  developing 
new  resources. 

• That  preventive  mental  health  strategies  and  programs 
be  developed  to  serve  the  children  of  migrant  and 
seasonal  farmworkers  by  establishing  linkages  between 
mental  health  service  providers,  farmworker  families, 
and  public  school  systems.  These  preventive  strategies 
should  include  adequate  nutritional  support  to  children 
in  school,  but  also  educational  programs  in  health, 
sanitation,  physical  fitness,  and  self-security. 
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• That  mechanisms  be  developed  by  appropriate  agencies — 
schools,  social  service  agencies,  and  specialized  in- 
stitutions— to  address  the  needs  of  mentally  retarded 
and  developmentally  disabled  persons  within  the  popu- 
lation of  migrant  and  seasonal  farmworkers. 

• That  immediate  efforts  be  made  to  gather  statistically 
valid  data  (including  socioeconomic  and  demographic 
data  and  studies  of  cultural  values  and  patterns)  to 
determine  the  extent  of  alcoholism,  alcohol  related 
problems,  and  substance  abuse  problems  within  this 
population  so  that  innovative  models  can  be  developed 
for  the  treatment  and  prevention  of  these  problems 
among  migrant  and  seasonal  farmworkers. 

Such  studies  must  be  accompanied  by  concurrent  efforts 
to  assess,  evaluate,  and  improve  existing  resources, 
both  in  quantity  and  quality. 

• That  mental  health  services  be  legislated  to  be  a man- 
dated, fully  integrated  part  of  a comprehensive  health 
care  delivery  system  to  all  farmworkers  (instead  of 
being  defined  as  "supplemental"  services  as  they  now 
are) ; and  that  the  Public  Health  Service  Act  be  amended 
to  effect  this  change. 

All  agencies  applying  for  or  receiving  funds  for  the 
provision  of  health  services  to  the  farmworker  popula- 
tion should  be  required  to  demonstrate  the  ability  to 
provide  appropriate,  effective,  acceptable,  and  acces- 
sible mental  health  facilities  for  the  clients  whom 
they  serve,  either  through  the  establishment  of  link- 
ages with  existing  agencies,  or  by  direct  provision 
of  services.  Such  agencies  must  also  demonstrate  the 
ability  to  provide  appropriate  bilingual,  multicultural 
staff  to  meet  the  needs  of  the  populations  they  serve. 

• That  the  Alcohol,  Drug,  and  Mental  Health  Administra- 
tion (ADA^IHA)  and  its  components  (NIMH,  NIAAA,  NIDA) 
adopt  the  proposals  for  the  strengthening  of  rural 
mental  health  services  contained  in  the  Report  of  the 
Panel  on  Rural  Mental  Health  of  the  President's  Com- 
mission on  Mental  Health;  and  that  in  the  establish- 
ment of  a special  section  on  rural  service  delivery 
within  ADAMHA,  provision  be  made  to  include  staff  at 
all  levels  who  are  cognizant  of  the  problems  of 
migrant  and  seasonal  farmworkers. 

• That  funding  of  facilities  for  the  delivery  of  mental 
health  services  to  farmworkers  be  in  proportion  to, 
and  equal  to,  funding  providing  mental  health  services 
to  all  residents  within  the  geographic  catchment  area. 
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• That  all  health  and  mental  health  services  for  farm- 
workers provide  for  the  recruitment,  training,  em- 
ployment, and  promotion  of  bilingual,  multicultural 
professional  and  paraprof essional  service  providers 
appropriate  to  the  population  being  served. 

• That  a broad  variety  of  delivery  mechanisms  be  em- 
ployed to  provide  mental  health  services  to  farmwork- 
ers in  appropriate  settings.  Such  delivery  mechanisms 
should  include  a strong  evaluation  component  as  they 
are  developed. 

SECTION  3:  THE  FEDERAL  RESPONSE  TO  THE  PLIGHT 

OF  THE  FARMWORKER 


Environment 


• That  the  Federal  Government  and  all  State  governments 
take  immediate  steps  to  regulate  and  monitor  the  use 
of  pesticides,  herbicides,  and  other  toxic  substances 
used  in  the  fields,  packing  sheds,  food  processing 
plants,  labor  camps,  and  all  other  places  where  farm- 
workers live  and  work. 

• That  the  Federal  Government  and  all  State  governments 
undertake  major  research  efforts  to  determine  the  nature 
and  severity  of  the  immediate  and  long  term  health  and 
mental  health  problems  associated  with  exposure  to 
pesticides,  herbicides,  and  other  toxic  substances. 

Such  efforts  should  include; 

Rigorous  scientific  research  and  epidemiological 
studies  on  the  farmworker  population  and  an  exami- 
nation of  the  data  on  the  neurotoxic  and  related 
effects  of  long  term  exposure  to  the  organophos- 
phates  and  other  pesticides,  including  repeated 
exposures  to  low  levels  of  such  pesticides; 

Such  research  should  be  coordinated  with  data 
from  EPA  and  OSHA.  Epidemiological  studies  should 
examine  mortality  and  morbidity  statistics  of  the 
farmworker  population  for  possible  correlations  to 
pesticide  exposure.  Examination  of  fertility  and 
infant  mortality  data  are  especially  called  for, 
as  well  as  the  examination  of  data  on  birth  anoma- 
lies and  abnormalities,  fetal  wastage,  and  child 
development. 

• That  a mandatory  reporting  system  be  developed  by  EPA 
for  the  reporting  of  pesticide  poisoning  incidents  on 
a nationwide  basis;  that  the  implementation  of  this 
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system  include  an  investigation  of  every  reported 
pesticide  exposure  incident  within  10  days  following 
receipt  of  such  report;  and  that  mechanisms  be  devel- 
oped to  facilitate  farmworkers’  reports  of  pesticide 
poisoning  through  the  establishment  of  a nationwide 
toll-free  telephone  number. 

• That  farmworker  organizations  be  given  the  right, 
through  cooperative  agreements,  to  act  as  the  desig- 
nated representative  of  the  worker  who  reports 
pesticide  exposure;  and  that  such  organizations  be 
recognized  by  EPA  as  legitimate  depositories  for 
pesticide  complaints  by  farmworkers. 

• That  the  Office  of  Pesticides  Programs  within  EPA 
create  a farmworker  unit  whose  sole  responsibility 
is  to  assure  that  the  interests  of  the  farmworker 
are  considered  in  the  normal  course  of  pesticide 
regulation. 

• That  the  Federal  Government  and  all  State  governments 
take  adequate  measures  to  insure  the  strict  enforce- 
ment of  all  regulations  protecting  farmworkers  from 
hazardous  exposure  to  toxic  substances  and  pesticides; 
and  that  funding  levels  for  the  monitoring  and  en- 
forcement of  standards  of  pesticide  use  and  exposure 
be  increased  to  accomplish  this  goal. 

• That  the  manufacturers  of  pesticides  be  required  as 
part  of  the  registration  process  to  provide  the  neces- 
sary data  on  exposure  to  permit  formulation  of  safe 
reentry  levels  for  farmworkers;  and  the  Federal  Gov- 
ernment, through  its  appropriate  agencies,  thoroughly 
reexamine  the  issue  of  reentry  levels  to  insure  the 
safety  of  the  farmworker  family. 

• That  the  Federal  Government  and  all  State  governments 
provide  extensive  support  and  enforcement  for  all  ef- 
forts to  implement  integrated  pest  management  programs. 

• That  training  programs  be  developed  for  professionals 
and  paraprof essionals  employed  in  all  federally  funded 
health  and  other  service  projects  in  the  recognition, 
treatment,  and  referral  of  pesticide  exposed  patients. 
The  development  of  such  competencies  should  be  docu- 
mented in  all  applications  for  Federal  funding. 


Statutory  Protections 

• That  legislative  action  be  taken  to  establish  a National 
Agricultural  Labor  Relations  Board  to  guarantee  farm- 
workers the  same  status  under  the  law  now  provided  to 
other  workers  and  to  protect  their  rights  to  organize 
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and  bargain  collectively  to  improve  wages  and  working 
conditions. 

• That  the  Fair  Labor  Standards  Act  be  further  amended 
to  provide  universal  coverage  for  all  workers,  so 
that  agricultural  workers  earn  the  same  minimum  wage 
as  do  all  other  occupational  groups  covered  by  the 
Act;  and  that  all  States  in  which  farmworkers  are 
employed  for  any  period  provide  minimum  wage  coverage 
protection  equal  to  that  of  other  occupations  within 
those  States. 

• That  the  Fair  Labor  Standards  Act  provisions  govern- 
ing child  labor  in  agriculture  be  made  as  restrictive 
as  for  any  other  occupation  affected  by  the  Act. 

• That  the  Federal  Equal  Pay  Act  of  1963  prohibiting 
discrimination  in  wage  payments  on  the  basis  of 
sex  be  amended  so  that  the  Act  covers  all  agricul- 
tural workers  who  would  be  affected  by  the  amendements 
in  the  Fair  Labor  Standards  Act  as  recommended  above. 

• That  the  Workmen’s  Compensation  laws  in  all  States  be  revised 
to  assure  that  benefits  are  paid  promptly  to  agricultural 
workers  in  order  to  provide  income  to  agricultural  workers 
during  periods  of  unemployment. 

• That  strong  Federal  pressure  be  applied  to  require 
that  Workmen’s  Compensation  Laws  in  all  States  guaran- 
tee that  benefits  are  paid  promptly  to  agricultural 
workers  injured  in  the  job. 

• That  in  all  existing  and  future  legislation  affect- 
ing farmworkers  they  be  granted  a private  cause  of 
action  under  Federal  Court  jurisdiction  for  viola- 
tions of  the  law.  Such  legislation  should  include 
provisions  for  recovery  of  attorney’s  fees  and  costs 
to  enforce  compliance  with  the  law. 

• That  Federal  funds  for  the  provision  of  legal  serv- 
ices to  farmworkers  be  adequate  to  insure  quality 
legal  representation  for  the  target  population. 

Such  legal  representation  should  be  separate  from 
and  independent  of  service  delivery  agencies. 

0 That  there  be  established  in  the  Department  of  Justice 
a task  force  to  analyze  all  existing  and  proposed 
Federal  legislation  affecting  agricultural  workers 
and  their  dependents.  This  task  force  should  include 
members  of  the  farmworker  population  or  their  repre- 
sentatives, and  should  prepare,  within  a 1-year  period,, 
a plan  for  stringent  enforcement  of  all  Federal  and 
State  statutes  and  regulations  affecting  agricultural 
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work  practices  and  programs.  Included  in  the  objec- 
tives of  the  task  force  should  be  the  development  of 
mechanisms  for  the  separation  of  enforcement  and 
service  delivery  in  all  programs  and  agencies  serv- 
ing farmworkers. 


FARMWORKER  PARTICIPATION  IN  NONCATEGORICAL 
ASSISTANCE  PROGRAMS 

• That  the  financial  matching  requirements  be  waived  for 
all  Federal,  State,  and  local  programs  that  provide 
services  to  farmworkers  or  their  dependents;  and  that 
matching  requirements  be  waived  for  services  to  farm- 
workers and  their  dependents  in  all  programs  that  have 
the  potential  to  serve  this  population. 

• That  for  those  support  programs  with  no  matching  re- 
quirements, the  Federal  Government  require  that  a por- 
tion of  all  funds  be  used  to  provide  services  to 
migrant  and  seasonal  farmworkers  and  their  dependents, 
based  upon  reliable  estimates  of  the  farmworker  popu- 
lation which  either  resides  in  or  travels  through  each 
State. 

• That  agricultural  workers  and  their  dependents  be 
specifically  included  in  coverage  provided  by 
Title  XVIII,  XIX,  and  XX  of  the  Social  Security  Act 
without  requirement  for  matching  funds. 

• That  each  regional  office  of  the  Federal  Regional 
Council  establish  a special  farmworker  advocate  to 
coordinate  and  implement  noncategorical  and  categori- 
cal service  delivery  programs  for  farmworkers  and 
their  dependents  within  that  region. 

• That  the  nutritional  status  of  farmworker  women, 
infants,  and  children  be  raised  by  the  establish- 
ment of  a national  policy  to  make  WIC  services  avail- 
able to  all  eligible  farmworker  families. 

Such  a standardized  policy  should  include  the  devel- 
opment of  mechanisms  for  insuring  continuity  of  WIC 
services  to  migrants  in  stream  as  well  as  in  home  base, 
and  should  include  national  certification  of  all 
family  members  in  need  of  these  services. 


FEDERAL  CATEGORICAL  PROGRAMS  FOR  FARMWORKERS 

• That  all  farmworkers,  including  the  total  farmworker 
family  (whether  home-based,  in-stream,  or  settled-out, 
be  included  in  the  comprehensive  health  care  guarantees 
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available  to  all  Americans  through  the  development 
of  national  health  insurance. 

However,  until  such  a national  program  is  in  place 
and  effectively  implemented,  the  urgent  health  needs 
of  the  farmworker  population  will  necessitate  the 
continuance  and  the  expansion  of  categorical  pro- 
grams to  meet  these  needs.  Therefore,  the  panel 
urges: 

• That  the  Migrant  Health  Program  be  improved,  expanded, 
and  provided  with  funds  adequate  to  provide  accessi- 
ble, acceptable,  and  comprehensive  health  care  for 
all  farmworkers  and  their  families.  Such  health  care 
must  be  made  available  to  all  farmworkers  regardless 
of  where  they  live  and  work,  without  the  imposition  of 
artificial  barriers  restricting  those  eligible  for 
service  (such  as  the  use  of  arbitrary  definitions  of 
"migrant,"  "seasonal,"  "high,  medium,  and  low  impact," 
etc. ) . 


• That  the  Department  of  Health,  Education,  and  Welfare 
reestablish  funding  levels  adequate  to  meet  the  health 
needs  of  all  farmworkers,  including  those  who  live  in 
areas  of  low  population.  All  health  programs  funded 
by  HEW  must  indicate,  through  regular  reporting,  how 
they  are  addressing  the  needs  of  farmworkers  in  their 

'respective  areas.  This  report  should  be  made  a condi- 
tion for  annual  funding  of  health  programs. 

• That  the  language  of  the  National  Health  Planning 
and  Resource  Development  Act  be  altered  to  make 
clear  provision  for  meeting  the  health  needs  of 
rural  underserved  areas  and  especially  for  farm- 
worker health  needs. 

• That  the  National  Health  Planning  and  Resource  De- 
velopment Act  of  1974  (Title  XV  of  the  Public 
Health  Service  Act)  be  amended  so  that  "medically 
underserved  populations"  be  more  clearly  defined 

to  include  farmworkers;  that  all  States  be  required 
to  submit  State-level  plans  which  address  farmworker 
needs  specifically;  and  that  special  review  be  given 
all  applications  for  final  HSA  designation  to  insure 
that  farmworker  clients  are  included. 

• That  migrant  and  seasonal  farmworkers  be  made 
categorically  eligible  for  Medicaid  coverage  with 
100  percent  Federal  financing. 

• That  the  farmworker  hospitalization  program  of  the 
Office  of  Migrant  Health  be  expanded  to  become  an 
integral  part  of  all  existing  farmworker  health 
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projects;  that  the  funding  of  such  hospitalization 
programs  be  separate  and  distinct  from  the  overall 
farmworker  health  budget;  and  that  adequate  funds 
be  appropriated  by  the  Congress  to  cover  the  costs 
of  providing  hospitalization  to  all  farmworkers  who 
need  it. 

• That  the  Federal  Government  establish  a task  force  to 
develop  a program  for  the  coordination  of  all  farm- 
worker health  programs  within  a single  office. 

• That  the  1980  Census  should  insure  that  all  farm- 
workers are  enumerated  and  that  the  specific  catego- 
ries are  defined  (using  a common  definition  as 
recommended  by  the  panel) . 

• That  all  health  and  mental  health  services  to  migrants 
and  seasonal  farmworkers  be  based  on  a total  commit- 
ment to  an  emphasis  on  bilingual,  multicultural  serv- 
ices that  are  sensitive  and  responsive  to  the 
environmental  and  economic  conditions  of  farmworker 
life.  This  will  require  the  recruitment,  training, 
and  promotion  of  bilingual,  multicultural  staff  ap- 
propriate to  the  population  being  served,  and  the 
development  of  appropriate  bilingual,  multicultural 
materials  for  use  in  farmworker  health  and  mental 
health  programs  (as  well  as  in  all  other  programs  of 
human  service  delivery) . 

• That  the  Federal  Government  develop  new  mechanisms 
for  comprehensive,  integrated  health  service  delivery 
to  farmworkers  and  that  it  establish  a National  Re- 
search and  Data  Bank  to  collect,  compile,  and  dissemi- 
nate pertinent  and  timely  data  on  farmworker  health, 
mental  health,  education,  nutrition,  and  manpower  needs 
in  these  fields. 

Unless  and  until  national  health  insurance  legislation  is  passed  by 
the  Congress,  or  in  the  absence  of  full  coverage  for  all  farmworker  fami- 
lies under  such  legislation,  the  panel  suggests  the  following  alternative 
as  a way  of  providing  comprehensive  health  care  to  the  target  population, 
and  urges: 

• That  all  farmworkers  and  their  families — both 
migrant  and  seasonal,  in-stream  or  settled-out — 
be  fully  included  in  a low-cost  system  of  health 
care  insurance;  and  that  such  a system  include 
farmworker  access  to  health  care  counselors, 
trained  in  health  care,  to  assure  their  full  par- 
ticipation in  the  program,  and  to  assist  them  in 
submitting  applications,  filing  insurance  claims, 
etc. 
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• That  a National  Fannworker  Health  Act  be  legislated 
which  will  provide  for  the  continuation  of  the  Mi- 
grant Health  Act  but  will  include  provisions  for 
developing  an  increased  capacity  for  programs  serv- 
ing farmworkers,  and  subsidization  of  nonreimburse- 
able  services  such  as  outreach,  transportation, 
environmental,  and  public  health  services,  etc. 

Transportation  must  be  viewed  as  an  integral  part  of  any  health  care 
delivery  system  in  order  to  make  primary  and  preventive  care  truly  accessi- 
ble to  all  farmworkers.  Therefore,  the  panel  urges: 

• That  all  Federal  agencies  serving  farmworkers  and 
their  families  develop  and  implement,  in  coordina- 
tion with  the  Department  of  Transportation,  pro- 
grams to  improve  transportation  services  to 
farmworkers;  and  that  mechanisms  be  developed  by 
those  agencies  for  reimbursement  of  extraordinary 
transportation  costs  faced  by  both  patients  and 
service  providers  in  the  delivery  of  health  and 
mental  health  services  to  farmworkers  and  their 
families. 

• That  all  farmworker  health  and  mental  health  pro- 
grams mandate  a strong  outreach  component  for  the 
delivery  of  services  to  the  farmworker  and  his 
family  (including  migrant  and  seasonal,  in-stream 
and  settled-out)  to  assist  in  the  identification 
of  health  and  mental  health  problems  among  the 
farmworker  population. 


Programs  Affecting  Child  Welfare  and  the  Education  of 
Farmworker  Children  and  Youth 


• That  the  Federal  Government  create  a National  Office 
of  Farmworker  Education  to  establish  policy  and  to 
operate  educational  programs  for  farmworker  children 
that  would  fulfill  the  following  objectives: 

1.  Develop  a comprehensive  strategy  to  guarantee 
that  education  will  be  accessible  to  every  farm- 
worker from  infancy  through  adulthood.  Such  a 
strategy  should  insure  the  continuity  and  quality 
of  educational  programing. 

2.  Develop  innovative  programs  (and  adapt  old  ones) 
specifically  geared  to  the  unique  problems  and 
needs  of  farmworkers. 
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3.  Develop,  monitor,  and  enforce  strict  regulations 
to  guarantee  that  farmworkers  receive  a share  of 
all  educational  services. 

4.  Assure  that  services  are  geared  to  real  need 
through  the  recruitment  and  training  of  bilingual, 
multicultural  staff  appropriate  to  the  target 
population. 

5.  Provide  for  participation  of  farmworker  parents 
in  the  educational  process  and  on  advisory  coun- 
cils of  institutions  offering  such  education. 

6.  Provide  funding  to  both  public  and  private  non- 
profit organizations  that  are  competent  to  provide 
day  care.  Headstart,  and  other  preschool  educa- 
tional programs. 

7.  Direct  research  concerning  the  educational  prob- 
lems and  needs  of  farmworkers,  including  the  de- 
velopment of  new  methods  for  testing  and  evaluating 
the  aptitude  and  achievement  of  farmworker  children; 
develop  new  educational  programs,  monitor  educa- 
tional programs  administered  by  public  and  private 
organizations,  and  provide  outreach  to  inform  farm- 
workers of  their  educational  rights  and  opportunities. 

• That  there  be  established  within  a newly  created  Na- 
tional Farmworker  Office  a Department  of  Education  to 
serve  the  needs  of  farmworkers  and  their  children; 
and  that  the  legal,  administrative,  and  operating  au- 
thority for  all  education  and  child  development  pro- 
grams affecting  migrant  and  seasonal  farmworkers  and 
their  dependents  be  transferred  from  existing  agencies 
to  the  new  National  Office. 

Included  in  this  transfer  would  be  the  authority  and 
funds  for  the  operation  of  the  following  programs: 

1.  Title  I Elementary  and  Secondary  Education  Act- 
Migrant  Programs  (from  the  Department  of  Health, 
Education,  and  Welfare); 

2.  Migrant  Headstart  Programs  (from  the  Department 
of  Health,  Education,  and  Welfare); 

3.  High  school  equivalency  and  postsecondary  educa- 
tional programs  (HEP  and  CAMP)  (from  the  Depart- 
ment of  Labor) 

• The  mandate  for  this  department  within  the  National 
Farmworker  Office  would  include  the  following: 
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1.  Establishment  of  minimum  competency  standards  for 
teachers  and  administrators  of  all  educational 
programs,  including  preschool  and  early  childhood 
development  programs  for  farmworker  children  and 
youths . 

2.  Establishment  of  competency  standards  for  all 
students  enrolled  in  such  programs. 

3.  Establishment  of  mechanisms  to  guarantee  the  ac- 
ceptability and  transfer  of  earned  credits  among 
these  special  educational  programs,  as  well  as 
between  these  special  programs  and  traditional 
educational  programs  generally  available  to  the 
public. 

4.  Establishment  of  grant  mechanisms  for  the  opera- 

tion of  preschool,  day  care,  elementary,  secondary, 
and  postsecondary  education  and  training  programs 
to  organizations  and  institutions  which  will  in- 
clude (but  not  be  limited  to) : State  and  local 

educational  agencies;  other  public  educational 
authorities;  and  private  nonprofit  institutions 
and  organizations  with  special  concern  for  and 
expertise  in  farmworker  affairs.  (It  is  under- 
stood that  this  department  will  give  priority 
consideration  to  applications  from  organizations 
that  include  farmworkers  in  their  governing 
boards,  and  to  those  that  place  special  emphasis 
upon  the  need  for  culturally  and  linguistically 
appropriate  teachers  and  staff). 

5.  Establishment  of  mechanisms  for  the  monitoring 
and  evaluation  of  all  grantee  programs  funded  by 
the  agency. 

6.  Development  of  programs  for  the  recruitment  and 
training  of  bilingual,  multicultural  teachers 
and  administrators.  Such  persons  should  also  be 
involved  in  the  evaluation  and  assessment  of  farm- 
worker educational  programs. 

7.  Development  of  mechanisms  for  research  in  child  de- 
velopment, education,  and  training,  to  insure  that 
programs  developed  for  migrant  and  seasonal  farm- 
worker children  and  youth  are  appropriate,  accep- 
table, and  effective. 

• That  the  postsecondary  educational  programs  HEP  and 
CAMP  receive  a legislated  financial  commitment  that 
will  permit  their  continuance  and  expansion  to  other 
geographic  areas;  and  that  other  models  be  developed 
to  provide  postsecondary  education  to  farmworker 
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youth,  to  assure  that  all  are  provided  with  an  oppor- 
tunity to  complete  high  school  and  continue  into 
college. 

• That  vocational  and  skill  training  programs  for  minor 
dependents  of  farmworkers  be  transferred  from  the  De- 
partment of  Labor  (CETA  III  (303))  to  the  new  National 
Farmworker  Office. 


Manpower  and  Training  Programs  for  Farmworkers 

Panel  members  favor  the  development  of  programs  which  will  provide  the 
farmworker  with  the  same  range  of  employment  options  available  to  other 
segments  of  the  work  force.  They  favor  training  and  employment  programs 
for  farmworkers  and  their  dependents,  but  assert  that  such  programs  are 
rational  only  if  there  is  clear  evidence  that  job  opportunities  actually 
exist  in  the  field  for  which  the  farmworker  is  being  trained,  and  that  the 
wages  and  working  conditions  for  these  new  jobs  will  enable  him/her  to  im- 
prove substantially  his/her  life  chances.  It  urges: 

• That  the  Department  of  Labor  redefine  its  priorities 
in  awarding  its  contracts  for  services  to  provide 
for  the  development  of  comprehensive  programs  to 
serve  those  farmworkers  who  wish  to  remain  in 
agriculture. 

Such  comprehensive  services  should  have  as  their 
goal  the  full  participation  of  farmworkers  in  all 
aspects  of  their  lives,  and  should  include  the 
following  components: 

1.  The  development  of  off-season  employment  op- 
portunities for  farmworkers  which  would  enable 
them,  to  stabilize  geographically,  moving  from 
farm  work  to  nonseasonal  work  as  needed; 

2.  The  development  of  personal  and  organizational 
skills  among  farmworkers  to  assist  them  to  par- 
ticipate actively  in  the  affairs  of  the  communi- 
ties in  which  they  live  and  work,  and  in  the 
organizations  which  they  govern  and  control; 

3.  The  awards  of  contracts  for  services  on  a first 
priority  basis  to  farmworker-governed  agencies 
and  organizations  for  the  development  of  health, 
education,  housing,  nutrition,  and  child  de- 
velopment programs; 

4.  The  provision  of  legal  and  other  support  services 
to  enable  farmworkers  and  their  families  to  par- 
ticipate fully  in  programs  to  which  they  are  en- 
titled, and  to  educate  them  regarding  existing 
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labor-protective  legislation  which  is  applicable 
to  them. 

• That  the  Federal  Government  and  appropriate  agencies 
develop  mechanisms  to  assess  and  evaluate  existing 
programs  to  determine  their  level  of  effectiveness 
in  meeting  the  needs  of  farmworkers  who  wish  to  re- 
main in  farm  work,  as  well  as  those  programs  provid- 
ing employment  training  opportunities  for  farmworkers 
seeking  alternate  employment. 

• That  the  Federal  Government  and  appropriate  agencies 
undertake  immediately  agricultural  labor  and  supply 
demand  studies  for  all  geographic  regions  of  the 
country  and  for  all  seasons  and  crops  with  a view 

to  the  development  of  a comprehensive  rural  agricul- 
tural development  plan  to  eliminate  excessive  and 
unnecessary  migration. 


Programs  Affecting  the  Housing  of  Farmworkers 

The  panel  believes  that  the  development  of  adequate  farmworker  housing 
should  take  place  within  the  larger  framework  of  rural  economic  development, 
that  long  term  improvements  in  farmworker  housing  can  only  come  about 
through  a national  reassessment  of  the  need  for  migratory  labor  and  through 
national  efforts  to  reduce  family  migrancy  by  integrating  farmworkers  into 
the  community,  and  that  farmworkers  and  farmworker-controlled  organizations 
should  share  in  all  policy  decisions  regarding  the  allocation  of  funds  for 
construction,  renovation,  weatherization,  and  all  other  efforts  to  improve 
farmworker  housing.  Specific  recommendations  are  urged: 

• That  the  Federal  Government  should  provide  alterna- 
tives to  housing  migrant  farmworkers  in  labor  camps, 
and  that  no  additional  Federal  funds  be  allocated 
for  the  construction  of  temporary  housing  for  the 
farmworker . 

• That  funds  earmarked  for  the  construction  of  tem- 
porary housing  be  utilized  instead  for  the  renova- 
tion and  rehabilitation  of  existing  farmworker 
housing  to  meet  minimum  standards  of  housing 
quality. 

• That  the  Farmers’  Home  Administration,  in  coopera- 
tion with  the  Department  of  Housing  and  Urban  Devel- 
opment, give  the  highest  priority  to  the  construction 
of  permanent,  year-round  single  or  multifamily  hous- 
ing units  for  farmworkers,  to  be  made  available  on 

a subsidized  rental  basis  or  purchased  through  long 
term,  low- interest  loans.  The  location  of  these 
units  in  home-based  States  and  in-stream  States 
should  reflect  the  need  for  agricultural  labor  in 
those  areas. 
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• That  the  Farmer’s  Home  Administration  give  priority 
to  farmworker-controlled  organizations  and  agencies 
in  the  allocation  of  funds  and  in  the  development 
of  policies  for  stabilizing  geographic  residence 
and  for  meeting  farmworkers’  housing  needs. 

• That  all  plans  and  policies  for  farmworker  housing, 
as  for  all  other  rural  residents , be  incorporated 
into  a national  program  for  rural  development  that 
will  encourage  the  geographic  stabilization  of  the 
farmworker  into  communities. 
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Washington,  D.C.;  Mrs.  Pat  Edwards,  St.  Francis  County  Department  of  Public 
Health,  Forrest  City,  Arkansas;  Pablo  Eisenberg,  President,  Center  for 
Community  Change,  Washington,  D.C.;  Richard  Eisenger,  Regulatory  Policy 
Division,  Office  of  Management  and  Budget,  Washington,  D.C.;  E.  Frank 
Ellis,  M.D. , Regional  Health  Administrator,  Department  of  Health,  Educa- 
tion, and  Welfare  (Region  V),  Chicago,  Illinois. 

Ms.  Josephina  Fabela,  Greater  California  Education  Project,  Fresno, 
California;  Donald  Farris,  Coordinator,  Fresno  County  Mental  Health  Serv- 
ices, Fresno  County  Department  of  Health,  Division  of  Consultation  and 
Education,  Fresno,  California;  Jay  Feldman,  Health  Specialist,  Rural 
America,  Inc.,  Washington,  D.C.;  Dimitri  Ferniany,  Jr.,  Coordinator, 
Immokalee  Mental  Health  Programs,  Collier  County  Mental  Health  Clinic, 

Inc.,  Immokalee,  Florida;  Ms.  Carol  Tucker  Foreman,  Assistant  Secretary 
for  Food  and  Consumer  Services,  U.S.  Department  of  Agriculture,  Washington, 
D.C.;  Burton  D.  Fretz,  Migrant  Legal  Action  Program,  Inc.,  Washington, 

D.C.;  Ms.  Adela  Freyman,  Unit  Director,  Austin-Travis  County  Mental  Health 
and  Mental  Retardation  Center,  Austin,  Texas;  William  H.  Friedland,  Ph.D., 
Professor  of  Sociology  and  Community  Studies,  University  of  California/ 
Santa  Cruz,  Santa  Cruz,  California;  Conrad  F.  Fritsch,  Economic  Statistics 
and  Cooperatives  Service,  U.S.  Department  of  Agriculture,  Washington,  D.C.; 
Roy  Fuentes,  Manager,  Migrant  Project,  National  Education  Association, 
Washington,  D.C. 

Ms.  Florence  M.  Gallagher,  Congressional  Reference  Specialist,  Na- 
tional Rural  Center,  Washington,  D.C.;  Michael  Geraghty,  Director,  Collier 
County  Mental  Health  Clinic,  Inc.,  Naples,  Florida;  Cooper  Garety,  Farm- 
worker Legal  Project,  American  Civil  Liberties  Union,  Cape  Charles,  Vir- 
ginia; David  Giles,  National  Association  of  Farmworker  Organizations, 
Washington,  D.C.;  Stephen  E.  Goldston,  E.D. , N.S.P.H.,  Coordinator  for  Pri- 
mary Prevention  Programs,  National  Institute  of  Mental  Health,  Rockville, 
Maryland;  Raphael  Gomez,  Director,  Migrant  Legal  Action  Program,  Inc., 
Washington,  D.C.;  Severo  Gomez,  Associate  Commissioner  of  Education,  Edu- 
cational Programs  for  Special  Populations,  Texas  Education  Agency,  Austin, 
Texas;  Ms.  Pat  Graves,  R.N. , Forrest  City,  Arkansas;  Ms.  Ruth  Graves, 
National  Executive  Director,  Reading  Is  Fundamental,  Inc.,  Washington, 

D.C.;  Peter  Greene,  Health  Research  Group,  Washington,  D.C.;  Ernesto  A. 
Guerra,  Director  of  Program  Development,  D.  A.  Lewis  Associates,  Clinton, 
Maryland;  Juan  Gutierrez,  President,  Inter-America  Associates,  Rosslyn, 
Virginia;  Ralph  Guzman,  Ph.D.,  Professor  of  Politics  and  Community  Studies, 
University  of  California/Santa  Cruz,  Santa  Cruz,  California. 
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Carroll  Hall,  Associate  Director,  ERIC  Clearinghouse  on  Rural  Educa- 
tion, La  Cruces,  New  Mexico;  Ms.  Rose  Hammonds,  Interagency  Council  on 
Migrant  Services,  Eastern  Shore  of  Virginia,  Accomac,  Virginia;  Carmen 
Hansen,  Program  Assistant,  Migrant  Health  Program,  Department  of  Health, 
Education,  and  Welfare  (Region  V),  Chicago,  Illinois;  Ms.  Mary  Hanson, 
Program  Funding,  Inc. , Rochester,  New  York;  Ms.  Jacqueline  Hardy,  Execu- 
tive Director,  College  Assistance  Migrant  Program,  St.  Edward’s  University, 
Austin,  Texas;  Daniel  Hawkins,  Program  Analyst,  Delivery  of  Services, 
National  Health  Insurance,  Department  of  Health,  Education,  and  Welfare, 
Washington,  D.C.;  Thomas  Heisler,  Ph.D.,  East  Arkansas  Regional  Mental 
Health  Center,  Wynne,  Arkansas;  Kim  Herman,  Associate  Director  for  Housing 
and  Community  Development,  Rural  America,  Inc.,  Washington,  D.C.;  Jerry 
Hernandez,  Research  Associate,  Social  Action  Research  Center,  San  Rafael, 
California;  Salvador  Herrera,  Executive  Director,  United  Migrants  for 
Opportunity,  Inc.,  Grand  Ledge,  Michigan;  Ms.  Alice  Hersh,  Director  of 
Health  Programs,  National  Rural  Center,  Washington,  D.C.;  Ms.  Maureen 
Hinkel,  Environmental  Defense  Fund,  Washington,  D.C.;  Christopher  Hitt, 
Subcommittee  on  Nutrition  and  Human  Needs,  United  States  Senate,  Washing- 
ton, D.C.;  Ms.  Susan  Hoechstetter , National  Association  of  Farmworker 
Organizations,  Washington,  D.C.;  Wayne  H.  Holtzman,  Ph.D.,  President, 

The  Hogg  Foundation  for  Mental  Health,  The  University  of  Texas,  Austin, 
Texas;  Charles  Horwitz,  Migrant  Legal  Action  Program,  Inc.,  Washington, 

D.C.;  Terrell  Hunt,  Chief,  Toxic  Substances  Branch,  Division  of  Pesticides 
and  Toxic  Substances  Enforcement,  Environmental  Protection  Agency,  Wash- 
ington, D.C.;  John  D.  Huss,  Director,  Management  Assistance,  D.  A.  Lewis 
Associates,  Inc.,  Clinton,  Maryland. 

Abdon  Ibarra,  Jr.,  Director  of  Planning,  Texas  Migrant  Council,  Laredo, 
Texas . 

Luis  Jaramillo,  Executive  uirector,  Colorado  Migrant  Council,  Denver, 
Colorado;  Ms.  Helen  Johnston,  Bethesda,  Maryland;  Ms.  Barbara  Jones, 

Gw3meed  Mercy  College,  Gwyneed  Valley,  Pennsylvania;  Tom  Jones,  National 
Representative,  National  Association  of  Farmworker  Organizations,  Washing- 
ton, D.C. 

Ms.  Rossie  Kelly,  Program  Development,  Migrant  Headstart  Programs, 
Department  of  Health,  Education,  and  Welfare,  Washington,  D.C.;  Mrs.  Lela 
Keys,  Coordinator  of  Handicapped  Services,  Early  Childhood  Development 
Centers,  Coahoma  Opportunities,  Inc.,  Clarksdale,  Mississippi;  Richard  H. 
Kinsey,  St.  Edward’s  University,  Austin,  Texas;  Kenneth  Kirby,  Department 
of  Consultation  and  Education,  West  Philadelphia  Community  Mental  Health 
Consortium,  Inc.,  Philadelphia,  Pennsylvania;  David  H.  Kirkpatrick,  Na- 
tional Economic  Development  Law  Project,  Berkeley,  California;  Ms.  Jeannine 
Kleimo,  National  Council  on  Agricultural  Life  and  Labor  Research  Fund, 

Inc.,  Dover,  Delaware;  Ed  Klumpp,  Project  Manager,  Rehab,  Inc.,  Arlington, 
Virginia;  Ms.  Linda  Kravitz,  Chevy  Chase,  Maryland. 

Claire  Lanham,  Ph.D.,  Associate  Dean,  Graduate  School  of  Social  Work, 
Norfolk  State  University,  Norfolk,  Virginia;  Jerry  Lapitas,  Director, 

Mental  Health  Services,  Headstart  Bureau,  Administration  for  Children, 

Youth,  and  Families,  Department  of  Health,  Education,  and  Welfare,  Washing- 
ton, D.C.;  Ms.  Bonnie  Lefkowitz,  Director,  Delivery  of  Services,  National 
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Health  Insurance,  Office  of  the  Deputy  Assistant  Secretary  for  Planning 
and  Evaluation/Health,  Department  of  Health,  Education,  and  Welfare, 
Washington,  D.C.;  Harvey  Levin,  Ph.D.,  Assistant  Professor,  Division  of 
Neurosurgery,  University  of  Texas /Medical  Branch,  Galveston,  Texas; 

David  A.  Lewis,  President,  D.  A.  Lewis  Associates,  Inc.,  Clinton,  Mary- 
land; Ms.  Kathy  Mireles  Leyden,  Upper  Marlboro,  Maryland;  Ms.  Helen  Lich- 
tenstein, Librarian  and  Research  Assistant,  Center  for  Community  Change, 
Washington,  D.C.;  John  D.  Lindler,  Program  Coordinator,  Florida  Depart- 
ment of  Community  Affairs,  Tallahassee,  Florida;  Rudy  Lira,  Economic  Oppor- 
tunities Planning  Association,  Toledo,  Ohio;  Dr.  Robert  Livingston, 

La  Jolla,  California;  Keith  Long,  M.D.,  Institute  on  Agricultural  Medicine, 
School  of  Medicine,  University  of  Iowa,  Iowa  City,  Iowa;  Henry  Lopez, 
Executive  Director,  Sacramento  Concilio,  Inc.,  Sacramento,  California; 
Moises  Loza,  Housing  Assistance  Council,  Washington,  D.C.;  Joe  F.  Lucero, 
Director,  Programs  for  Children,  Bemallio  County  Mental  Health/Mental 
Retardation  Center,  Albuquerque,  New  Mexico. 

Peter  Martz,  Division  of  Special  Treatment  and  Rehabilitation  Pro- 
grams, National  Institute  of  Alcohol  Abuse  and  Alcoholism,  Rockville, 
Maryland;  Gloria  Mattera,  M.D.,  Director,  New  York  Center  for  Migrant 
Studies,  State  University,  College  of  Arts  and  Sciences,  Geneseo,  New 
York;  Edward  A.  McCarthy,  Archbishop  of  Miami,  Archdiocese  of  Miami, 

Miami,  Florida;  Robert  C.  McElroy,  Employment  Standards  Administration, 

U.S.  Department  of  Labor,  Washington,  D.C.;  Joseph  L.  McGill,  Jr.,  Ph.D., 
Director,  East  Arkansas  Regional  Mental  Health  Center,  Wynne,  Arkansas; 
Gregory  J.  Mertz,  Project  Officer,  Community  Health  Branch,  Department  of 
Health,  Education,  and  Welfare  (Region  III),  Philadelphia,  Pennsylvania; 
Myron  Miller,  Executive  Secretary,  Virginia  Council  of  Churches,  Richmond, 
Virginia;  Winford  "Joe"  Miller,  Director,  Migrant  Student  Record  Transfer 
System,  State  Department  of  Education,  Little  Rock,  Arkansas;  Alfonso 
Mirabal,  Austin-Travis  County  Mental  Health/Mental  Retardation  Center, 
Austin,  Texas;  Charles  T.  Minshew,  Director,  Manpower  Division,  Office 
of  the  Governor,  State  of  South  Carolina,  Columbia,  South  Carolina;  Lloyd 
Mire,  Director  of  Partial  Hospitalization  Services,  Region  I Mental  Health 
Center,  Clarksdale,  Mississippi;  William  Mirengoff,  Committee  on  Evaluation 
of  Employment  and  Training  Programs,  National  Academy  of  Sciences,  Washing- 
ton, D.C.;  Earl  Moore,  Director,  Arkansas  Council  of  Farmworkers,  Forrest 
City,  Arkansas;  Ms.  Pat  Morse,  Assistant  to  Congressman  William  Ford, 
Subcommittee  on  Post-Secondary  Education,  House  of  Representatives, 
Washington,  D.C.;  Patrick  Mullen,  Director  of  Operations,  National  Share- 
croppers Fund,  Charlotte,  North  Carolina. 

Roland  Nanez,  Project  Staff  Officer,  Migrant  Health  Program,  Laredo- 
Webb  County  Health  Department,  Laredo,  Texas;  Ms.  Dorothy  Nelkin,  Program 
on  Science,  Technology  and  Society,  Cornell  University,  Ithaca,  New  York; 
Ms.  Jenifer  Nelson,  Acting  Director,  Supplemental  Food  Programs  Division, 
U.S.  Department  of  Agriculture,  Washington,  D.C.;  John  Nienstadt,  Office 
of  Social  Development,  Catholic  Diocese  of  Richmond,  Norfolk,  Virginia; 
David  North,  Director,  Center  for  Labor  and  Migration  Studies,  New  Trans- 
century Foundation,  Washington,  D.C. 

Sister  Geraldine  O’Brien,  S.N.D.,  East  Coast  Migrant  Health  Project, 
Washington,  D.C.;  Esteban  Olmedo,  Ph.D.,  Assistant  Director,  Spanish- 
Speaking  Mental  Health  Research  Center,  University  of  Calif omia/Los 
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Angeles,  Los  Angeles,  California;  Sean  O’Rourke,  Program  Administrator, 
Migrant  Alcoholism  Programs,  Division  of  Special  Treatment  and  Rehabili- 
tation Programs,  National  Institute  of  Alcohol  Abuse  and  Alcoholism, 
Rockville,  Maryland;  Lucy  D.  Ozarin,  M.D.,  Assistant  Director  for  Program 
Development,  Division  of  Mental  Health  Service  Programs,  National  Insti- 
tute of  Mental  Health,  Rockville,  Maryland. 

Art  Pearl,  Ph.D.,  Professor  of  Psychology,  University  of  California/ 
Santa  Cruz;  Rojelio  Perez,  Governor’s  Office  of  Migrant  Affairs,  Austin, 
Texas;  Roy  Perez-Daple,  Office  of  the  Principal  Regional  Official,  Depart- 
ment of  Health,  Education,  and  Welfare  (Region  III),  Philadelphia,  Pennsyl- 
vania; George  T.  Phillipps,  Clinical  Psychologist,  Children’s  Heart  Program 
of  South  Texas,  Corpus  Christ! , Texas;  David  Pratt,  Project  Director, 

Migrant  Health  Service,  Cumberland  Community  Department  of  Health,  Bridge- 
ton,  New  Jersey;  Chester  Provorse,  Migrant  Specialist,  New  York  Department 
of  State,  Albany,  New  York. 

Adalberto  Ramirez,  Executive  Director,  Campesinos  Unidos,  Inc., 

Brawley,  California;  Juan  Ramos,  Ph.D.,  Acting  Director,  Division  of 
Special  Mental  Health  Programs,  National  Institute  of  Mental  Health, 
Rockville,  Maryland;  Ms.  Barbara  Ras,  Health  Program  Specialist,  New 
England  Farmworkers’  Council,  Springfield,  Massachusetts;  John  R.  Reilly, 
Winston  and  Strawn,  Washington,  D.C.;  Donn  A.  Reimund,  Economic  Statistics 
and  Cooperatives  Service,  U.S.  Department  of  Agriculture,  Washington,  D.C.; 
Ms.  Hermelinda  Rendon,  Division  of  Farmworker  Programs,  U.S.  Department  of 
Labor,  Washington,  D.C.;  Lee  Reno,  Washington,  D.C.;  Vidal  Rivera,  Director, 
Migrant  Education  Program,  U.S.  Office  of  Education,  Department  of  Health, 
Education,  and  Welfare,  Washington,  D.C.;  Robert  W.  Roddy,  Office  of  Mi- 
grant Health,  Bureau  of  Community  Health  Services,  Health  Services  Adminis- 
tration, Rockville,  Maryland;  Robert  L.  Rodnitsky,  M.D.,  Associate  Professor, 
Department  of  Neurology,  University  of  Iowa  College  of  Medicine,  Iowa  City, 
Iowa;  Reymundo  Rodriguez,  Executive  Associate,  The  Hogg  Foundation  for 
Mental  Health,  The  University  of  Texas,  Austin,  Texas;  Dr.  Fred  E.  Romero, 
Special  Assistant  to  the  Undersecretary,  U.S.  Department  of  Labor,  Wash- 
ington, D.C.;  Paul  Royston,  President’s  Reorganization  Project,  Office  of 
Management  and  Budget,  Washington,  D.C.;  Henry  Cowles  Rucker,  III,  Wash- 
ington, D.C.;  Ms.  F.  R.  Ruskin,  Washington,  D.C.;  John  Ryor,  President, 
National  Education  Association,  Washington,  D.C. 

Ms.  Marilyn  Samuels,  Public  Health  Advisor,  Department  of  Health, 
Education,  and  Welfare  (Region  V),  Chicago,  Illinois;  Hector  Sanchez, 
Department  of  Health,  Education,  and  Welfare  (Region  IV),  Dallas,  Texas; 
Rudolf o Sanchez,  National  Executive  Director,  National  Coalition  of  His- 
panic Mental  Health  and  Human  Services  Organizations,  Washington,  D.C.; 

Billy  Sandlin,  Associate  Bureau  Director  for  Migrant  Health,  Bureau  of 
Community  Health  Services,  Health  Services  Administration,  Rockville, 
Maryland;  Ms.  Susan  Schmeiser,  Office  of  Special  Affairs,  ACTION,  Wash- 
ington, D.C.;  Mark  Schneider,  Deputy  Assistant  Secretary  for  Human  Rights, 
U.S.  Department  of  State,  Washington,  D.C.;  Ms.  Susan  B.  Schub,  Program 
Funding,  Inc.  ,‘  Rochester,  New  York;  Budd  Shenkin,  M.D.,  M.A.P.A. , Univer- 
sity of  Calif omia/San  Francisco,  San  Francisco,  California;  William  Shipes, 
Executive  Director,  Migrant  and  Seasonal  Farmworkers’  Association, 

Raleigh,  North  Carolina;  Ms.  Leslie  Smith,  Economic  Statistics  and 
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Cooperatives  Service,  U.S.  Department  of  Agriculture,  Washington,  D.C.; 
Sister  Maureen  Smith,  O.S.F.,  East  Coast  Migrant  Health  Project,  Onley, 
Virginia;  Amaldo  Solis,  M.D.,  Director,  Mission  Neighborhood  Health 
Center,  San  Francisco,  California;  Stephen  Solis,  Washington,  D.C.,  John 
Soto,  Ph.D.,  Assistant  Professor,  Graduate  School  of  Social  Work,  Univer- 
sity of  Texas,  Austin,  Texas;  E.  A.  Spear,  Director,  Migrant  Education 
Program,  ESEA  Title  I,  Alabama  Department  of  Education,  Montgomery,  Ala- 
bama; Ms.  Cassandra  Stockberger,  Director,  National  Organization  for 
Migrant  Children,  New  York  City,  New  York;  Ernesto  Suazo,  Executive  Di- 
rector, New  Mexico  Council  of  Community  Mental  Health  Services,  Albuquer- 
que, New  Mexico. 

Mrs.  Marilyn  M.  Teeter,  Program  Nurse,  Shippensburg  State  College, 
Shippensburg,  Pennsylvania;  Mrs.  Barbara  Thompson,  Executive  Assistant, 
Mississippi  Delta  Council  for  Farmworker’s  Opportunities,  Inc.,  Clarks- 
dale,  Mississippi;  Manuel  Tijerina,  Legislative  Assistant  to  Congressman 
Edward  Roybal,  House  of  Representatives,  Washington,  D.C.;  Ms.  Peggy 
Treadwell,  Chevy  Chase,  Maryland. 

Thomas  van  Coverden,  Policy  Analyst,  National  Association  of  Community 
Health  Centers,  Washington,  D.C.;  A.  Hale  Vandermer,  Ph.D.,  Human  Effects 
Monitoring  Branch,  Office  of  Pesticides,  U.S.  Environmental  Protection 
I Agency,  Washington,  D.C.;  Christine  van  Lenten,  Director,  Office  of  Legis- 
j lative  Affairs,  Food  and  Nutrition  Service,  U.S.  Department  of  Agriculture, 
Washington,  D.C.;  Perry  Vecchio,  Director,  Health  and  Education,  National 
Association  of  Farmworker  Organizations,  Washington,  D.C.;  Victor  Vidal, 
Northwest  Tri-County  Intermediate  Unit,  Edinboro,  Pennsylvania;  Oscar 
{ Villareal,  Executive  Director,  Texas  Migrant  Council,  Laredo,  Texas; 

Robert  von  der  Lippe,  Associate  Professor  of  Sociology,  Hampshire  College, 
Amherst,  Massachusetts. 

David  Warner,  Ph.D.,  Associate  Professor  of  Public  Affairs,  Lyndon 
Baines  Johnson  School  of  Public  Affairs,  The  University  of  Texas,  Austin, 
Texas;  Ms.  Lisa  Weil,  Associate  Director  for  Program  Coordination,  Na- 
tional Institute  on  Alcohol  Abuse  and  Alcoholism,  Rockville,  Maryland; 

Ms.  Cindy  West,  ESEA  Migrant  Services,  Forrest  City,  Arkansas;  Joseph 
> Wheatley,  Director,  Mississippi  Delta  Council  for  Farmworkers'  Opportuni- 
: ties,  Inc.,  Clarksdale,  Mississippi;  Raymond  Wheeler,  M.D.,  Chairman  of 

; the  Board,  National  Sharecroppers'  Fund,  Charlotte,  North  Carolina; 

] Thomas  J.  Windberg,  C.S.C.,  Dean  of  Students,  St.  Edward's  University, 
Austin,  Texas;  Fred  Winter,  Mississippi  Delta  Council  for  Farmworkers' 
il ; Opportunities,  Inc.,  Clarksdale,  Mississippi;  John  C.  Wolfe,  Ph.D., 
Executive  Director,  National  Council  of  Community  Health  Centers,  Inc., 
Washington,  D.C.;  Oren  P.  Wright,  St.  Francis  County  Social  Services, 
jll  Forrest  City,  Arkansas. 

Ruben  Zamorano,  School  of  Social  Work,  San  Jose  State  University, 
j!  San  Jose,  California. 
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Source:  These  data,  except  the  health  and  housing  appropriations,  are  from  unpublished  Departmental 

sources  as  reported  in  "An  Analysis  of  Selected  Department  of  Labor  Projects  for  Migrant  an 
Seasonal  Farmworkers",  Linton  and  Company,  Inc.,  October,  1976. 
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^Excluding  USDA  Farmers  Home  Administration  housing  allocations. 

**FY  1975  DOL  Figures  are  used  to  reflect  change  from  project-by-project  allocation  system  to  formula 
system  first  Instituted  In  FY  1975. 
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EXECUTIVE  SUMMARY 


THE  VIETNAM  VETERAN  POPULATION 

The  10-year  Vietnam  Era  saw  the  involvement  of  more  than  8.5  million 
Americans  in  all  branches  of  the  military  services.  Of  this  total,  2.8  mil- 
lion served  in  the  war  theaters  of  Southeast  Asia,  1 million  were  exposed  to 
combat  or  other  life-threatening  conditions,  and  more  than  300,000  suffered 
casualties.  Together  with  members  of  their  families,  conservatively  estimated 
to  number  25  million,  these  veterans  pose  an  acute — and  largely  unmet — national 
need  for  mental  health,  rehabilitative,  and  diverse  social  support  services. 


THE  VETERANS'  PROBLEMS 

The  increased  demand  among  Vietnam  Era  veterans  for  psychological  and 
social  support  services  cannot  be  linked  unequivocally  to  conditions  of  serv- 
ice. Nonetheless,  five  major  mental  health  problem  areas  have  been  identified. 


Psychiatric  Disorders 

Although  the  Vietnam  conflict  produced  a smaller  number  of  neuropsychiat- 
ric diagnoses  in  the  combat  zone  than  did  previous  conflicts,  the  actual  rate 
of  mental  and  emotional  disorders  ultimately  has  been  far  higher  among  Vietnam 
soldiers  than  it  was  for  veterans  of  previous  wars.  Especially  notable  is  the 
legacy  of  delayed  and  chronic  disorders  which  arise  and  persist  long  after  the 
soldier  has  returned  to  civilian  life. 


Drug  Abuse  and  Alcoholism 

No  consistent  data  are  available  defining  the  nature  and  extent  of  drug 
use  and  abuse  patterns  instilled  among  veterans  by  the  Vietnam  experience. 
While  a predicted  "epidemic"  appears  not  to  have  eventuated,  large  numbers  of 
veterans  do  continue  to  require  specialized  treatment  facilities  for  detoxi- 
fication, maintenance  programs,  and  other  forms  of  drug  abuse  therapy.  Even 
more  apparent  is  a steadily  increasing  incidence  of  alcohol  related  problems 
among  Vietnam  veterans;  the  U.S.  Public  Health  Service  estimates  that  one- 
half  million  Vietnam  veterans  are  alcoholics. 


Stigmatization 

Popular  stereotypes  of  Vietnam  veterans  as  losers,  misfits,  drug  addicts, 
and  public  risks--all  nurtured  in  the  popular  media — contribute  to  an  unem- 
ployment rate  among  veterans  that  is  significantly  higher  than  the  national 
average  for  their  nonveteran  counterparts.  Poor  employment  opportunities 
lead,  in  turn,  to  a cycle  of  job  turnover,  lowered  self-esteem,  and  exacerba- 
tion of  existing  health  and  psychological  disturbances. 
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Failure  of  Social  Integration 

Unrealized  expectations  of  post-discharge  employment  opportunities  by 
veterans  who  sought  and  obtained  specialized  training  and  occupational  skills 
in  the  military  have  led  to  a sense  of  disadvantage  and  betrayal.  Feelings 
of  negativism,  distrust,  and  loss  of  morale  and  self-esteem  further  inter- 
fere with  an  orderly  and  productive  reentry  into  American  society.  Serious 
and  prolonged  readjustment  problems — estimated  to  exist  among  approximately 
one  out  of  five  veterans — are  compounded  for  Vietnam  veterans  injured  during 
the  war  whose  need  for  psychological  rehabilitation  and  long-term  support  has 
been  largely  ignored. 


Family  Breakdown 

The  Vietnam  war  created  more  than  35,000  American  widows  and  orphans;  by 
the  war’s  end  at  least  275,000  Americans  had  mourned  the  loss  of  a soldier 
from  their  families,  while  another  1.4  million  Americans  were  to  welcome  home 
wounded  veterans.  Though  little  is  known  with  statistical  accuracy  about  the 
pattern  of  loss,  separation,  and  reunion  experienced  by  veterans  and  their 
families,  high  rates  of  separation  and  divorce  are  indicative  of  the  problems 
that  are  encountered. 


WHAT  IS  BEING  DONE  ABOUT  THE  VETERANS’  PROBLEMS 

Principal  national  responsibility  for  programs  directed  toward  veterans’ 
needs  is  held  by  three  Federal  agencies:  the  Veterans  Administration  (VA) ; 

the  Department  of  Health,  Education,  and  Welfare  (HEW) ; and  the  Department 
of  Labor  (DOL) . Also  of  critical  significance  to  veterans’  social,  psycho- 
logical, physicial,  and  economic  well-being,  though  not  a focus  of  this  re- 
port, are  the  roles  and  responsibilities  assumed  by  self-help  veterans’  or- 
ganizations, State  and  local  governments,  and  private  organizations. 


The  Veterans  Administration 


The  VA  has  primary  responsibility  for  the  direct  administration  and  pro- 
vision of  diverse  services  to  veterans — ranging  from  health  and  mental  health 
care  to  compensation  and  pension  benefits,  education,  and  training  benefits 
and  assistance,  housing  assistance,  and  life  insurance.  The  VA  maintains  also 
a research  effort  targeted  toward  basic  research  and  the  identification  of 
health  problems — less  than  10  percent  of  it,  however,  is  devoted  specifically 
to  mental  health  research. 

Last  year,  more  than  1.1  million  veterans,  14  percent  of  whom  were  Viet- 
nam Era  veterans,  were  admitted  to  VA  hospitals,  and  outpatient  care  was  pro- 
vided to  3.3  million  individuals,  of  whom  24  percent  were  Vietnam  Era  veterans. 
The  VA  system  treats  a disproportionately  large  number  of  Vietnam  Era  veterans 
for  mental  health  problems  related  to  drug  dependence,  and  a continuation  of 
their  current  rate  of  admission  to  alcoholism  treatment  programs  portends  an 
excessive  Vietnam  Era  representation  on  the  registers  of  these  programs  as 
well. 
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The  Department  of  Health,  Education , and  Welfare 

The  Department  last  year  identified  approximately  3.5  million  Vietnam  Era 
veterans  assisted  through  various  programs,  including  job  placement  in  the 
health  and  rehabilitation  fields,  supplementary  educational  assistance,  direct 
clinical  services  in  community  mental  health  centers,  and  rehabilitation 
programs. 

The  Department’s  MEDIHC  (Military  Experience  Directed  into  Health  Careers) 
counseling  and  job  placement  program  in  1977  enabled  6,000  veterans  to  obtain 
jobs  in  the  health  fields;  an  additional  300  more  highly  skilled  veterans  are 
placed  annually  through  HEW’s  MEDEX  (physician’s  assistants)  program.  During 
1977  also,  approximately  794,000  Vietnam  Era  veterans  were  aided  by  DHEW  cash 
grants  and  educational  loans  available  through  various  department  programs, 
and  by  vocational  outreach  and  training  programs. 

It  is  estimated  that  in  1977,  nearly  270,000  veterans  benefited  from  two 
programs  in  particular:  40,000  through  State  Vocational  Rehabilitation  Serv- 

ices made  available  under  the  Federal  Rehabilitation  Services  Administration, 
and  228,000  who  received  care  from  the  more  than  550  federally  funded  commu- 
nity mental  health  centers  presently  operational  throughout  the  country. 


The  Department  of  Labor 

DOL  has  a major  responsibility  for  the  job  counseling  and  placement  of 
veterans,  although  this  often  entails  some  degree  of  personal  adjustment  as- 
sistance as  it  relates  to  employability. 

Current  programs  include  the  Veterans  Employment  Service,  which  is  com- 
prised of  a network  of  regional  and  State  veterans’  employment  representatives; 
program  HIRE,  which  is  designed  to  make  private  sector  employment  opportunities 
available  to  Vietnam  Era  veterans;  local  CETA  (Comprehensive  Employment  and 
Training  Act)  funds  for  veterans’  jobs  projects;  and  more  recently  the  Disabled 
Veterans  Outreach  Program,  to  inform  and  advise  eligible  veterans  of  employment 
opportunities.  Unfortunately,  most  of  these  have  lacked  coordination  and  have 
been  less  than  comprehensive  in  scope  and  design.  The  total  number  of  Vietnam 
Era  veterans  that  have  been  assisted  is  at  this  point  a rough  estimate. 


WHAT  SHOULD  BE  DONE 


Discussion 


No  single  agency  bears  responsibility  for  current  shortcomings  in  Federal 
policy  on  behalf  of  Vietnam  Era  veterans.  The  reasons  for  the  difficulties  en- 
countered in  designing  effective  Federal  policy  include: 

• insufficient  knowledge  regarding  the  causes,  manifestations,  and 
effects  of  war-related  mental  health  problems; 

• fragmented  Federal  programs  for  veterans; 
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• Federal  veterans'  benefit  programs  that  fail  to  take  into 
account  disparities  between  national  standards  and  local  and 
regional  socioeconomic  conditions; 

• stigmatization  of  Vietnam  Era  veterans. 

RECOMMENDATIONS 

1)  Increased  research  funds  should  be  made  available 
to  the  Veterans  Administration  and  to  the  Department  of 
Health,  Education,  and  Welfare  for  the  conduct  of  research 
necessary  to  determine  the  psychosocial  needs  of  Vietnam 
Era  veterans. 

2)  The  President  should  order  accelerated  Federal 
interagency  collaboration,  as  well  as  improved  Federal/ 
State/local  participation  and  coordination  in  the  devel- 
opment and  expansion  of  mental  health  related  services 
for  Vietnam  Era  veterans . 

• The  VA  should  continue  to  request,  and  the  President 
should  encourage  Congress  to  reduce  current  diagnos- 
tic and  indigency  restrictions  on  veterans'  eligi- 
bility for  clinical  services  offered  through  the  VA. 

• The  President  should  encourage  the  VA  to  implement 
a personal  readjustment  program  designed  to  provide 
comprehensive,  preventive  mental  health  care,  psy- 
chosocial readjustment  assistance,  counseling,  and 
other  services,  as  necessary,  to  assist  Vietnam  and 
other  veterans  and  their  families. 

• The  Department  of  Labor  should  have  increased  funding 
available  for  implementation  of  Public  Law  93-567, 
title  VI,  section  104(b),  the  Outreach  to  Veterans 
for  Jobs  program. 

• CETA  (Comprehensive  Employment  and  Training  Act) 
funds  within  the  DOL  should  be  increased  to  allow 
for  the  expansion  of  VETS  projects  to  100  cities, 
and  for  the  continued  funding  of  successful  local 
unaffiliated  self-help  programs. 

• DREW  should  be  funded  to  implement  section  402 
(added  in  1976)  of  the  Economic  Opportunity  Act  to 
allow  the  Secretary  of  DREW  to  undertake  special  pro- 
grams of  counseling  and  rehabilitation,  with  special 
priority  given  to  veterans  and  employers  of  those 
veterans  who  are  former  drug  addicts  or  alcoholics. 

• The  Secretary  of  DREW  should  encourage  renewed 
emphasis  throughout  the  Department  on  the  problems 
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and  needs  of  Vietnam  Era  veterans  and  veterans’  de- 
pendents. Special  consideration  should  be  given  to 
the  demise  of  the  Veterans  Upward  Bound  program  and 
the  rationality  of  decisions  to  abolish  the  Veterans 
Cost  of  Instruction  Program. 

• The  VA,  DREW,  DOL,  and  DOD  should  be  directed  by  the 
President  to  develop  contractual  relationships  among 
themselves  and  with  other  agencies  and  community 
programs  to  be  able  to  deliver  appropriate  services 
in  the  appropriate  setting  and  to  avoid  duplication. 

• The  Federal  Government,  through  the  VA  and  other 
means,  should  mobilize  resources  to  better  inform 
eligible  veterans  and  dependents  of  existing  per- 
sonal adjustment  programs  and  locations  where  they 
are  available. 

• Public  Law  93-641,  the  National  Health  Planning  and 
Resources  Development  Act  of  1974,  should  be  amended 
to  mandate  that  the  VA,  DREW,  DOD,  and  other  Federal 
health  facilities  fully  participate  in  and  conform 
to  the  local  Health  Systems  Agency  (HSA)  planning 
process. 

• Manpower  training  programs  to  educate  and  reeducate 
mental  health  service  delivery  personnel  to  the 
problems  and  treatment  needs  of  Vietnam  Era  veterans 
must  begin. 

3)  Efforts  must  be  made  to  remove  the  stigma  associ- 
ated with  Vietnam  Era  military  service  to  allow  the  com- 
plete psychosocial  readjustment  of  the  veteran. 

• The  President,  in  compliance  with  the  provisions 
of  Public  Law  95-126,  should  insure  that  the  dis- 
charge review  program  currently  being  established 
include  all  veterans  and  utilize  uniform  and  sensi- 
tive standards. 
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THE  VIETNAM  VETERAN  POPULATION 


For  most  official  purposes,  the  Vietnam  Era  began  in  1964  and  ended  in 
1973.  The  legacy  of  those  10  years  continues  to  be  experienced  by  four  groups 
whose  military  service  during  that  time  clearly  defines  them  as  Vietnam  Era 
veterans,  or  whose  close  relationship  to  these  veterans  has  had  a substantial 
impact  on  their  lives  as  well.  (See  figure  1.) 

• The  first  group  would  include  all  individuals  who  served  in  the 
Armed  Forces  during  the  decade.  Today  these  total  approximately 
8.5  million. 

• A second  group  is  comprised  of  those  who  served  only  in  the  war 
theatres  of  Southeast  Asia;  they  number  just  over  2.8  million. 

• A third  group  is  made  up  of  those  who  served  and  were  exposed  to 
combat  or  life-threatening  conditions  as  contrasted  with  those 
who  were  not.  Because  of  the  circumstances  of  a largely  guerilla- 
fought  war,  it  is  difficult  to  estimate  reliably  the  size  of  this 
group,  but  it  is  unlikely  to  number  less  than  1 million. 

• A fourth  group  is  made  up  of  those  who  were  wounded  in  combat  or 
by  other  causes  in  the  war  zone.  These  number  nearly  304,000. 

This  report  focuses  also  on  a fifth  group.  They  are  the  families  and  de- 
pendents of  the  over  8 million  who  served,  including  the  families  of  those  who 
did  not  survive  to  return  as  veterans.  No  one  has  made  a count  of  this  group, 
but  its  size  has  been  estimated  conservatively  at  no  less  than  25  million. 

THE  VETERANS’  PROBLEMS 

It  is  critical  to  emphasize  at  the  outset  that  the  problems  of  Vietnam 
Era  veterans  are  significantly  different  from  those  of  veterans  of  earlier 
wars. 


The  differences  reflect  the  special  circumstances  of  this  war  and  the  way 
it  was  fought;  the  differences  in  attitudes  of  the  Nation  toward  the  war  and 
to  the  returning  veteran;  and  differences  among  the  veterans  themselves — in 
their  perceptions  of  the  war,  their  involvement,  the  conditions  they  faced  on 
their  return.  None  of  these  elements  are  yet  entirely  understood  nor  are 
their  effects  easily  measured  and  compared. 

We  do  know,  however,  that  the  decade  during  which  the  Vietnam  war  was 
fought  was  one  of  greater  turmoil  and  political  and  social  unrest  in  the  Nation 
and  among  its  citizens  than  was  experienced  during  earlier  conflicts.  Our  in- 
volvement in  the  war,  public  hostility  toward  that  involvement,  and  the  result- 
ing pressures  on  the  returning  veteran  have  surely  had  an  impact  on  his  stabil- 
ity and  adjustment  to  civilian  life.  The  extent  of  this  impact,  however,  is 
not  known  precisely,  and  it  has  varied  in  different  regions  of  the  country. 

Most  observers  agree  that  problems  of  mental  health  are  widespread  among 
Vietnam  Era  veterans  and  range  broadly  in  scope  and  severity.  There  are  ' 
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differences  of  opinion,  however,  on  the  degree  to  which  specific  conditions  of 
service  have  contributed  to  these  problems. 

Studies  which  have  focused  on  veterans  who  were  present  in  the  war  zone 
or  who  experienced  combat  have  found  some  significant  problems  in  almost  every 
case.  Studies  examining  only  Vietnam  Era  veterans  have  been  more  ambiguous. 
For  instance,  Vietnam  Era  veterans  may  show  relatively  few  of  the  signs  of 
maladjustment  characteristic  of  veterans  of  the  war  zone.  On  the  other  hand, 
by  contrast  with  men  of  comparable  age,  race,  and  education  who  did  not  serve 
in  the  military  at  all,  it  is  clear  that  Vietnam  Era  veterans  regardless  of 
where  they  served,  have  suffered  from  difficulties  not  experienced  by  compar- 
able groups  of  civilians. 

Our  focus  in  this  report  will  be  the  2.8  million  veterans  who  served  in 
Southeast  Asia,  although  we  shall  also  deal  with  the  larger  Vietnam  Era  group, 
whose  problems,  together  with  those  of  their  families,  are  of  no  less  concern. 

Five  principal  mental  health  problem  areas  have  been  identified  to  date. 
These  are: 

• Specific  psychiatric  disorders; 

• Drug  abuse  and  alcoholism; 

• Stigmatization; 

• Failure  of  social  integration; 

• Family  breakdown. 


Psychiatric  Disorders 

No  one  can  say  with  confidence  how  the  stresses  of  war  produce  the  clini- 
cal signs  of  breakdown  or  disorder  among  soldiers,  nor  provide  a reliable 
estimate  of  how  long  the  symptoms  will  persist.  The  nature  of  modern  warfare 
changes  rapidly,  and  so  too  have  the  psychiatric  methods  of  identifying  and 
dealing  with  reactions  to  stress. 

Since  World  War  I,  we  have  learned  that  many  of  the  stress-related  be- 
haviors that  arise  in  and  after  war  service  represent  clinical  disorders  rather 
than  malingering  or  moral  lapses  as  used  to  be  thought.  No  clear  understanding 
exists,  however,  of  the  causes  of  these  disorders,  or  of  the  length  of  time 
after  military  service  during  which  symptoms  can  legitimately  be  attributed  to 
war  stress. 

Army  reports  of  psychiatric  casualties  in  Vietnam,  together  with  compari- 
sons between  the  casualty  levels  of  each  of  the  wars  since  1914,  reveal  some-: 
thing  of  a paradox.  (See  figure  2.) 

On  the  one  hand,  the  Vietnam  conflict  produced  a smaller  rate  of  neuro- 
psychiatric diagnoses  in  the  combat  zone  than  any  of  the  previous  conflicts. 

On  the  other  hand,  the  incidence  of  psychotic  disorders  was  far  higher  among 
Vietnam  soldiers  and,  unlike  the  reports  of  neuropsychiatric  diagnoses,  those 
of  psychotic  disorders  continued  to  rise  after  the  fighting  itself  was  re- 
duced and  ended. 
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PSYCHIATRIC  CASUALTY  RATES  IN 
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Thus,  the  battlefield  in  Vietnam  may  well  have  produced  fewer  immediate 
psychiatric  casualties  requiring  evacuation  and  discharge  than  did  earlier 
conflicts,  but  it  left  a far  greater  legacy  of  delayed  and  chronic  disorders 
which  arise  and  persist  long  after  the  soldier  has  returned  to  civilian  life. 

The  most  obvious  and  most  commonly  reported  clinical  symptoms  of  war 
stress  can  be  subsumed  under  the  term  acute  combat  reaction.  This  involves 
behavior  by  a soldier  under  conditions  of  combat  usually  interpreted  by  those 
around  him  as  signaling  that  he  has  ceased  to  function  effectively.  The 
s3nnptoms  include  loss  of  appetite,  irritability,  jumpiness,  disturbed  sleep, 
paralysis,  blindness,  aphonia,  disorientation,  disorganization  of  thought, 
panic,  apathy,  choreiform  movements,  tics,  stammering,  syncopal  attacks,  de- 
lirium, and  stupor. 

What  psychiatrists  identify  as  delayed  combat  reaction  is  no  less  serious 
or  widespread,  but  it  is  much  more  difficult  to  identify,  report,  and  treat. 
Specialists  differ  in  their  diagnoses.  Some  view  delayed  combat  reaction  as 
consisting  of  a reexperience  of  the  combat  situation  minutes,  weeks,  or  years 
after  the  original  stimulus.  This  reexperiencing  or  flashback  may  occur  either 
during  some  period  of  stress  in  the  veteran’s  life  (for  example,  at  the  loss 
of  a job),  or  during  a situation  which  closely  resembles  the  environment  of 
the  combat  situation  (jungle,  heat  and  humidity,  gunfire  sounds,  emotional 
tension,  or  physical  pain) . Many  of  the  symptoms  are  identical  to  those  as- 
sociated with  acute  combat  reaction.  Other  specialists  have  included  a more 
diffuse  range  of  emotional  disturbances  under  the  label  of  delayed  combat  re- 
action. Some  of  these  are: 

• Affective  muting — characterized  by  detachment,  withdrawal,  and  the  di- 
minished capacity  to  feel.  It  manifests  itself  as  a restriction  of  emotional 
expression,  empathy,  and  experience.  This  detachment  may  have  been  an  impor- 
tant factor  for  survival  in  the  war  zone  but  later  as  a coping  mechanism  for 
other  forms  of  stress  it  constricts  emotional  development. 

• Guilt — characterized  by  a sense  of  failure  at  keeping  to  personal  moral 
standards  and  as  a general  expectancy  of  punishment.  The  symptoms  include 
painful  feelings  of  self-criticism,  blame,  and  remorse.  Many  Vietnam  veterans 
feel  that  because  of  the  unpopularity  of  this  war,  as  compared  with  earlier 
ones,  their  behavior  as  soldiers  has  been  publicly  judged  in  a harsh  manner. 
Guilt  among  veterans  may  also  be  manifested  as  survivor  guilt — the  feeling 
that  one’s  life  was  saved  at  the  cost  of  another’s.  It  is  that  loss  about 
which  the  survivor  suffers  guilt  feelings. 

• Other  disturbances — among  them  obsession  with  thoughts  of  death,  hyper- 
alertness, and  startle  reactions,  sleep  disturbances  and  nightmares,  rage  and 
aggression,  mistrust,  paranoia,  and  depression.  These  are  often  clinical  in 
reflections  of  hidden  and  repressed  feelings  of  guilt  and  anxiety. 

The  more  delayed  and  diffuse  the  psychiatric  manifestations,  the  less 
likely  it  is  that  their  connection  with  Vietnam  service  will  be  recognized. 
Consequently  clinicians  find  it  difficult  to  compile  an  accurate  etiology; 
veterans  suffering  from  the  problems  do  not  receive  adequate  treatment;  sta- 
tistics underestimate  the  true  incidence;  and  Federal  programs  fall  short  of 
meeting  veterans’  needs. 


VETS  13 


1334 


Drug  Abuse  and  Alcoholism 

Drug  abuse  was  one  of  the  earliest  problems  to  be  detected  among  Vietnam 
veterans,  and  it  is  probably  still  the  most  widely  publicized. 

The  widespread  use  of  marihuana  and  opiates  such  as  heroin  among  American 
soldiers  in  Vietnam  was  for  a long  time  denied  by  military  spokesmen  and  Penta- 
gon officials.  After  repeated  studies  confirmed  the  extent  of  the  problem  in 
the  war  zone,  it  was  widely  feared  that  heroin  addiction  might  return  home  with 
the  veterans  on  an  epidemic  scale. 

There  are  several  views  of  what  has  subsequently  occurred.  One,  which  re- 
flects a common  consensus  among  Defense  Department  and  law  enforcement  offi- 
cials, is  that  heavy  narcotics  and  marihuana  use  was  limited  to  the  war  zone, 
and  that  veterans  rapidly  matured  out  of  their  drug  use  habit  once  they  had  re- 
turned home. 
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Survey  evidence  collected  by  Robins  for  the  Defense  Department  and  the 
White  House  Special  Action  Office  on  Drug  Abuse  Prevention  appears  to  confirm 
this  view.  As  indicated  in  the  aforementioned  table,  1 year  after  returning 
from  Vietnam  there  was  a dramatic  decline  in  narcotics  use  as  well  as  a lesser 
decline  in  amphetamine  and  barbiturate  use  by  Vietnam  veterans.  Only  the  use 
of  marihuana  increased.  Three  years  after  Vietnam,  the  prevalence  rate  was 
approximately  that  of  the  pre-Vietnam  years,  with  a reduction  in  marihuana. 

According  to  other  studies,  however,  the  use  of  drugs,  alcohol,  marihuana, 
and  synthetics  (heroin,  speed,  and  methadone)  increased  greatly  during  military 
service  and  has  tended  to  continue  at  higher  levels  after  military  service  had 
ended.  At  this  time  it  remains  difficult  to  gage  the  size  of  the  veteran  pop- 
ulation using  narcotics  and  requiring  one  form  or  another  of  treatment  for 
drug  dependency. 
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The  prevailing  view  among  those  active  in  drug  treatment  programs  for 
veterans  is  that  although  still  sizable  and  serious,  the  population  of  veterans 
using  narcotics  is  no  longer  increasing.  This  means  that  a large  number  of 
veterans  (exactly  how  large  we  do  not  know)  continues  to  need  specialized 
treatment  facilities,  for  handling  detoxification,  maintenance,  and  other  forms 
of  drug  abuse  therapy.  (See  figure  3.) 

What  is  equally  clear  but  not  at  all  widely  understood,  is  that  in  the 
same  group,  problems  of  alcoholism  are  rapidly  increasing  in  size  and  scope. 

The  results  of  virtually  all  recent  research  shows  that  the  prevalence  of 
alcohol  abuse  has  risen  dramatically — a phenomenon  related  also  to  increasing 
arrest  rates  for  veterans,  incarceration,  accidents,  job  loss,  and  medical 
problems.  Even  researchers  who  differ  in  their  findings  regarding  opiate  use 
are  agreed  on  the  high  intidence  of  alcohol  abuse.  Public  Health  Service  fig- 
ures indicate  that  perhaps  as  many  as  half  a million  Vietnam  veterans  are  al- 
coholics; the  Veterans  Administration  reports  107,000  inpatients  and  323,000 
outpatients  treated  for  alcoholism  and  their  alcohol  treatment  facilities  are 
now  growing  by  13  percent  annually. 


Stigmatization 

It  is  clear  that  many  Vietnam  veterans  are  suffering  from  mental  health 
problems.  It  is  important  to  realize  also,  however,  the  extent  to  which 
Americans  commonly  tend  to  believe  the  worst  about  Vietnam  veterans,  and  to 
see  their  problems  in  exaggerated  and  overdramatized  forms  which  badly  dis- 
tort the  truth. 

As  a result,  one  of  the  serious  problems  from  which  veterans  suffer  can 
be  defined  by  the  stigmas  imposed  on  them  by  the  American  people  themselves — 
stigmas  which  disadvantage  them,  discriminate  against  them,  and  add  to  the 
severe  mental  health  problems  which  have  already  been  identified. 

Moreover,  the  stigmas  which  Vietnam  veterans  carry  in  our  society  are  not 
so  much  their  problem  as  the  problem  of  society  at  large.  There  is  little 
foundation  in  fact  to  the  majority  of  negative  stereotypes  associated  with 
Vietnam  veterans.  All  too  often,  popular  novels,  films,  television,  and  the 
press  portray  Vietnam  veterans  as  losers,  misfits,  poor  soldiers  physically 
or  mentally  unfit  to  fight;  and  as  drug  addicts,  homicidal  maniacs,  and  in- 
dividuals who  cannot  be  relied  upon  to  act  in  an  emotionally  controlled  and 
rational  manner. 

These  stereotypes  are  prominently  reinforced  in  the  mass  media,  but  there 
is  little  way  of  knowing  whether  the  negative  characteristics  attributed  to 
Vietnam  veterans  are  any  more  valid  for  them  than  for  veterans  of  earlier  wars 
or  for  members  of  the  general  population.  Still,  the  belief  that  veterans  be- 
have according  to  stereotype  appears  to  justify  to  some  a range  of  discrimina- 
tions which  cannot  be  justified  at  all. 

An  important  outcome  is  the  discrimination  which  veterans  face  in  the  job 
market.  A Harris  Survey  of  employer  attitudes  in  1972  showed  that  although 
53  percent  of  a national  sample  said  that  they  would  be  more  likely  to  hire  a 
veteran  than  his  civilian  counterpart,  72  percent  made  no  effort  to  contact 
veterans’  employment  agencies.  Moreover,  if  we  examine  how  much  of  each  job 
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sector’s  work  force  is  accounted  for  by  Vietnam  veterans,  we  find  that  the 
government  sector  (where,  of  course,  preference  for  veterans  is  a statutory 
rule)  has  been  the  only  one  hiring  veterans  in  numbers  roughly  equal  to  their 
proportion  in  the  labor  force  as  a whole — 5 percent.  Veterans  represent  only 
4 percent  of  those  hired  by  manufacturers  and  only  2 percent  of  those  hired 
in  the  service  and  wholesale-retail  sector. 

Other  evidence  of  discrimination  abounds.  The  controversy  in  the  early 
1970’ s surrounding  the  Defense  Department  practice  of  making  information  from 
veterans’  service  records  selectively  available  grew  directly  out  of  veterans’ 
complaints  that  during  job  interview  sessions,  employers  were  obtaining  and 
using  this  confidential  information  prejudicially. 

Equally  telling  are  the  unemployment  statistics.  In  the  September  1977 
figures,  some  502,000  Vietnam  Era  veterans  were  unemployed.  The  rate  for 
veterans  aged  20-24  was  20.1  percent  versus  9.1  percent  for  nonveterans.  Mi- 
nority veterans  were  unemployed  at  a 30.5  percent  rate  for  men  aged  20-24 
versus  21.9  percent  for  nonveterans.  As  Vietnam  Era  veterans  grow  older,  the 
sharpness  of  this  disparity  in  measured  unemployment  rates  drops,  but  labor 
market  participation  by  veterans  in  the  older  age  groups  fluctuates  in  various 
regions  of  the  country.  Again  we  do  not  known  enough  to  pinpoint  exactly  what 
is  happening  or  why. 

Comparing  Vietnam  veterans  with  civilians  of  similar  age,  military  train- 
ing, race,  and  so  forth,  we  can  say  that  Vietnam  veterans  are  consistently 
more  likely  to  be  discriminated  against  in  the  labor  market  than  anyone  else. 
And  the  only  reason  that  can  be  identified  for  this  is  that  the  labor  market 
discriminates  against  veterans  because  of  the  stigmatization  which  seems  to 
make  them  poor  employment  risks  or  virtually  unemployable. 

There  is  self-fulfilling  prophecy  in  the  stigmatization  process.  Em- 
ployers who  fear  the  instability  of  veterans  often  under employ  workers  who  are 
veterans  or  offer  low-skilled  and  marginal  jobs  at  wages  well  below  the  expec- 
tations of  the  returnees.  This  is  discouraging  to  them  and  accelerates  job 
turnover  and  work  dissatisfaction,  which  in  turn  convinces  employers  of  the 
truthfulness  of  the  stereotype  in  the  first  place.  This  cycle,  repeated  for 
individuals  many  times  over,  lowers  self-esteem,  depresses  morale,  and  rein- 
forces whatever  problems  of  health  or  psychological  disturbance  may  already  be 
embryonic. 

One  element  which  adds  to  these  adjustment  problems  is  the  problem  of 
"bad"  discharges.  Approximately  314,000  veterans  received  discharges  during 
the  Vietnam  decade  which  were  less  than  honorable.  Not  only  does  this  render 
so  many  ineligible  for  the  benefits  which  would  otherwise  be  available,  but 
it  also  creates  a negative  aura  about  their  behavior,  character,  and  employ- 
ability  which  they  carry  for  the  rest  of  their  lives. 

No  one  would  suggest  the  reversal  of  decisions  based  on  clear  evidence  of 
criminal  or  unlawful  actions  in  military  service,  but  it  whould  be  acknowl- 
edged that  many  of  the  "bad  paper"  discharges  require  review  and,  indeed,  re- 
versal where  it  can  be  shown  that  the  administrative  action  was  not  appropri- 
ate at  the  time,  or  where  lifelong  punishment,  which  is  the  effect  of  the 
stigma,  is  hardly  justified  by  the  veteran’s  original  failing. 
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Failure  of  Social  Integration 

In  1944,  the  War  Department  warned  in  its  manual  on  separation  that  prob- 
lems of  social  integration  and  personal  adjustment  for  the  returning  soldier 
could  not  be  solved  simply  by  providing  him  with  the  opportunity  for  a job, 
vocational  training,  or  a college  degree. 

Repeatedly  since  then,  the  Veterans  Administration  and  other  agencies  have 
observed  that  unless  adjustment  problems  are  dealt  with 

. . . in  the  readjustment  process  at  the  time  the  problem  is  acute, 
many  of  these  veterans  will  fail  to  make  the  transition  necessary 
for  accepting  the  duties  and  responsibilities  of  civilian  life. 

Such  cases,  if  unaided,  usually  flounder  about  because  of  these 
overwhelming  emotional  difficulties,  and  failure  to  make  the  adapta- 
tion to  industrial  and  professional  life  is  due  not  so  much  to  any 
willful  disregard  of  responsibilities  as  to  the  inability  to  cope 
with  emotional  problems  too  complex  and  difficult  to  handle  unaided. 
(Veterans  Administration  Manual  of  Advisement  and  Guidance,  1945.) 

Many  surveys  show  that  a large  proportion  of  veterans  initially  volunteered 
for  service  in  the  expectation  of  receiving  training  and  occupational  skills  to 
provide  enhanced  employment  opportunities  on  their  return  to  civilian  life. 
Military  recruiting  campaigns  promised  them  no  less. 

These  expectations  are  reflected  in  surveys  which  show  that  on  the  average, 
veterans  seeks  a higher  wage  than  civilians  of  comparable  age,  skill,  and  se- 
niority doing  comparable  work.  But  the  realities  of  work  opportunities  and 
compensation  have  failed  to  match  the  promise,  and  as  a result,  veterans  feel 
both  disadvantaged  and  betrayed. 

Daniel  Yankelovich  found  in  his  Profile  of  American  Youth  in  the  70 *s  that 
compared  to  others,  Vietnam  veterans  "consistently  describe  their  situation  in 
more  negative  terms.  They  are  more  discouraged  over  what  the  future  holds  for 
them.  And  they  reflect  a relatively  greater  estrangement  from  American  society 
than  do  their  peers." 

This  sense  of  estrangement,  of  isolation  from  the  rest  of  society,  domi- 
nates the  thinking  of  those  suffering  many  of  the  disabling  psychiatric  dis- 
orders and  drug  abuse  problems  which  have  already  been  discussed.  Social 
stigmatization  aggravates  feelings  of  alienation  even  among  those  without  the 
more  obvious  symptoms  of  maladjustment. 

At  the  subclinical  level  then — the  level  of  mental  health  problems  which 
are  not  readily  visible  to  the  caring  professions  and  which  do  not  surface  in 
the  statistical  reports — there  are  signs  of  negativism,  distrust,  and  loss  of 
morale  and  self-esteem  which  debilitate  veterans.  They  work  just  as  surely  at 
undermining  the  returnee* s transition  to  civilian  life  as  do  the  conditions  of 
gross  maladjustment  and  drug  abuse.  Reliable  surveys  conducted  by  the  VA  indi- 
cate that  serious  and  prolonged  readjustment  problems  exist  in  approximately 
one  out  of  five  veterans  and  that,  to  a lesser  degree,  they  are  experienced  by 
all. 
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One  dramatic  sign  of  the  deterioration  in  veterans*  capacities  for  social 
integration  is  their  alarmingly  high  rate  of  incarceration.  At  present,  this 
is  more  true  of  Black  Vietnam  veterans  than  of  white. 

There  is  no  denying  that  Federal  Government  programs  are  valuable  means 
to  facilitate  educational  development  and  labor  market  integration  among  Viet- 
nam veterans.  Still,  as  the  War  Department  said  30  years  ago, 

. . . where  there  are  problmes  of  personal  adjustment,  assistance 
along  vocational,  educational  or  emplo3unent  lines  may  become  sec- 
ondary to  the  veterans'  readjustment.  Many  cases  cannot  be  handled 
as  vocational,  educational  and/or  employment  problems  until  the 
emotional  phase  of  the  veterans'  problems  has  been  cleared  up.  Vo- 
cational, educational  and/or  employment  assistance  is  sterile  for 
individuals  with  unsolved  problems  of  personal  adjustment. 

There  exists  another  and  unique  problem  of  personal  adjustment  and  social 
integration  resulting  from  the  Vietnam  war — that  faced  by  the  physically  dis- 
abled veteran.  Approximately  300,000  Vietnam  veterans  did  not  escape  the  war 
without  some  degree  of  physical  impairment.  For  many  of  them  unfortunately, 
medical  teams  focused  too  often  on  "medical  stabilization"  and  physical  reha- 
bilitation, ignoring  the  process  and  techniques  of  psychological  rehabilitation 
necessary  to  bring  previously  healthy  and  active  young  men  back  to  productive 
lives.  This  process  is  difficult  in  the  best  of  circumstances.  It  was  inten- 
sified in  the  aftermath  of  the  Vietnam  war  because,  as  Max  Cleland,  the  Vet- 
erans Administrator,  explains, 

. . . the  impact  of  personal  adjustment  problems  upon  disabled  Viet- 
nam veterans  is  often  especially  hard  because  there  often  exists 
questions  about  the  validity  of  the  sacrifice  that  resulted  in  the 
disability.  Thus,  Vietnam  veterans  are  denied  a most  important  psy- 
chological support. 

Family  Breakdown 

Of  every  10  enlisted  men  who  served  in  Vietnam,  4 were  married  and  2 had 
children,  making  a total  of  over  1 million  men  who  were  separated  from  their 
wives  and  families  while  in  Vietnam.  Many  more  had  financees  and  friends  who 
had  to  endure  the  hardships  and  uncertainties  of  separation.  The  Vietnam  war 
also  created  more  than  35,000  widows  and  orphans,  and  by  one  estimate,  at  the 
war's  end,  at  least  275,000  Americans  had  mourned  the  loss  of  a soldier  from 
their  families,  while  another  1.4  million  saw  loved  ones  come  home  wounded. 

About  the  problems  of  loss,  separation,  and  reunion  with  which  this  group 
must  deal  we  know  little,  although  psychiatrists  are  generally  agreed  that  the 
strength  and  continuity  of  the  family  relationship  are  crucial  determinants  of 
of  the  veteran's  capacity  to  make  an  effective  personal  adjustment  after 
service. 

At  present  what  we  know  about  these  problems  we  have  learned  from  a very 
small  and  perhaps  atypical  group  of  servicemen.  Only  for  the  dependents  of 
prisoners-of-war  (POW's)  and  men  missing- in-action  (MIA's),  and  to  a lesser 
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extent  the  dependents  of  career  military  personnel,  has  the  effort  been  made 
so  far  to  assist  dependents  of  veterans  during  separation  and  reunion. 

Studies  prepared  by  the  Navy’s  Center  for  Prisoner-of-War  Studies  have 
found  that  57  percent  of  the  wives  of  POW’s  and  MIA’s  required  some  form  of 
psychiatric  or  psychological  assistance,  and  that  80  percent  require  counsel- 
ing and  psychological  support  after  reunion.  These  services  have  been  planned 
and  provided  for  returned  POW’s  but  nothing  comparable  has  been  available  to 
other  returned  Vietnam  veterans. 

To  be  sure,  POW  and  MIA  status  entailed  substantial  emotional  and  psy- 
chological burdens  for  dependents,  but  then  POW/MIA  dependents  have  also  had 
substantial  assistance  which  has  been  unavailable  to  the  dependents  of  most 
men  serving  in  Vietnam.  POW/MIA  dependents  were  generally  those  of  career 
military  officers.  They  had  relatively  greater  financial  means  than  the  av- 
erage enlisted  man’s  family.  They  had  moral  support  from  the  military  commu- 
nity, as  well  as  national  recognition,  support  and  S3nnpathy,  and  access  to 
the  resources  of  military  posts,  including  health  care  and  family  assistance. 

On  the  other  hand,  the  wife  and  family  of  an  enlisted  man  (and  to  a 
lesser  extent  those  of  junior  officers)  could  rely  on  few  such  supportive 
services.  Dependents  of  young  Vietnam  veterans  were  denied  housing  on  mili- 
tary installations  and  were  forced  to  live  on  salaries  often  below  acceptable 
standards.  They  also  lacked  the  stability  and  comfort  of  the  long-term  emo- 
tional links  which  developed  over  the  many  years  that  the  POW/MIA  families 
were  able  to  spend  together. 

Many  of  the  mechanisms  by  which  families  of  servicemen  learned  to  cope 
during  their  separation  made  the  period  of  reunion  even  more  difficult  and 
traumatic  than  either  the  family  or  veteran  could  have  anticipated.  The  dy- 
namics of  this  process  is  not  well  understood;  families  of  Vietnam  Era  vet- 
erans have  been  the  subject  of  little  systematic  study,  but  unusually  high 
rates  of  separation  and  divorce  are  indicative  of  the  fact  that  Vietnam  Era 
veterans  have  returned  to  face  a range  of  problems  in  family  adjustment  which 
they  cannot  readily  solve  by  themselves,  and  for  which  help  is  needed. 
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WHAT  IS  BEING  DONE  ABOUT  THE  VETERANS*  PROBLEMS 


There  are  three  major  Federal  agencies  with  programs  directed  toward  the 
veteran:  the  Veterans  Administration  (VA) , the  Department  of  Health,  Educa- 

tion, and  Welfare  (HEW) , and  the  Department  of  Labor  (DOL) . 

The  Department  of  Defense  (DOD)  also  contributes  to  the  welfare  of  the 
discharged  veteran  but  this  contribution  is  relatively  small  and  is  limited 
to  the  actual  service  period.  Perhaps  the  most  significant  role  DOD  plays  is 
in  determining  the  veteran’s  discharge  status,  which,  as  previously  discussed, 
can  be  a significant  influence  on  the  opportunities  and  resources  the  veteran 
has  to  help  him  readjust  to  civilian  life.  Beyond  this,  however,  DOD  has  no 
contact  with  the  veteran  after  discharge  and  provides  no  direct  services  to 
him. 


Before  discussing  the  roles  the  three  principal  agencies  play  in  providing 
services  and  care  to  the  Vietnam  veteran,  it  is  important  to  point  out  that 
there  are  a number  of  small  self-help  programs  scattered  throughout  the  coun- 
try which  attempt  to  provide  assistance  of  all  kinds  to  the  veteran,  independ- 
ent of  the  Federal  Government. 

State,  city,  and  local  governments  also  provide  help.  Many  agencies  re- 
ceive Federal  assistance,  but  others  manage  with  inadquate  facilities  and 
staff,  receiving  some  support  from  veterans’  organizations,  other  social  serv- 
ice organizations.  State  and  local  governments,  or  charitable  donations.  The 
range  of  service  they  provide  includes  assistance  in  finding  emplo3nnent  and 
other  aid  for  personal  and  psychological  adjustment.  Because  of  the  number 
and  complexity  of  the  available  Federal  Government  programs,  the  most  critical 
service  rendered  by  these  groups  is  to  provide  veterans  with  the  information 
they  need  to  identify  where  they  can  get  the  assistance  to  which  the  are  en- 
titled. (See  figure  4.) 


The  Veterans  Administration 

The  Veterans  Administration  (VA)  is  the  Federal  Government  agency  with 
the  principal  responsibility  for  administering  services  to  veterans.  These 
services  are  as  diverse  as  direct  health  and  mental  health  care,  compensation 
and  pension  benefits,  education  benefits,  housing  assistance,  life  insurance, 
and  education  and  training  assistance.  The  VA  also  has  its  own  scientific 
capability  for  identifying  health  problems  and  conducting  basic  research — -at 
an  annual  budget  of  approximately  $100  million,  less  than  10  percent  of  which 
is  devoted  to  mental  health  research  of  any  kind. 

The  best  known  of  the  VA’s  programs,  provided  under  the  GI  bill  of 
rights,  was  designed  to  provide  Vietnam  Era  veterans  (as  it  did  World  War 
II  and  Korean  veterans)  with  an  opportunity  for  education  or  training;  it 
helps  the  veteran  make  up  for  time  lost  in  military  service,  during  which 
their  nonveteran  age  peers  were  able  to  advance  their  careers . Vietnam 
Era  veterans  are  entitled  to  1-1/2  months  of  training  for  each  month  of 
service,  with  a maximum  of  45  months.  Full-time  participants  receive  month- 
ly payments  of  $311  if  they  are  single,  $370  if  they  have  one  depenvient. 
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FIGURE  4 
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$422  if  two,  and  $26  for  each  additional  dependent.  The  cost  of  this  benefit 
for  Vietnam  Era  veterans  through  September  1977  has  been  approximately 
$24.5  billion. 

Because  GI  bill  benefits  are  uniform  nationally,  veterans  in  regions  with 
a high  cost  of  living  effectively  receive  less  than  those  in  regions  where  it 
costs  less  to  live.  Veterans  in  States  such  as  California  and  Texas,  which 
have  low-cost  extensive  systems  of  junior  colleges,  participate  in  the  program 
at  a rate  almost  double  that  of  veterans  in  eastern  and  midwestern  States. 

For  example,  California  veterans  used  $3.2  billion  in  Cl  bill  benefits  between 
fiscal  year  1968  and  1976,  while  New  Yorkers  used  $1.1  billion.  In  fiscal 
year  1976,  almost  equal  numbers  of  Texas  and  Pennsylvania  veterans  used  $319 
million  and  $156  million,  respectively. 

The  VA  health  care  system  encompasses  172  hospitals  and  220  outpatient 
clinics.  In  fiscal  year  1977,  over  1.1  million  veterans  were  admitted  to  VA 
hospitals;  14  percent  of  this  total  were  Vietnam  Era  veterans.  Ambulatory  or 
outpatient  care  was  provided  to  an  estimated  3.3  million  veterans,  of  whom 
24  percent  were  Vietnam  Era  veterans.  While  receiving  health  care  services 
any  veteran  is  also  eligible  to  receive  counseling,  and  family  services  are  a 
basic  part  of  this  treatment.  The  objective  of  the  health  care  program  is  to 
restore  veterans  to  a productive  and  meaningful  life  in  the  community. 

Over  30  percent  of  all  VA  beds  are  classified  as  psychiatric.  The  VA 
also  has  130  mental  hygiene  clinics,  53  day- treatment  centers,  40  day  hospit- 
als, 78  alcohol  treatment  units,  and  53  drug  treatment  units.  These  programs 
are  staffed  by  over  4,000  psychiatrists,  psychologists,  and  social  workers. 

More  than  50  percent  of  these  professionals  are  the  same  age  as  the  Vietnam 
Era  veterans.  They  in  turn,  are  assisted  by  more  than  500  psychiatric  resi- 
dents, 700  psychology  trainees,  1,200  social  work  trainees,  and  support  staff. 

In  the  treatment  of  drug  dependence  problems,  almost  40  percent  of  the 
nearly  12,000  veterans  treated  in  inpatient  units  during  fiscal  year  1977  and 
55  percent  of  the  ovet*  8,000  veterans  in  outpatient  programs  had  served  in 
Vietnam.  In  the  treatment  of  alcohol  dependence  problems  during  the  same 
period,  Vietnam  Era  Wterans  constituted  19  percent  of  the  41,537  inpatients 
and  almost  22  percent  of  the  more  than  20,000  outpatients. 

These  percentages  are  startling  when  the  relative  size  of  the  Vietnam  Era 
veteran  population  is  considered.  While  Vietnam  Era  veterans  comprise  28  per- 
cent of  all  veterans,  they  are  represented  in  most  VA  mental  health  programs 
in  far  greater  proportions.  In  alcohol  treatment,  they  are  still  relatively 
under-represented,  but  if  the  current  rates  of  increase  of  admissions  con- 
tinue, they  will  shortly  exceed  the  "normal"  distribution. 

Vietnam  Era  veterans  who  have  received  health  services  from  the  VA  ob- 
tained some  assistance  with  psychological,  family,  and  vocational  readjust- 
ment problems  resulting  from  physical  or  psychiatric  disabilities  or  from  gen- 
eral reentry  difficulties.  However,  these  services  are  limited  by  present 
statutory  authority  to  veterans  under  active  treatment  for  a diagnosable  med- 
ical or  psychiatric  condition.  With  this  limitation,  such  services  cannot  be 
provided  to  apparently  normal  and  healthy  veterans  who  are  experiencing  serious 
readjustment  problems  and  who  would  benefit  from  the  services.  Studies  have 
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consistently  shown  that  approximately  one  out  of  five  Vietnam  Era  veterans  has 
readjustment  difficulties  about  which  he  is  reluctant  to  seek  VA  assistance. 

In  order  to  be  eligible,  veterans  must  either  obtain  a (potentially  stig- 
matizing) psychiatric  diagnosis  or,  if  their  ailments  are  not  service  con- 
nected, sign  a statement  declaring  that  they  cannot  afford  private  hospitali- 
zation. Under  these  conditions,  many  are  understandably  reluctant  to  go  to 
the  VA.  Understanding  this  problem,  the  agency  has  sought  statutory  authority 
to  omit  the  diagnostic  and  indigency  requirements.  Although  submitted  to  the 
Congress  frequently,  the  proposal  has  not  been  enacted. 

The  typical  patient  in  vue  Veterans  Administration  hospital  is  nearly 
53  years  old  and  is  generally  suffering  from  chronic  conditions  common  to  his 
age,  particularly  arthritis.  This  over-representation  of  one  group  can  be 
attributed  to  the  fact  that  community  hospitals  prefer  to  remove  veteran  pa- 
tients of  this  kind,  who  are  typically  least  able  to  afford  the  insurance  to 
pay  for  their  stay.  They  are  consequently  transferred  to  the  VA  system,  so 
that  their  indigence  can  be  borne  by  the  Federal  Government.  The  result  is 
that  the  VA  hospital  system  has  developed  budgetary  and  organizational  pat- 
terns to  care  for  the  elderly  and  long-term,  chronically  ill,  and  was  for  a 
time  relatively  unprepared  for  either  the  acute  and  intensive-care  conditions 
introduced  by  the  Vietnam  veterans,  or  for  the  range  of  the  mental  health 
problems  from  which  they  suffer. 

The  VA  has  done  a great  deal  to  meet  these  new  demands.  Often,  however, 
for  reasons  which  it  cannot  readily  control,  there  is  great  variability  between 
hospitals;  some,  for  example,  have  specialized  treatment  centers  for  such 
things  as  spinal  cord  injury  and  neurologic  conditions,  while  others  do  not. 

But  the  patient  must  go  to  the  VA  hospital  serving  the  region  in  which  he  hap- 
pens to  be  living;  once  again,  there  are  major  regional  disparities  for  vet- 
erans living  outside  urban  centers.  Access  to  some  forms  of  care  can  be  lim- 
ited. Shortages  in  one  part  of  the  system  may  also  produce  budgetary  drains 
on  the  rest.  In  some  places,  for  example,  the  lack  of  adequate  outpatient 
services  can  force  a veteran  to  be  admitted  as  an  inpatient  to  obtain  the  nec- 
essary medical  or  psychiatric  care. 

I 

The  Department  of  Health,  Education,  and  Welfare 

Through  its  many  organizational  branches  the  Department  of  Health,  Educa- 
tion, and  Welfare  offers  many  programs  in  which  veterans  may  participate  be- 
cause they  meet  criteria  unrelated  to  their  veteran  status.  In  fiscal  year 
1977,  HEW  identified  approximately  3.5  million  Vietnam  Era  veterans  that  it 
had  assisted  through  such  programs  as  job  placement  in  health  careers,  health 
services  and  rehabilitation  work,  supplementary  educational  assistance  (cash 
grants  and  loans,  outreach,  and  counseling  services),  and  care  at  community 
mental  health  centers . 

There  is  a special  focus  on  the  veteran  within  HEW,  and  several  programs 
address  his  particular  needs.  In  1977,  approximately  6,000  veterans  were 
placed  in  jobs  through  a program  called  MEDIHC  (Military  Experience  Directed 
into  Health  Careers).  This  represents  part  of  the  total  of  60,000  Vietnam 
Era  service  medics  who  have  received  job  and  other  assistance  from  this  pro- 
gram. It  is  HEW*s  most  successful  placement  and  counseling  effort.  In 
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addition,  the  agency  has  provided  assistance  to  about  300  veterans  each  year 
over  the  past  10  years  through  the  MEDEX  (physician’s  assistants)  program, 
which  places  veterans  in  more  highly  skilled  medical  occupations. 

For  educational  assistance,  in  addition  to  the  VA- administered  GI  bill, 
all  U.S.  Office  of  Education  programs  are  available  to  veterans.  Last  year, 
HEW  assisted  approximately  600,000  veterans  through  Vocational  Education 
Technical  Programs,  and  over  1 million  veterans  through  VCIP  (Veterans  Cost  of 
Instruction  Program).  In  addition  to  this  program,  HEW  assisted  22,000  vet- 
erans through  the  Upward  Bound/Special  Talent  Search — a program  for  the  most- 
educationally  disadvantaged. 

HEW’s  Veterans  Cost  of  Instruction  Program  has  been  in  operation  since 
June  of  1973.  It  has  provided  roughly  $23  million  a year  to  more  than  a 
thousand  colleges  and  junior  collegs  which  were  required  to  start  up  veterans 
offices  and  provide  counseling  and  outreach  services.  Many  of  the  offices 
served  as  referral  points  to  psychological  counseling  provided  through  the 
colleges.  Unfortunately,  many  are  now  in  jeopardy  of  losing  their  Federal 
funding  because  of  declining  veterans’  enrollments  with  the  passage  of  time. 

As  the  original  legislation  was  written,  to  qualify  for  funding  a school 
had  to  increase  its  veteran  enrollment  10  percent  over  the  previous  year  and 
then  maintain  that  base.  Although  limited  allowance  was  made  for  declining 
enrollment  by  a 1976  amendment,  schools  that  continue  to  have  hundreds  of 
veterans  enrolled  may  lose  their  eligibility  because  of  overall  enrollment 
declines.  Not  only  are  as  many  as  30  to  40  percent  of  the  offices  threatened 
with  closing,  but  also  a decline  in  operation  from  $23  million  to  $19  million 
in  the  fiscal  year  1979  budget  means  thht  many  skilled  staffers  may  be  lost 
to  the  schools  that  remain  eligible. 

Because  of  regional  disparities  in  Cl  bill  benefit  levels,  many  Vietnam 
Era  veterans  have  been  able  to  attend  only  the  least  expensive  of  community 
colleges  and  schools,  and  due  to  continuing  financial  hardship,  they  have  ap- 
plied to  HEW  for  cash  grants  and  educational  loans.  Last  year  alone,  these 
totaled  40,000  in  National  Direct  Student  Loans  to  veterans;  34,000  to  vet- 
erans in  College  Work  Study  programs;  78,000  Basic  Education  Opportunity 
Grants  to  Veterans  for  the  most  financially  distressed;  and  20,000  Supple- 
mental Education  Opportunity  Grants. 

State  Vocational  Rehabilitation  Services  fall  under  HEW’s  Federal  Reha- 
bilitation Services  Administration,  which  is  closely  coordinated  with  the  VA. 
Last  year,  these  services  went  to  40,000  veterans  undergoing  rehabilitation, 
and  they  resulted  later  in  job  placements  for  10,000  veterans. 

Program  data  from  the  Alcohol,  Drug  Abuse,  and  Mental  Health  Administra- 
tion (ADAMHA)  reported  in  fiscal  year  1977  show  that  Vietnam  veterans  have 
been  assisted  in  almost  every  service  area.  In  alcoholism,  drug  abuse,  and 
mental  health  services  alone,  an  estimated  228,000  veterans  were  assisted  in 
1977.  Accurate  statistics  do  not  exist,  however,  and  many  undoubtedly  re- 
ceived significant  care  in  the  approximately  600  community  mental  health 
centers  scattered  throughout  the  country. 
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The  Department  of  Labor 

The  Department  of  Labor  currently  has  Federal  authority  and  State  and  local 
involvement  in  a number  of  job  placement  and  employment  programs.  As  in  the 
Department  of  Healta,  Education,  and  Welfare,  a number  of  these  programs  are 
either  designed  to  benefit  the  veteran  directly,  or  serve  veterans  as  one  seg- 
ment of  the  population  that  they  serve  generally.  DOL's  assumed  general  re- 
sponsibility has  been  to  place  a readjusted  or  rehabilitated  veteran  in  an 
appropriate  employment  situation,  with  the  Veterans  Administration  assuming  the 
responsibility  for  skill  training  and  the  treatment  of  any  psychological  or 
mental  health  problems.  The  newly  established  Office  of  the  Deputy  Assistant 
Secretary  of  Labor  for  Veterans  Employment  has  been  given  responsibility  for 
managing  and  tracking  the  Department’s  initiatives  toward  the  veteran,  and  is 
initiating  planning  and  coordination  of  DOL’s  program  with  other  Federal, 

State,  and  local  agencies. 

While  having  no  explicit  statutory  authority  to  provide  psychological  as- 
sistance to  Vietnam  Era  veterans,  within  the  context  of  job  counseling  and 
placement,  clearly  some  psychological  assistance  is  rendered.  Certainly,  a 
veteran’s  ability  to  find  suitable  employment  can  have  a major  influence  on 
his  healthy  personal  readjustment  and  overall  mental  health.  The  reverse  is 
true  also,  that  low  grade  personal  adjustment  or  motivational  problems  di- 
rectly influence  employability  and  emplo3nnent  turnover. 

Under  Chapters  41  (Job  Counseling,  Training  and  Placement  Service  for 
Veterans)  and  42  (Employment  and  Training  of  Disabled  and  Vietnam  Era  Vet- 
erans) of  title  38,  United  States  Code,  and  under  the  general  and  special 
veterans  provisions  of  the  Comprehensive  Employment  and  Training  Act  (CETA) , 
the  agency  has  implicit  authority  to  assist  Vietnam  veterans  who  have  adjust- 
ment or  motivational  problems  as  an  ancillary  function  to  employment  counsel- 
ing and  job  placement.  The  major  thrust  of  the  Department,  however,  has  been 
through  its  network  of  Veterans  Employment  Representatives  (VER)  within  its 
Veterans  Employment  Service.  These  are  regional  and  State  (but  federally 
funded)  representatives  who  coordinate  job  placement  and  counseling  activi- 
ties. They  work  closely  with  local  veterans  employment  representatives  who 
work  in  communities  but  who  are  State  funded.  There  are  some  2,000  local 
representatives  who  during  fiscal  year  1977  came  into  contact  with  approxi- 
mately 600,000  unemployed  Vietnam  Era  veterans.  The  counseling  that  the  local 
veteran  employment  representative  does  is  primarily  limited  to  occupational, 
vocational,  and  educational  counseling,  with  some  limited  referral  to  the 
Veterans  Administration  for  obvious  service-connected  problems. 

Three  initiatives  have  been  proposed  for  the  Department  of  Labor  to  aid 
unemployed  veterans:  the  Disabled  Veterans  Outreach  Program  (DVOP);  the 

HIRE  program;  and  the  CETA  title  VI  Public  Service  Job  Program. 

The  Disabled  Veterans  Outreach  Program,  which  implements  the  provisions 
of  section  104(b)  of  Public  Law  93-567,  a $20  million  effort,  is  an  outreach 
and  public  information  program  to  advise  eligible  veterans  of  emplo3nnent  and 
job  training  opportunities  provided  by  law,  and  to  provide  information  and 
technical  assistance  to  employers  in  carrying  out  their  responsibilities  for 
veterans’  employment.  It  also  implements  section  304,  Public  Law  95-93, 
calling  for  increased  participation  of  eligible  veterans  in  job  and  job 
training  programs  under  CETA.  DVOP  is  targeted  to  cities  with  high  veterans’ 


VETS  26 


1347 


unemployment,  using  the  Department’s  Veterans  Employment  Service  to  survey 
existing  programs  (if  any),  determine  outreach  and  job  development  needs,  and 
provide  technical  assistance  to  prime  sponsors,  local  veterans’  organizations, 
labor  unions,  and  community-based  organizations  in  developing  and  implementing 
veterans  outreach  and  job  development  projects.  DOL  has 'the  major  responsi- 
bility for  this  program,  but  coordinates  activities  with  the  Veterans  Adminis- 
tration and  HEW.  DVOP  appears  to  be  working,  but  it  was  designed  as  an  18- 
month  program  and  is  scheduled  to  terminate  at  the  end  of  this  fiscal  year. 

The  HIRE  program  is  a $100  million  program  originally  intended  to  enlist 
the  Nation’s  larger  corporations  in  making  private  sector  employment  opportun- 
ities available  to  Vietnam  Era  veterans.  The  program  failed  to  attract  large 
corporate  support  and  is  presently  being  redesigned  to  appeal  to  small  business 
on  a local  level. 

CETA  funds  through  several  authorities  are  utilzied  on  the  local  level  for 
wothwhile  employment  and  training  initiatives.  Veterans,  as  part  of  the  general 
population,  have  eligibility.  Historically,  however,  veterans’  participation  in 
CETA  has  been  low.  In  the  first  three  quarters  of  fiscal  year  1977,  veterans’ 
participation  in  CETA,  title  I,  was  10  percent  for  all  veterans  and  3 percent 
for  Vietnam  veterans.  In  CETA,  titles  II  and  VI,  the  figures  were  22  percent 
for  all  veterans  and  7 percent  for  Vietnam  veterans.  For  disabled  veterans, 
the  figures  were  0.6  percent  participation  in  CETA,  title  I,  and  0.8  percent 
in  titles  II  and  VI.  Studies  have  pointed  to  the  fact  that  CETA  programs,  par- 
ticularly job  training  opportunities  under  title  I,  are  not  tailored  to  the 
needs  of  veterans.  Much  of  the  problem  is  due  to  lack  of  knowledge  by  prime 
sponsors  of  how  to  go  about  setting  up  a veterans  job  and  job  training  program. 
Where  prime  sponsors  have  been  shown  the  need  and  provided  the  necessary  tech- 
nical assistance,  excellent  results  have  been  achieved  in  setting  up  outreach 
centers,  developing  private  sector  jobs,  and  designing  effective  training  pro- 
grams under  CETA,  title  I. 

The  largest  veterans’  program  using  CETA  funds  is  the  VETS  (Veterans  Edu- 
cation and  Training  Service)  of  the  National  League  of  Cities,  funded  by  the 
Community  Services  Agency  at  the  national  level  and  by  local  CETA  prime  spon- 
sors in  the  27  cities  where  VETS  projects  exist.  The  local  programs  have  been 
established  to  recruit,  counsel,  and  assist  veterans  with  education  and  train- 
ing, jobs,  veterans’  benefits,  discharge  upgrading  and  other  legal  matters, 
medical  problems,  housing,  and  other  health  and  welfare  concerns.  DOL  is 
planning  to  expand  its  VETS  projects  to  100  cities. 

In  summary,  the  Department  of  Labor’s  role  has  been  to  place  readjusted 
or  rehabilitated  veterans  in  appropriate  jobs  with  reliance  on  the  Veterans 
Administration  for  skill  training  and  motivational  problems.  However,  since 
the  VA  lacks  the  authority  to  provide  personal  adjustment  counseling,  the  De- 
partment of  Labor  finds  itself  charged  with  finding  unskilled  and  unmotivated 
veterans  jobs  without  adequate  means  of  assisting  them  with  their  problems. 
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WHAT  SHOULD  BE  DONE 


At  the  outset  we  want  to  reject  the  all  too  popular  notion  that  all  or 
even  most  Vietnam  veterans  are  psychiatric  casualties  of  war. 

We  say  instead  that  the  mental  health  problems  of  Vietnam  veterans  differ 
in  extent  and  severity,  depending  upon  the  conditions  of  service  and  upon  the 
circumstances,  particularly  the  economic  conditions  of  the  return  to  civilian 
life.  To  generalize  we  have  identified  four  main  groups  of  veterans — each 
group  with  problems  different  from  the  others.  We  want  to  emphasize  once  more 
that  the  size  and  distribution  of  these  groups  differs  from  city  to  city  and 
region  to  region  across  the  country,  and  that  no  uniform  national  stereotype 
of  the  Vietnam  veteran  is  accurate.  Further,  the  more  time  which  passes  since 
the  Vietnam  Era  concluded,  the  more  divergent  these  groups  of  veterans  grow 
from  one  another. 

In  this  context,  and  bearing  in  mind  the  limitation  of  our  focus  upon 
veterans’  mental  health  problems,  it  is  not  appropriate  for  us  to  accuse  or 
blame  any  single  agency  or  branch  or  level  of  government  for  failing  the  Viet- 
nam veteran.  In  many  ways  all  of  us,  individually  and  collectively,  have 
failed  the  Vietnam  veteran.  At  the  same  time,  however,  we  are  seriously  con- 
cerned about  the  lack  of  attention  which  is  being  paid  by  policymakers  to  the 
plight  of  those  men  who  are  emotionally  scarred  and  debilitated  as  a result  of 
serving  their  country  in  Vietnam,  to  the  plight  of  the  larger  group  who  are 
stigmatized  and  discriminated  against  for  their  service  in  the  Armed  Forces 
during  the  Vietnam  Era  and,  finally,  to  the  plight  of  those  families  and  de- 
pendents who  suffer  the  backlash  of  everything  their  veteran  fathers  and  hus- 
bands have  already  suffered  or  are  suffering  still. 

We  strongly  concur  with  President  Carter,  who  said  in  October  1977, 

It  is  difficult  enough  to  fight  in  a war  that  is  popular  with  our 
people  because  of  a sense  of  patriotism  and  dedication  and  gratitude 
that  is  a sustaining  force  when  one’s  life  is  threatened  in  the 
danger  of  combat.  But  to  fight  in  a self-sacrificial  way  in  Viet- 
nam, when  there  was  not  this  depth  of  gratitude  and  commitment  on 
the  part  of  the  people  back  home  is  an  extremely  difficult  thing, 
even  above  and  beyond  the  difficulty  of  previous  wars. 

The  review  of  what  is  known  about  veterans’  mental  health,  and  the  assess- 
ment we  have  made  of  what  the  Federal  Government  is  doing  for  veterans  sug- 
gest to  us  that  notwithstanding  the  best  intentions  in  the  world,  policy  goals 
are  still  difficult  to  define  14  years  after  the  conflict  began,  and  despite 
significant  improvements  in  benefit  levels  and  program  flexibility  over  the 
years,  no  easier  to  achieve. 

We  know  that  the  President  has  an  unusually  sensitive  insight  into  the 
problems  of  the  Vietnam  veterans,  having  been  a veteran  of  an  earlier  conflict 
himself,  with  a son  who  was  a veteran  of  this  Era.  We  see  that  the  Administra- 
tion has  a special  sense  of  responsibility  for  making  veterans’  programs  ef- 
fective. Much  has  been  promised  and  much  as  been  done. 
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Still,  achievement  and  success  remain  elusive  because  the  goals  which 
guide  policy  choice  and  program  implementation  also  continue  to  elude  us.  We 
believe  there  are  four  major  reasons  for  this,  and  if  they  can  be  understood 
then  we  believe  we  can  significantly  improve  policy  performance. 


The  Lesson  of  Ignorance 

We  simply  do  not  know  enough  to  distinguish  the  causes  of  mental  health 
problems  for  Vietnam  Era  veterans  from  the  causes  of  similar  problems  among 
civilians.  We  do  not  know  enough  about  the  conditions  of  war  or  of  military 
service  in  general  to  say  which  veterans  are  likely  to  suffer  from  what  kinds 
of  adjustment  problems.  We  do  not  know  as  a consequence  which  mental  health 
problems  are  "service-connected,"  (as  the  current  law  requires  the  VA  to  es- 
tablish in  each  application  for  assistance)  and  which  are  not.  We  do  not  know 
how  far  veterans’  problems,  service-connected  or  otherwise,  devastate  their 
families,  and  consequently  we  cannot  readily  say  how  to  assist  those  families, 
or  whether  that  assistance  deserves  to  be  an  entitlement  under  the  law.  In 
circumstances  of  such  profound  ignorance,  the  most  heartfelt  of  commitments 
from  the  highest  levels  of  government  will  not  be  enough.  The  first  message 
we  wish  to  convey  to  policymakers  is  that  we  do  not  adequately  know  how  to 
address  these  problems.  Programs  for  veterans’  mental  health  are  shots  in 
the  dark. 


The  Lesson  of  Interdependence 

One  thing  we  have  learned  from  a decade  of  experience  is  that  no  program 
for  veterans  is  independent  of  any  other.  We  cannot  consequently  speak  of 
policy  to  deal  with  veterans’  mental  health  problems  without  also  discussing 
policy  on  the  GI  bill,  on  educational  assistance,  job  training  and  unemploy- 
ment benefits,  health  and  disability  assistance,  and  so  on.  We  know,  for  ex- 
ample, that  some  veterans  continue  to  suffer  acute  psychotic  reactions  to  war 
stress.  Others  have  recovered  in  the  normal  course  of  events,  except  that  in 
moments  of  tension  and  stress  the  old  symptoms  may  precipitate  themselves. 
Tension  and  stress  we  know  can  be  relieved  by  secure  and  satisfying  work  lives 
and  by  strong  personal  and  family  ties.  Unemployment,  job  discrimination, 
underemployment  and  low  wages,  stigma  and  distrust  or  hostility — these  are 
general  conditions  which  are  all  too  normal  for  millions  of  our  people,  but 
which  in  the  veterans’  circumstances  may  be  the  proverbial  straw  that  breaks 
the  camel’s  back.  If  programs  for  veterans  are  to  be  successful,  each  must 
be  coordinated  with  the  other.  Policy  without  coordination  is  money  without 
purpose. 


The  Lesson  of  Regionalism 

The  point  is  so  obvious  that  it  risks  being  overlooked.  National  policy 
toward  veterans  has  its  effect  at  State  and  regional  levels  where  conditions 
are  not  uniform.  Access  to  VA  health  facilities  is  worse  for  some  veterans 
than  others.  The  same  can  be  said  for  the  whole  range  of  available  mental 
health  services.  Economic  conditions,  employment  opportunities,  and  the  costs 
of  living  vary  geographically.  Thus,  commitments  at  the  national  level  which 
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fail  to  take  account  of  regional  differences  will  fail  to  reach  their  targets. 
It  will  seem  to  Federal  policymakers  that  the  programs  are  available  but  the 
veterans  will  not  take  advantage  of  them.  To  the  veterans,  it  will  appear 
that  promises  in  Washington  provide  nothing  that  is  accessible  in  Peoria.  The 
lesson  of  this  experience  cannot  be  learned  if  each  group  blames  the  other, 
and  much  can  be  gained  by  outreach  programs  which  can  adequately  inform  vet- 
erans of  what  is  available,  by  flexibility  in  benefit  provisions  which  can  re- 
flect regional  disparities,  and  by  regional- level  coordination  and  local 
service-sharing  arrangements  which  will  deliver  services  more  effectively. 
Detailed  recommendations  along  these  lines  are  listed  below. 


The  Lesson  of  Stigma 

President  Carter  emphasized  this  point  on  several  occasions: 

My  son  Jack  served  in  Vietnam.  And  although  I came  back  from 
the  wars  as  something  of  a hero — although  I was  not  a hero — my  son 
came  back  unappreciated,  sometimes  scorned  by  his  peer  group  who 
did  not  join  in  the  conflict.  And  I think  there  is  a special  debt 
of  gratitude  on  the  part  of  American  people  to  those  young  men  and 
women  who  served  in  Vietnam,  because  they  have  not  been  appreciated 
enough. 

This  special  debt  is  owed  because  our  people  have  reacted  to  the  Vietnam 
veteran  with  misunderstanding  and  indifference  bordering  on  hostility.  Again 
we  must  say  that  all  war  veterans  are  not  permanently  damaged  emotionally  by 
their  military  experiences  inside  and  outside  the  combat  theater.  But  those 
who  are  and  who  carry  the  emotional  wounds  of  war  must  be  understood  and 
helped.  Advocates  for  veterans — researchers  as  well  as  veterans  themselves — 
are  often  caught  in  a difficult  and  frustrating  position  by  the  extent  of  the 
stigma  affecting  veterans*  problems.  The  needs  of  veterans  are  clearly  ap- 
parent on  the  one  hand,  the  inadequate  response  of  the  country  to  these  needs 
equally  apparent  on  the  other. 

Yet  the  case  for  urging  a more  active  response  may  sometimes  have  the  ef- 
fect of  stimulating  the  judgment  that  veterans*  problems  are  indeed  as  patho- 
logic as  the  stereotype  commonly  conveys.  Our  response  is  to  temper  advocacy 
of  what  we  believe  is  desirable  in  policy  terms  with  caution  in  what  we  claim 
to  justify  our  recommendations,  and  we  urge  this  as  a caveat  for  all  who  would 
apply  these  lessons  to  policy  formulation.  There  is  no  simple  solution  to  the 
problem  of  stigma,  and  what  the  Administration  can  do  is  limited  in  this  re- 
spect. A strong  research  effort  to  dispel  the  ignorance  which  surrounds  policy- 
making in  this  area  will  also  work  to  change  popular  stereotypes.  Coordinated 
policy  at  Federal  and  local  levels  to  integrate  program  goals,  define  priorities 
more  sharply,  and  target  programs  more  subtly,  will  help  do  away  with  the  con- 
ditions of  deprivation  and  discrimination  which  reinforce  the  stigma  when  it 
occurs.  Beyond  this  point,  government  policy  can  only  encourage  a revision  in 
media  approaches.  The  responsibility  for  change  in  this  respect  is  fixed  in 
the  management  and  the  program  direction  of  the  private  media. 
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STEPS  IN  THE  RIGHT  DIRECTION 

A number  of  initiatives  have  been  taken  recently  and  we  would  be  remiss 
in  not  noting  them.  Clearly  they  reflect  desirable  steps  in  the  direction  of 
assisting  the  readjustment  of  Vietnam  veterans  and  their  families. 

First.  Soon  after  taking  office,  President  Carter  moved  to  fill  the  new 
position  created  the  year  before  by  Congress  in  the  Department  of  Labor — the 
Deputy  Assistant  Secretary  for  Veterans  Emplo}nnent.  This  action  signals  an 
initial  effort  to  bring  focus  to  the  unemployment  problems  and  job  needs  of 
these  young  men.  This  office  is  just  beginning  the  task  of  providing  truly 
effective  and  workable  programs  to  help  train,  counsel,  and  assist  veterans 
in  finding  and  maintaining  employment. 

Second.  This  new  office  within  the  Department  of  Labor  is  initiating  a 
new  program,  primarily  through  its  CETA  (Comprehensive  Employment  and  Training 
Act)  authority,  to  establish  outreach  centers.  These  centers  will  serve  as 
local  focal  points  for  counseling  veterans  on  opportunities  and  for  assisting 
with  a wide  range  of  problems  related  to  employment,  including  psychological, 
motivational,  and  health  problems. 

Third.  At  the  time  of  this  writing,  the  first  step  towards  galvanizing 
a Government-wide  review  of  policies  toward  the  Vietnam  Era  veteran  has  been 
taken.  The  President  will  shortly  issue  a domestic  policy  review  memorandum 
(DPRM)  creating  a high-priority  task  force  to  be  chaired  by  the  Administrator 
of  the  Veterans  Administration  and  the  White  House  domestic  policy  staff. 

Fourth.  The  long  overdue  step  has  been  taken  by  the  Congress  of  author- 
izing $2  million  for  the  Veterans  Administration  to  conduct  full-scale  research 
into  the  problems  and  and  needs  of  the  Vietnam  veteran.  This  will  be  applied 
in  the  first  instance  to  the  most  exhaustive  survey  of  veterans’  problems 
across  the  Nation  that  has  ever  taken  place.  New  research  funds  are  also  in- 
tended by  the  VA  for  experimentation  with  new  and  unconventional  modes  of 
psychotherapeutic  treatment.  We  urge  the  appropriation  of  these  funds. 

Fifth.  Senator  Alan  Cranston,  Chairman  of  the  Senate  Veterans  Affairs 
Committee,  has  recently  written  a letter  to  the  Department  of  Defense  (DOD) 
regarding  regulations  the  Department  has  proposed  for  military-discharge  review 
boards — boards  created  by  Congress  in  October  1977  to  implement  the  broad  Ad- 
ministration promise  of  a review  of  bad  paper  discharges.  The  proposed  regu- 
lations have  been  criticized  as  vague,  arbitrarily  omitting  provisions  which 
would  allow  many  suitable  veterans  to  apply  for  review  of  their  discharge 
status.  Senator  Cranston’s  letter,  coming  close  upon  court  challenges  to  the 
DOD  regulations,  may  well  do  much  to  insure  the  fair  and  compassionate  review 
of  discharge  classifications  which  stigmatize  so  many. 

The  Special  Working  Group  applauds  these  constructive  steps.  They  illus- 
trate the  approach  to  veterans’  needs  which  we  believe  is  the  correct  one. 

This  approach  emphasizes  that  needs  are  great,  and  we  must  understand  them 
much  better  than  we  do,  but  what  is  required  in  terms  of  public  resources  and 
budget  commitments  is  in  contrast  relatively  small. 
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Many  of  the  mental  health  problems  which  veterans  suffer  are  problems  we 
could  have  dealt  with  effectively  a long  time  ago,  as  the  men  came  out  of 
Vietnam  and  military  service.  Had  we  taken  that  approach,  we  would  be  follow- 
ing them  up  rather  than  looking  to  find  them  now.  We  were  unprepared  then  and 
we  have  delayed  since. 

Notwithstanding,  once  the  Federal  Government  has  been  galvanized  into 
taking  the  needed  initiatives,  we  believe  that  the  potential  for  success  is 
enormous  though  the  investment  may  be  small.  This  is  perhaps  especially  the 
case  in  the  mental  health  area  where,  for  example.  Federal  funds  are  already 
available  in  the  national  community  mental  health  system,  and  where  new  funds 
need  only  be  the  catalyst  to  effect  a vast  mobilization  of  self-help  resources 
and  peer-support  networks  at  the  local  and  regional  level,  and  nationwide. 
These  networks  are  needed  because  so  many  of  the  traditional  supports  for 
veterans  of  earlier  conflicts  are  not  strong  enough  today  for  the  role  they 
performed  then.  Such  networks  are  an  initiative  which  will  cost  little. 


RECOMMENDATIONS 

1.  To  determine  the  psychosocial  needs  of  the  men  and 
women  who  fought  the  war,  increased  research  monies 
must  be  made  available. 

There  is  a paucity  of  research  in  the  veteran  studies  area  in  general  and 
in  the  psychosocial  problems,  in  particular.  As  previously  mentioned,  we  sup- 
port the  authorized  $2  million  for  the  VA  for  research  related  to  the  Vietnam 
veteran  and  urge  its  immediate  appropriation.  It  is  revealing  that  of  an  ap- 
proximately $100  million  research  budget,  the  VA  spends  less  than  10  percent 
on  mental  health-related  topics.  Additionally,  HEW’s  National  Institute  of 
Mental  Health  has  only  funded  two  projects  specifically  related  to  Vietnam 
veterans  out  of  a fiscal  year  1976  research  portfolio  of  some  1,500  projects 
and  $90  million. 

This  activitity  is  not  caused  by  a dearth  of  either  investigators  available 
or  questions  needing  to  be  asked.  As  this  report  points  out,  we  know  what  data 
need  to  be  collected  and  what  problems  require  solutions.  Several  crucial  but 
still  unanswered  questions  are: 

• Why  is  the  demand  of  Vietnam  Era  veterans  for  services  so  low  at 
the  point  of  delivery? 

• How  can  the  personal  motivation  of  the  veteran  be  improved? 

• How  effective  and  responsible  to  Vietnam  Era  veterans’  needs  are 
the  unconventional  mental  health  services  sometimes  found  in  local 
communities? 

• What  happens  to  turn  readjustment  difficulties  into  chronic 
disability? 

• What  are  the  psychosocial  effects  of  Vietnam  Era  stigma? 
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2.  The  President  should  galvanize  an  Administrative 

initiative  among  Federal  agencies  (and  their  subse- 
quent coordination  with  local  community  organiza- 
tions) for  the  expansion  and  better  coordination 
of  mental  health  related  services  for  the  Vietnam 
Era  veteran. 

This  may  be  accomplished  first  by  ordering  a Presidential  Review  Memoran- 
dum (PRM)  to  create  the  plan  for  achieving  these  objectives,  and  then  by  the 
issuance  of  an  Executive  order (s)  from  the  President  directing  the  collabora- 
tion and  necessary  contractual  elements. 

In  addition,  a number  of  other  steps  should  be  taken  to  develop  the  cur- 
rently disjointed  efforts  of  the  VA,  DREW,  DOL  (as  well  as  DOD) , into  a more 
flexible  and  better  coordinated  system  of  mental  health  care.  The  special 
needs  of  the  Vietnam  Era  veteran  with  psychosocial  readjustment  problems  re- 
quires the  elimination  of  excessive  rigidity  and  departmental  isolation  in 
favor  of  a coordinated  interagency  effort  at  the  point  of  delivery  no  less 
than  at  the  planning  levels. 

• The  VA  should  continue  to  request  and  the  President  should 
encourage  Congress  to  expand  the  VA  services  to  include 
broadened  preventive  services  within  a carefully  drawn  pro- 
gram of  personal  adjustment  assistance. 

The  Veterans  Administration  is  currently  far  too  limited  in  its  authority 
to  provide  preventive  mental  health  care  to  veterans  without  clinically  diag- 
nosable  service-connected  disabilities. 

Personal  adjustment  assistance  should  cover  normal  transitional  adjust- 
ments, preventive  care,  social  work,  marital  and  family  counseling  services, 
as  well  as  vocational,  educational,  or  employment  advice  and  such  other  serv- 
ices and  assistance  as  may  be  necessary  for  the  veterans'  and/or  their  de- 
pendents' readjustment  or  rehabilitation.  Personal  adjustment  problems  should 
include  those  problems  affecting  emotions,  attitudes,  and  feelings  of  veterans 
and  dependents.  Such  problems  need  not,  and  when  clearly  inappropriate,  should 
not  be  defined  as  a disability  for  the  administrative  purposes  of  the  Veterans 
Administration.  Problems  should  be  defined  administratively  including  a broad 
range  of  psychosocial  problems  or  attitudes  affecting  employment,  vocational 
or  educational  objectives  or  interpersonal  relationships  that  are  impeding 
emotionally  or  psychologically  the  veterans'  and/or  their  dependents'  abilities 
to  function  as  mentally  healthy  and  productive  individuals. 

These  personal  adjustment  problems  need  not  have  their  origin  directly 
attributable  to  military  service  or  readjustment  therefrom,  but  should  include 
problems  evolving  from  or  compounded  by  the  controversial  nature  of  the  Viet- 
nam War  and  the  rapid  social,  economic,  and  value  changes  that  occurred  during 
the  Vietnam  Era.  The  Special  Working  Group  recognizes  that  psychological  or 
emotional  problems  having  ambiguous  origins  in  military  service  may  precipi- 
tate stress  and  emotional  disturbance  unrelated  to  military  service.  It  also 
recognizes  that  unresolved  emotional  or  psychological  problems  evolving  from 
military  service  during  the  Vietnam  Era  may  manifest  themselves  years  after 
separation,  and  consequently  recommends  that  assistance  continue  to  be  avail- 
able to  a veteran  without  limit  of  time. 
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The  personal  adjustment  program  should  be  responsive  to  requests  for  as- 
sistance from  veterans'  dependents.  The  program  should  make  an  active  effort 
to  insure  that  through  appropriate  contracts  with  veterans  an  effort  be  made 
to  ascertain  the  need  which  dependents  may  have  for  personal  adjustment  as- 
sistance and  they  should  be  advised  of  the  availability  of  such  assistance. 

The  program  must  be  voluntary,  and  appropriate  measures  must  be  taken  to  insure 
privacy  in  the  program.  ^ 

The  Veterans  Administration  should  be  the  agency  of  principal  responsi- 
bility in  the  program  of  personal  adjustment,  llowever,  assistance  should  be 
provided  outside  of  the  Veterans  Administration  whenever; 

1.  Such  assistance  is  necessary  and  appropriate  for  the  successful  per- 
sonal adjustment  of  the  veteran  or  dependent  and  the  requisite  services  are 
unavailable  or  inadequate  to  meet  demand  at  a Veterans  Administration 
facility; 


2.  An  undue  hardship  would  be  placed  upon  the  veteran  or  dependent  be- 
cause of  the  distance  a veteran  or  dependent  would  have  to  travel  to  receive 
services  at  a VA  facility; 

3.  The  hour  at  which  such  services  are  available  at  the  VA  facility  are 
incompatible  with  time  available  to  the  veteran  or  dependent  needing  assistance 
or 

4.  Personal  adjustment  assistance  provided  outside  of  the  VA's  facilities 
would  be  more  beneficial  to  the  veteran  or  dependent  or  more  convenient,  ef- 
fective, or  economical  for  the  VA  without  detracting  from  the  availability,  ef- 
fectiveness, or  quality  of  treatment  available. 

Personal  adjustment  assistance  outside  VA  facilities  could  include  but 
need  not  be  limited  to;  (1)  marriage  counseling,  (2)  group  therapy,  (3)  crisis 
intervention,  (4)  individual  counseling,  (5)  referral  services,  (6)  services 
of  the  Veterans  Employment  Service  of  the  Department  of  Labor,  (7)  community 
mental  health  center  programs  and  services,  (8)  community  based  multiple 
modality  drug  and  alcohol  prevention,  treatment,  and  rehabilitation  programs, 
(9)  cooperative  programs  with  public  and  private  psychiatric,  psychological, 
and  social  work  services,  (10)  development  of  contract  counseling  services, 

(11)  veterans  service  organizations,  and  (12)  Community  based  programs  utiliz- 
ing; (a)  VETS  projects  of  the  National  League  of  Cities/U.S.  Conference  of 
Mayors,  (b)  Veterans  Cost  of  Instruction  Program  of  DREW,  (c)  CETA,  (d)  VA 
Work  Study  programs,  (e)  cooperative  programs  with  educational  institutions 
and  VA  facilities,  (f)  peer  group  counseling  services,  (g)  veterans  self-help 
groups,  (h)  storefront  clinics,  (13)  and  other  programs  and  services  which 
would  have  a beneficial  role  in  the  personal  adjustment  of  veterans  and 
dependents . 

The  National  Academy  of  Science  report.  Health  Care  for  American  Veterans, 
found  that  as  many  as  40  percent  of  the  mental  patients  in  VA  facilities  need 
not  be  hospitalized.  With  little  or  no  effective  rehabilitation  or  community 
based  followup  and  support  services  in  some  areas  of  the  Nation,  the  VA  cannot 
discharge  these  patients.  Many  who  are  discharged  are  soon  forced  to  return, 
having  floundered  without  support  outside  the  hospital  environment. 
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Often  veterans  and  dependents  with  personal  adjustment  problems  fear,  are 
hostile  toward,  or  are  alienated  by  the  Veterans  Administration  or  representa- 
tives of  the  Federal  Government.  Consequently,  there  is  bound  to  be  skepti- 
cism about  a personal  adjustment  program  that  was  not  initiated  until  years 
after  the  majority  of  Vietnam  veterans  were  separated  from  the  service  and 
5 years  after  the  war  itself  ended. 

For  personal  adjustment  assistance  to  be  effective,  therefore,  initial 
contact,  screening,  and  counseling  may  have  to  take  place  outside  established 
VA  facilities  until  trust  and  confidence  can  be  established  to  the  point  that 
these  facilities  may  be  brought  into  the  process. 

It  is  imperative  that  veterans  and  dependents  personal  adjustment  be  di- 
rected toward  interaction  with  and  readjustment  to  the  community,  the  family, 
and  society,  and  not  restricted  to  interaction  with  other  veterans  or  predi- 
cated upon  psychological,  financial,  or  social  dependence  on  the  Veterans  Ad- 
ministration or  the  Vietnam  experience. 

• The  Department  of  Labor  should  have  increased  funding  for 
implementation  of  Public  Law  93-567,  title  VI,  section 
104(b),  the  outreach-to-veterans-for-jobs  program. 


• CETA  (Comprehensive  Education  and  Training  Act)  funds 
within  the  Department  of  Labor  should  be  increased  to 
allow  for  the  expansion  of  VETS  projects  to  100  cities 
and  the  continued  funding  of  successful  local  unaffili- 
ated self-help  programs. 

VETS  projects  have  unique  potential  as  a catalyst  integrating  Federal 
veterans  programs  with  city  and  community  resources  and  facilitating  thereby 
comprehensive  readjustment  assistance  that  would  otherwise  be  impossible  v/ 
without  community  resources.  Expansion  of  the  program  to  100  cities  would 
involve  a broader  range  of  resources  than  can  be  reached  at  present  through 
conventional  means.  In  several  cities  local  unaffiliated  self-help  programs 
similar  to  VETS  have  been  providing  effective  and  comprehensive  community- 
based  services  through  CETA.  Efforts  should  be  made  to  insure  continued 
funding  of  these  projects  where  they  have  been  successful.  The  Special  Work- 
ing Group  was  impressed  by  the  contributions  made  by  many  of  these  programs  to 
improve  mental  health  for  veterans. 

• Renewed  emphasis  should  be  placed  on  the  problems  and 
needs  of  the  Vietnam  veteran  and  his  family  in  the  broad 
spectrum  of  HEW’s  programs,  with  a reassessment  of  de- 
cisions to  end  the  Veterans'  Upward  Bound  program  and 
the  Veterans  Cost  of  Instruction  Program  (VCIP) . 

VCIP  has  had  an  important  role  in  outreach  to  veterans,  providing  peer 
counseling  and  limited  professional  assistance  to  them  and  their  dependents 
where  personal  adjustment  problems  have  existed.  Until  the  program  of  per- 
sonal adjustment  which  we  recommend  has  had  the  chance  to  establish  itself. 
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• The  VA,  DREW,  DOL,  and  DOD  should  be  given  greater 
flexibility  to  develop  contractual  relationships  among 
themselves  and  with  other  agencies  and  community  pro- 
grams in  order  to  be  able  to  deliver  appropriate  serv- 
ices in  the  appropriate  setting  and  to  avoid  costly 
and  wasteful  duplication. 

For  example,  the  Veterans  Administration  should  enter  into  cooperative 
arrangements  with  community  mental  health  centers  and  share  resources  to  in- 
clude the  assignment  of  VA  mental  health  professionals  and  mental  health 
trainees  on  a full-  or  part-time  basis  to  community  mental  health  centers  to 
assist  in  personal  adjustment  assistance.  Insofar  as  the  VA  would  be  sharing 
professional  and  technical  resources  with  CMHC’s,  financial  reimbursement 
should  be  on  a need  basis  only. 

• HEW  should  be  funded  to  implement  section  402,  title  IV 
of  Public  Law  93-644  (The  Economic  Opportunity  Act  of 
1964). 

The  law  was  amended  in  1976  to  provide  for  the  Secretary  of  HEW  to  under- 
take special  programs  of  counseling  and  rehabilitation  with  special  priority 
given  to  veterans  and  employers  of  veterans  who  assist  veteran  former  drug 
addicts  or  alcoholics.  These  special  programs  are  to  include  employment  op- 
portunities and  broad  areas  of  rehabilitation. 

• The  Federal  Government  through  the  Veterans  Administra- 
tion and  other  means  at  its  disposal  should  mobilize  the 
resources  necessary  to  inform  eligible  veterans  and  de- 
pendents of  the  program  of  personal  adjustment  and  the 
locations  where  assistance  is  available. 

The  traditional  veterans*  organizations  all  maintain  service  officers 
(often  in  VA  facilities)  to  assist  veterans  with  benefits  and  problems.  Serv- 
ice officers  should  be  made  aware  of  personal  adjustment  problems  and  services 
available  under  this  program  so  that  they  can  make  appropriate  referrals. 

Often  service  officers  will  play  a crucial  role  in  the  initial  contact  with 
the  veteran. 

• Public  Law  93-641,  the  National  Health  Planning  and  Re- 
sources Development  Act  of  1974  should  be  amended  to 
mandate  that  the  VA,  DOD,  DREW,  and  other  Federal  health 
facilities  fully  participate  in  and  conform  to  the  local 
Health  Systems  Agency  (HSA)  planning  process. 

This  would  require  Certificates  of  Need  of  the  Federal  agencies  in  their 
provision  of  health  services  in  accordance  with  a locally  developed  health 
plan.  The  planning  process  would  also  require  the  development  of  a desper- 
ately needed  data  base  on  the  health,  including  mental  health,  needs  of  vet- 
erans and  develop  from  this  planning  estimates  of  the  resources  available  or 
required  to  respond  at  the  local  level.  This  method  of  achieving  collabora- 
tion at  the  point  of  service  delivery  is  essential. 
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• Manpower  training  programs  to  educate  and  reeducate 
service  delivery  personnel  to  the  problems  and 
treatment  needs  of  Vietnam  veterans  must  begin. 

Techniques  must  be  emphasized  to  enhance  recognition  of  the  problems  and 
treatment.  National  conferences  and  continuing  education  programs  should  be 
considered  to  broaden  the  perspectives  and  sensitivities  of  the  caring 
professionals . 

• Efforts  should  be  made  to  remove  the  unfair  stigma 
associated  with  Vietnam  Era  military  service. 

This  Group  has  discussed  the  all-too-pervasive  stigma  veterans  experience 
because  of  service  during  the  Vietnam  Era.  It  manifests  itself  in  many  forms — 
job  discrimination,  family  difficulties,  loss  of  self-esteem,  an  inability  to 
integrate  back  into  society,  loss  of  patriotism,  reluctance  to  seek  assistance 
and  an  unwillingness  to  serve  the  country  again.  The  forms  are  often  undis- 
played, i.e.,  they  are  subclinical  and  are  reinforced  with  every  new  encounter 
the  veteran  has  with  his  society.  The  removal  of  this  stigma  is  necessary  for 
veterans*  mental  health. 

• There  should  be  a fair  and  broad  reevaluation  of 
the  cases  of  Vietnam  Era  veterans  with  "bad  paper" 

(less  than  honorable)  discharges. 

More  than  a million  ex-servicemen  of  all  eras  bear  the  stigma  of  an  other 
than  honorable  discharge.  Many  of  these  discharges  were  issued  for  valid  rea- 
sons in  compliance  with  regulations  in  effect  at  the  time  of  separation.  How- 
ever, a military  commander* s characterization  of  man*s  military  service  at  one 
time  has  become  the  Nation* s condemnation  of  his  character  for  life.  Some  were 
precipitated  by  psychological  or  emotional  problems  or  character  and  behavior 
disorders  which,  had  they  been  diagnosed  as  such  at  the  time,  might  have  re- 
sulted in  medical  treatment  or  release  from  the  service  under  honorable 
conditions . 
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